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Level 1 Indicators Table 
 

Program Area Group Indicator Code Indicator Name 

Prevention Services HTC_TST Number of individuals who received HIV Testing and Counseling (HTC) services for HIV and received 
their test results 

Prevention Services PMTCT_STAT Percentage of pregnant women with known status (includes women who were tested for HIV and 
received their results) 

Prevention Services PMTCT_ARV Percentage of HIV-positive pregnant women who received antiretrovirals to reduce risk for mother-
to-child-transmission (MTCT) during pregnancy and delivery 

Prevention Services PMTCT_EID Percentage of infants born to HIV-positive women who had a virologic HIV test done within 12 
months of birth 

Prevention Services PMTCT_FO Final outcomes among HIV exposed infants registered in the birth cohort   

Prevention Services VMMC_CIRC Number of males circumcised as part of the voluntary medical male circumcision (VMMC) for HIV 
prevention program within the reporting period  

Prevention Services VMMC_AE Number of males circumcised surgically or by medical device that experienced at least one moderate 
or severe adverse event(s) (AEs)  

Prevention Services PP_PREV Percentage of individuals from priority populations who completed a standardized HIV prevention 
intervention, including the specified minimum components, during the reporting period 

Prevention Services KP_PREV Percentage of key populations reached with individual and/or small group level HIV preventive 
interventions that are based on evidence and/or meet the minimum standards required  

Prevention Services KP_MAT Number of people who inject drugs (PWID) on medication assisted therapy (MAT) for at least 6 
months 

Prevention Services GEND_GBV Number of people receiving post-GBV care 

Prevention Services GEND_NORM Number of people completing an intervention pertaining to gender norms, that meets minimum 
criteria  

Prevention Services FPINT_SITE Family Planning and HIV Integration: Percentage of HIV service delivery points supported by PEPFAR 
that are directly providing integrated voluntary family planning services  

Care and Support CARE_NEW 
Number of HIV-positive adults and children newly enrolled in clinical care during the reporting period 
who received at least one of the following at enrollment: clinical assessment (WHO staging) OR CD4 
count OR viral load  

Care and Support CARE_CURR Number of HIV positive adults and children who received at least one of the following during the 
reporting period: clinical assessment (WHO staging) OR CD4 count OR viral load  

Care and Support CARE_COMM Number of HIV positive adults and children receiving care and support services outside of the health 
facility 
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Care and Support CARE_SITE 
Percentage of PEPFAR-supported clinical care sites at which at least 80% of PLHIV received all of the 
following during the reporting period: 1) clinical assessment (WHO staging) OR CD4 count OR viral 
load, AND 2) TB screening at last visit, AND 3) if eligible, cotrimoxazole  

Care and Support TB_STAT Percentage of registered new and relapsed TB cases with documented HIV status 

Care and Support TB_ART Percentage of registered TB cases who are HIV-positive who are on ART  

Care and Support TB_IPT Percentage of PLHIV newly enrolled in HIV clinical care who start isoniazid preventative therapy (IPT) 

Care and Support FN_THER Proportion of clinically undernourished PLHIV who received therapeutic or supplementary food 

Care and Support OVC_SERV Number of active beneficiaries served by PEPFAR OVC programs for children and families affected by 
HIV/AIDS 

Care and Support OVC_ACC Number of active beneficiaries accompanied or otherwise supported for transport to HIV testing, 
care and/or treatment services at least once every three months  

Treatment TX_NEW Number of adults and children newly enrolled on antiretroviral therapy (ART) 
Treatment TX_CURR Number of adults and children currently receiving antiretroviral therapy (ART) [current] 

Treatment TX_RET Percentage of adults and children known to be alive and on treatment 12 months after initiation of 
antiretroviral therapy (Recommended: 6, 24, 36 months) 

Treatment TX_VIRAL Percentage of ART patients with a viral load result documented in the medical record within the past 
12 months 

Treatment TX_UNDETECT Proportion of viral load tests with an undetectable viral load (<1000 copies/ml) 
Health Systems 
Strengthening LAB_CAP Number of PEPFAR-supported testing facilities with capacity to perform clinical laboratory tests  

Health Systems 
Strengthening LAB_ACC 

Number of PEPFAR-supported testing facilities (laboratories) that are recognized by national, 
regional, or international standards for accreditation or have achieved a minimal acceptable level 
towards attainment of such accreditation 

Health Systems 
Strengthening LAB_PT Percentage of laboratories and POC testing sites that perform HIV diagnostic testing that participate 

and successfully pass in an analyte-specific proficiency testing (PT) program  
Health Systems 
Strengthening BS_COLL Number of whole blood collections each year by the NBTS network 

Health Systems 
Strengthening SC_STOCK Percentage of storage sites where commodities are stocked according to plan, by level in supply 

system  
Health Systems 
Strengthening HRH_PRE Number of new HCW who graduated from a pre-service training institution or program as a result of 

PEPFAR-supported strengthening efforts, within the reporting period, by select cadre 
Health Systems 
Strengthening HRH_HRIS Human Resource Information Systems (HRIS) Assessment Framework  
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Health Systems 
Strengthening SI_HIS Existence of a standardized national registry of health facilities that is managed and updated by 

stakeholders 
Health Systems 
Strengthening SI_ME Existence of national HIV/AIDS M&E system based on the UNAIDS 12 components model   

Health Systems 
Strengthening LGP_PTT Key HIV/AIDS-related policies monitored through Policy Tracking Tables (PTTs) 
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Prevention Services March 2015 
 

Testing and Counseling  
Indicator code: 
HTC_TST 1 Number of individuals who received HIV Testing and Counseling (HTC) services 

for HIV and received their test results 
Purpose: 
 
This indicator is intended to monitor trends in the uptake of HTC services (regardless of the service delivery point 
and population group) within a country. The disaggregation by test result provides information about the yield of 
HTC and the effectiveness of HTC programs in identifying people living with HIV (PLHIV) over time. With the Care 
and Support indicator (Number of HIV positive adults and children newly enrolled in clinical care), it contributes to 
a proxy indicator for linkage. Data from this disaggregation also feeds into an individual-level linkage indicator.  
 
The disaggregations are intended to monitor access to and uptake of HTC by specific populations, HIV testing yield, 
and HTC setting and modality. The findings can support national governments and programs to determine the 
coverage and identify gaps in HTC services. This data may also be useful for projecting programmatic needs such as 
HIV test kits and other staffing resources, although individuals are counted.  
NGI Mapping:   P11.1.D continuing - same indicator with modified disaggregations; no impact on trend 

analysis   
PEPFAR Support 
Target/Result 
Type:  

Both Direct Service Delivery (DSD) and Technical Assistance-Service Delivery Improvement 
(TA-SDI) targets and results should be reported to HQ 

Numerator: 1 Number of individuals who received HTC services and received their test results 
during the PEPFAR reporting period. 

Denominator: N/A 
Disaggregation(s): 

1 

HIV status: HIV negative: 
• Age/Sex disaggregates:  <1 Male, <1 Female, 1-4 Male, 1-4 Female, 5-9 Male, 

5-9 Female, 10-14 Male, 10-14 Female, 15-19 Male, 15-19 Female, 20-24 Male, 
20-24 Female, 25-49 Male, 25-49 Female, 50+ Male, 50+ Female 

• Service delivery point:  Antenatal Clinic, Labor & Delivery,  Under 5 Clinic, 
Maternal and Child Health Clinic, Tuberculosis, Sexually Transmitted 
Infections, Outpatient Department, Inpatient, HIV Care and Treatment Clinic, 
Voluntary Medical Male Circumcision, Voluntary Counseling & Testing co-
located, Voluntary Counseling & Testing standalone, Mobile, Home-based, 
Other 

1 

HIV status: HIV positive: 
• Age/Sex disaggregates:  <1 Male, <1 Female, 1-4 Male, 1-4 Female, 5-9 Male, 

5-9 Female, 10-14 Male, 10-14 Female, 15-19 Male, 15-19 Female, 20-24 Male, 
20-24 Female, 25-49 Male, 25-49 Female, 50+ Male, 50+ Female 

• Service delivery point:  Antenatal Clinic, Labor & Delivery,  Under 5 Clinic, 
Maternal and Child Health Clinic, Tuberculosis, Sexually Transmitted 
Infections, Outpatient Department, Inpatient, HIV Care and Treatment Clinic, 
Voluntary Medical Male Circumcision, Voluntary Counseling & Testing co-
located, Voluntary Counseling & Testing standalone, Mobile, Home-based, 
Other 

3 Previously tested during the reporting period:  Yes, No 
3 Type of counseling/testing: Individual, Couple*, Index client 
3 Key population type/Test Result:  FSW, MSM/Transgender, PWID (positive, 
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negative) 
Data Source: Existing HTC registers and reporting forms that are already being used to capture HTC 

services could be revised to include the disaggregation categories. 
 
Examples of data collection forms include client intake forms, activity report forms, or 
health registers such as Tuberculosis, Antenatal Care, and HIV Testing and Counseling 
registers, health management information systems registers and non-governmental 
organization records. 

Data Collection 
Frequency: 

Data collection at PEPFAR-funded sites should be ongoing as part of service delivery and 
aggregated in time for PEPFAR reporting cycles. Data should be reviewed regularly for the 
purposes of program management, to monitor progress towards achieving targets, and to 
identify and correct any data quality issues. 

Method of Measurement: 
 
Data for the numerator should be generated by counting the total number of individuals who received HTC from 
any service delivery point during the PEPFAR reporting period. These individuals will include TB patients, 
pregnant women, men receiving voluntary medical circumcision, HIV-exposed infants, key populations, family 
members of index patients, etc.  
 
The HTC_TST indicator includes targets and results from the following indicators when HTC services are provided 
as part of the intervention package: 

• PMTCT_STAT  
• TB_STAT 
• VMMC_CIRC  
• GEND_GBV  
• PP_PREV 
• KP_PREV 

 
Note: Serological testing among infants should be counted under the HTC_TST indicator. HIV virologic testing of 
HIV exposed infants should be counted under the PMTCT_EID indicator. 
 
The first priority of data collection and reporting of HTC services among key populations must be to do no harm. 
These data must be managed with confidentiality to ensure the identities of the individuals are protected to prevent 
further stigma and discrimination of key populations. 
 
Service delivery settings captures testing of all age groups tested in these respective settings including pediatric 
and adolescent populations. 
 
The “HIV care and treatment clinic” category within the service delivery point disaggregation is intended to capture 
HTC services provided to the partners and relatives of PLHIV, as part of the standard package of care. HIV tests 
conducted at the HIV care and treatment clinics with the purpose of confirming the diagnosis of PLHIV should not 
be counted under this indicator.  
  
When developing or modifying existing M&E systems and tools to collect and report this indicator, the following 
information should be considered: 

• Demographic- Client’s name, sex, age at time of HTC services, and key population 
• HIV testing and counseling- HIV test results, date of HIV test, receipt of HIV test results, previously tested 

during the reporting period, and type of counseling/testing  
• Site- site’s name, district, region, province, and service delivery point  
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*’Couple’ is defined as two persons in an ongoing sexual relationship and each of these persons is referred to as a 
partner in the relationship. Couple HIV testing and counseling is when two or more partners are counseled, tested 
and receive their results together. Index client is defined as sexual and needle-sharing partner(s) and other family 
members of people diagnosed with HIV who are targeted for HTC services due to possible exposure. When couple 
or index case HIV testing and counseling happens data should be collected for each individual and it should be 
indicated on the form that this was a couple or index-case  session as opposed to an individual session.  
 
Explanation of Numerator: 
 
The numerator captures the number of individuals who received HIV Testing and Counseling (HTC) services for 
HIV and received their test results. A minimum provision of the following services is required for adequate data 
collection for this indicator: counseling, testing, return, and receipt of test results.  
 
Explanation of Denominator: 
N/A 
Interpretation: 
 
This indicator is intended to monitor individuals and trends in the uptake of testing and counseling over time. This 
indicator includes repeat testers and will provide information on the number of times HTC services were delivered, 
rather than the number of unique individuals who received HTC services. Repeat testing is common practice among 
most HTC programs and should be aligned with World Health Organization (WHO) guidance on re-testing.1 
 
The detailed age disaggregation monitors uptake of HTC services among children and adolescents. HIV test results 
are critical to monitor yield of HTC services and to estimate the linkage to care indicators. Service delivery point 
and geographic area monitor access to HTC services by site type and geographic location. 
 
The inclusion of test result data may change interpretation of this indicator, as PEPFAR prioritizes consistently high 
yield from testing programs.  
 
The number of individuals who are expected to be tested and counseled within a country will vary depending on 
numerous factors such as, the numbers of individuals with previously confirmed positive status, or the number of 
people who may be perceived at risk of HIV infection, and hence this indicator should be interpreted accordingly.  
 
Given that this indicator is intended to count individuals and not number of tests, data produced through this 
indicator would need further interpretation for use in commodities planning.  
 
The type and focus of a HTC program for each respective country has an impact on its interpretation. For example, a 
program that targets key populations or areas with the highest HIV prevalence, may result in a smaller number of 
people tested, and yet yield a higher identification of HIV infections than a program providing general HTC services.  
 
PEPFAR Support: 
 
DSD: Individuals will be counted as receiving direct service delivery support from PEPFAR when BOTH of 
the below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, 
support to improve the quality of services. 
 
TA-SDI: Individuals will be counted as supported through TA-SDI when the point of service delivery 
receives support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to 

                                                           
1 http://whqlibdoc.who.int/publications/2010/9789241599115_eng.pdf  

http://whqlibdoc.who.int/publications/2010/9789241599115_eng.pdf
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improve the quality of services. 
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key staff and/or essential commodities for routine service 
delivery. For individuals receiving HTC services, this can include ongoing procurement of critical HTC 
related commodities such as rapid HIV test kits or requisite materials (lancets, capillary tubes), samples 
and materials for proficiency testing, or other HIV diagnostic commodities, or funding for salaries of HCW 
who deliver HTC services including counselors, laboratory technicians, program managers, community 
health workers. Staff who are responsible for the completeness and quality of routine patient records 
(paper or electronic) can be counted here; however, staff who exclusively fulfill MOH and donor reporting 
requirements cannot be counted. 

 
AND/OR 
 

2. Requires an established presence at and/or routinized, frequent (at least quarterly) support to HTC 
services at the point of service delivery. For HTC services, this ongoing support for service delivery 
improvement can include: clinical mentoring/supportive supervision, HTC training, HTC guidance 
development, infrastructure/renovation of facilities (fixed, mobile, and outreach sites), site level QI/QA, 
routine support of HTC M&E and reporting, or HIV test kits consumption forecasting and supply 
management. 

 
Additional References: 
 
• 1.5, Global AIDS Response Progress Reporting 2013. Construction of Core Indicators for monitoring the 2011 

UN Political Declaration on HIV/AIDS. January 2013. 
(http://www.unaids.org/en/media/unaids/contentassets/documents/document/2013/GARPR_2013_guidelin
es_en.pdf)  

• Prevention indicator (HIV-P7), The Global Fund to Fight AIDS, Tuberculosis and Malaria Monitoring and 
Evaluation Toolkit: HIV, Tuberculosis and Malaria and Health Systems Strengthening Part 2: Tools for 
monitoring programs for HIV, tuberculosis, malaria and health systems strengthening, Fourth Edition, 
November 2011. 
(http://www.theglobalfund.org/documents/monitoring_evaluation/ME_Part2HIV_Toolkit_en/)    

•  Utilization/Coverage indicator C3a, Guide for Monitoring and Evaluating National HIV Testing and Counseling 
(HTC) Programmes: Field-Test Version. World Health Organization (WHO). March 2011. 
(http://whqlibdoc.who.int/publications/2011/9789241501347_eng.pdf) 

  
 

  

http://www.unaids.org/en/media/unaids/contentassets/documents/document/2013/GARPR_2013_guidelines_en.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2013/GARPR_2013_guidelines_en.pdf
http://www.theglobalfund.org/documents/monitoring_evaluation/ME_Part2HIV_Toolkit_en/
http://whqlibdoc.who.int/publications/2011/9789241501347_eng.pdf
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Prevention Services  March 2015 
 

Prevention of Mother-to-Child Transmission (PMTCT) 
Indicator code: 
PMTCT_STAT 1 Percentage of pregnant women with known HIV status (includes women who were 

tested for HIV and received their results) 
Purpose: 
 
This indicator reflects one goal of PMTCT, which is to increase the number of pregnant women who know their HIV 
status. Identification of a pregnant woman’s HIV status is the key entry point into PMTCT services and other HIV 
care and treatment services.  
 
These data will be important to PEPFAR Headquarters, TWGs and USG country-level managers in order to: 
• Identify progress toward the overarching global elimination of MTCT goal of reducing the number of AIDS-

related maternal deaths by 50% and reducing the number of new HIV infections among children by 90% 
• Determine PEPFAR and PEPFAR-funded partners’ performance in providing HIV testing to pregnant women 
• Identify countries/ partners needing assistance with program implementation 
 
NGI Mapping:   P1.1.D continuing - same indicator; no impact on trend analysis 
PEPFAR Support 
Target/Result 
Type:  

Both Direct Service Delivery (DSD) and Technical Assistance-Service Delivery Improvement 
(TA-SDI) targets and results should be reported to HQ 

Numerator: 1 Number of pregnant women who were tested for HIV and know their results plus 
number of pregnant women with known HIV status at entry to services. 

Denominator: 1 Number of new ANC and L&D clients 
Disaggregation(s): 1 Positivity status: new positives, known positives at entry 

Data Source: Facility registers and other program monitoring tools. 
Data Collection 
Frequency: 

Data should be collected continuously at the facility level as part of service delivery and 
aggregated in time for PEPFAR reporting cycles. Data should be reviewed regularly for the 
purposes of program management, to monitor progress towards achieving targets, and to 
identify and correct any data quality issues. 

Method of Measurement: 
 
The numerator is a composite of the following two data components:  
 

1) The number of women with known (positive) HIV infection attending ANC for a new pregnancy over the 
last reporting period  

2) The number of women attending ANC, L&D who were tested for HIV and received results (These should 
also be counted in the general HTC indicator “HTC_TST”) 

 
The numerator can be summed from categories a-d below: 

a) Number of pregnant women with unknown HIV status attending ANC who received an HIV test and 
result during the current pregnancy  

b) Pregnant women with known HIV infection attending ANC for a new pregnancy 
c)    Number of pregnant women with unknown HIV status attending L&D who received an HIV test and 

result during their current pregnancy  
d)   Women with unknown HIV status attending postpartum services within 72 hours of delivery who were 

tested for the first time in the current pregnancy and received results 
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A “known HIV status” is defined as a confirmed positive test result from a test during this pregnancy, an already 
known positive test result, or a confirmed negative test result during the current pregnancy. An indeterminate test 
result should not be counted or reported as a part of this indicator.   
 
Explanation of Numerator: 
 
The numerator is calculated using national and/or PEPFAR program records aggregated from facility registers in 
the ANC and L&D. In countries with high L&D attendance rates (>90%), data can be collected from L&D registers 
only.  
 
Health facility registers should reflect known HIV infection among HIV-positive pregnant women coming to the 
ANC for a new pregnancy, such as through a code, circle, or other method, in order for them to receive subsequent 
PMTCT interventions. Only pregnant women with definitive results (a known status) should be counted and 
reported.   
 
Pregnant women with unknown status attending either L&D or postpartum services: women who were not tested 
during ANC during this pregnancy; were not already known to be HIV-infected, or did not have a definitive status 
recorded in the register (as in, had an indeterminate result) should be counted and reported in this indicator if they 
receive an HIV test during L&D or postpartum services. 
  
Pregnant women with known HIV-infection: women who are attending ANC for a new pregnancy who were tested 
and confirmed HIV-positive at any point prior to the current pregnancy. Pregnant women with known HIV infection 
attending ANC for a new pregnancy do not need retesting if that is in line with the national guidelines and/or, as 
long as they bring documented proof of their positive status with them. However, these women do need subsequent 
PMTCT services and should be counted in the numerator.  
  
In this case, documented proof may include (but is not limited to), a health card providing HIV status test results 
from another testing center, or any other document that denotes that the bearer of the document is HIV positive.   
 
Pregnant women with known status should be counted only once in this indicator. This may be difficult if national 
guidelines recommend testing a pregnant woman more than once during a pregnancy or if a woman seroconverts 
during her pregnancy and has multiple tests. For sites that are doing cohort monitoring of pregnant women in ANC, 
reporting a woman’s final status at the end of pregnancy is fine.   
 
Explanation of Denominator: 
 
The total number of new clients attending ANC and L&D services at USG-supported sites should be used as the 
denominator. This total will include the number of new clients who attend PMTCT services at USG-supported ANC 
sites and the number of women who present at L&D sites supported by USG with unknown status (as a proxy for 
those who have not attended ANC with PMTCT services). The USG country team is to identify the best source of 
data for unduplicated individuals. If the country has high facility delivery rates (>90%), the L&D data may be used 
as the denominator, otherwise ANC data should be used.  
 
Note: This indicator is meant to measure the number of pregnant women who know their HIV status and is not 
meant to provide programmatic guidance around the types of services that should accompany HIV testing (e.g., 
counseling). All HIV testing programs should be adhere to national or international standards.    
 
Interpretation: 
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This indicator enables the USG PEPFAR team to monitor trends in HIV testing among pregnant women and uptake 
of testing at USG-funded sites.  
 
The points at which drop-outs occur during the testing and counseling process and the reasons why they occur are 
not captured by this indicator.  
 
This indicator does not measure the quality of the testing or counseling. It also does not capture the number of 
women who received pre- or post- test counseling.  
 
There is a risk of double counting with this indicator, as a pregnant woman could be tested multiple times during 
ANC or, L&D, and postpartum. This is particularly true when pregnant women get re-tested according to some 
national guidelines or when they seek testing in different facilities, or when they come to the L&D without 
documentation of their test. While not feasible to avoid double counting entirely, countries should ensure a data 
collection and reporting system is in place to minimize it, such as using patient held and facility held ANC records to 
document that testing took place and only counting and reporting the last test with a definitive result, or the 
previously known HIV-infected status.   
 
PEPFAR Support: 
 
DSD: Individuals will be counted as receiving direct service delivery support from PEPFAR when BOTH of 
the below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, 
support to improve the quality of services. 
 
TA-SDI: Individuals will be counted as supported through TA-SDI when the point of service delivery 
receives support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to 
improve the quality of services. 
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key staff and/or essential commodities for routine service 
delivery. For women receiving PMTCT services, this can include: ongoing procurement of critical 
commodities such as test kits, ARVs, or lab commodities, or funding for salaries of HCW. Staff who are 
responsible for the completeness and quality of routine patient records (paper or electronic) can be 
counted here; however, staff who exclusively fulfill MOH and donor reporting requirements cannot be 
counted. 

 
AND/OR 
 

2. PEPFAR provides an established presence at and/or routinized, frequent (at least quarterly) support for 
those services at the point of service delivery. For PMTCT services, this ongoing support for service delivery 
improvement can include: training of PMTCT service providers, clinical mentoring and supportive 
supervision of PMTCT service sites, infrastructure/renovation of facilities, support of PMTCT service data 
collection, reporting, data quality, QI/QA of PMTCT services support, ARV consumption forecasting and 
supply management, support of lab clinical monitoring of patients, supporting patient follow-up/retention, 
support of mother mentoring programs. 

 
Additional References: 
 
• Partially harmonized with Prevention indicator (HIV-P10), The Global Fund to Fight AIDS, Tuberculosis and 

Malaria Monitoring and Evaluation Toolkit: HIV, Tuberculosis and Malaria and Health Systems Strengthening, 
Part 2: Tools for monitoring programs for HIV, tuberculosis, malaria and health systems strengthening, Fourth 
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Edition, November 2011  
(http://www.theglobalfund.org/documents/monitoring_evaluation/ME_Part2HIV_Toolkit_en/) 

• Global Monitoring Framework and Strategy for the Global Plan towards the elimination of new HIV infections 
among children by 2015 and keeping their mothers alive (EMTCT). 
(http://apps.who.int/iris/bitstream/10665/75341/1/9789241504270_eng.pdf)   

• #7. Core Indicators for National AIDS Programmes. Guidance and Specifications for Additional Recommended 
Indicators. April 2008 
(http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/JC1768-
Additional_indicators_v2_en.pdf) 

• Refer to the PMTCT/Peds Treatment TWG with further inquiries. 
 

 

  

http://www.theglobalfund.org/documents/monitoring_evaluation/ME_Part2HIV_Toolkit_en/
http://apps.who.int/iris/bitstream/10665/75341/1/9789241504270_eng.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/JC1768-Additional_indicators_v2_en.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/JC1768-Additional_indicators_v2_en.pdf
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Prevention Services March 2015 
 

Prevention of Mother-to-Child Transmission (PMTCT) 
Indicator code: 
PMTCT_ARV 1 Percentage of HIV-positive pregnant women who received antiretrovirals to reduce 

risk of mother-to-child-transmission (MTCT) during pregnancy and delivery 
Purpose: 
 
This indicator measures the provision and coverage of antiretroviral prophylaxis and treatment, by regimen type, 
for HIV-positive pregnant women in order to:  

• Identify progress toward the USG and global goals of increasing ARV coverage (prophylaxis and treatment) 
among pregnant women living with HIV and eliminating mother-to-child transmission of HIV 

• Assess progress toward implementing more efficacious PMTCT ARV regimens  
• Determine the coverage of HIV+ pregnant women on ARV prophylaxis and ART for life among all HIV+ 

pregnant women identified 
• Provide data for models estimating the country-specific and global impact of USG-supported PMTCT 

programs 
 
NGI Mapping:   P1.2.D continuing - same indicator; no impact on trend analysis 
PEPFAR Support 
Target/Result 
Type:  

Both Direct Service Delivery (DSD) and Technical Assistance-Service Delivery Improvement 
(TA-SDI) targets and results should be reported to HQ 

Numerator: 1 Number of HIV-positive pregnant women who received antiretrovirals (ARVs) to 
reduce risk of mother-to-child-transmission during pregnancy 

Denominator: 1 Number of HIV-positive pregnant women identified in the reporting period (including 
known HIV-positive at entry) 

Disaggregation(s): 

1 

By regimen type (mutually exclusive choices):  
1. Life-long ART disaggregated by 

a. newly initiated on treatment during the current pregnancy 
b. already on treatment at the beginning of the current pregnancy 

2. Maternal triple-drug ARV regimen provided with the intention to stop at the 
end of the breastfeeding period  

3. Maternal AZT (prophylaxis component of WHO Option A during pregnancy and 
delivery) 

4. Single-dose nevirapine (with or without tail) 
Data Source: Facility registers and other program monitoring tools 
Data Collection 
Frequency: 

Data should be collected continuously at the facility level as part of service delivery. Data 
should be aggregated in time for PEPFAR reporting cycles. Data should be reviewed 
regularly for the purposes of program management, to monitor progress towards achieving 
targets, and to identify and correct any data quality issues. 

Method of Measurement: 
 
Numerator: The number of HIV-positive pregnant women who received antiretrovirals for prophylaxis or 
treatment during pregnancy or during labor and delivery (L&D), deduplicated. 
 
Denominator: Number of HIV-positive pregnant women identified in the reporting period (including known HIV-
positive at entry) 
 
 



17 
 

Explanation of Numerator:  
 
Disaggregation of regimen definitions 

 

Categories Further clarification Common examples 

1) Life-long antiretroviral 
therapy (including Option 
B+)  
 
Required disaggregations 
by: 
1a) newly initiated on 

treatment during the 
current pregnancy 

1b) already on treatment 
at beginning of 
pregnancy 

A three-drug regimen intended to provide ART for 
life 
 

1a) # of HIV-positive pregnant women 
identified in the reporting period newly 
initiated on ART for life 
1b) # of HIV-positive pregnant women 
identified in the reporting period who were 
already on ART at their first ANC visit. 

 
If a woman is initiating ART for life (including 
Option B+) at L&D then she should be counted in 
category 1a.   

Standard national 
treatment regimen, for 
example: 
• TDF+3TC (or 

FTC)+EFV 
• AZT+3TC+NVP 
  

2) Maternal triple ARV 
prophylaxis (prophylaxis 
component of WHO 
Option B during 
pregnancy and delivery) 

A three-drug regimen provided for MTCT 
prophylaxis started antenatally or as late as during 
L&D with the intention of stopping prophylaxis at 
the end of the breastfeeding period (or stopping at 
delivery if not breastfeeding) 
 
If a woman is receiving ARVs for the first time at 
L&D then she should still be counted in this 
category if the facility is implementing Option B. 

 
• TDF+3TC (or 

FTC)+EFV 
• AZT+3TC+EFV 
• AZT+3TC+LPV/r 
 

3) Maternal AZT 
(prophylaxis component 
of WHO Option A during 
pregnancy and delivery) 

A prophylactic regimen that uses AZT (or another 
NRTI) started as early as 14 weeks or as late as 
during L&D to prevent HIV transmission  
 
If a woman is receiving ARVs for the first time at 
L&D, then she should still be counted in this 
category if the facility is implementing Option A.  

• AZT at any point before 
L&D + intrapartum NVP 

• AZT at any point before 
L&D + intrapartum NVP 
+7 day post-partum tail 
of AZT/3TC 

• Intrapartum NVP +/- 7 
day post-partum tail + 
extended NVP for infant   

4) Single-dose nevirapine 
(with or without a tail)  

Count SD-NVP if: 
• It is the ONLY option provided to an HIV-positive 

pregnant woman either antenatally or during 
L&D (this includes use of a tail*) 

  
Do NOT count SD-NVP if: 
• NVP is provided as part of Option A antenatally 

or 
• An HIV+ pregnant woman is initiated on Option 

A, B, or B+ at labor and delivery 
  
*The tail is used to prevent NVP resistance. It does 
not alter risk of transmission and therefore does 
not constitute a different regimen. 

• SD-NVP for mother 
ONLY at onset of labor 

• SD-NVP + 7 day 
AZT/3TC tail ONLY 

• SD-NVP for mother at 
onset of labor and SD 
NVP for baby ONLY  
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The following should be considered in reporting: 
• A woman should only be counted in a regimen category if she actually received the regimen. Referral alone 

for ARVs or ART should not be counted unless regimen initiation is confirmed. 
• Each ARV regimen category is mutually exclusive. Each pregnant woman should only be counted once. If a 

pregnant woman receives different ARV regimens at different points during the pregnancy, count only the 
most recent regimen provided to her in the reporting period. 

• Because ARVs can be provided to HIV-positive women at different sites including ANC, L&D and HIV care & 
treatment, steps should be taken to deduplicate patients counted at multiple sites. For example: 

o A woman, who is already on treatment, becomes pregnant and enrolls in ANC/PMTCT because she 
is HIV-positive. While she may not be receiving drugs at the ANC/PMTCT site, she should be counted 
within the life-long ART disaggregation for this indicator.   

o In settings with high facility delivery rates (>90%), countries may consider aggregating the 
numerator entirely from the L&D register by counting the number of HIV-positive pregnant women 
who received a specific ARV regimen by the time of delivery. This method likely minimizes double-
counting. 

• The disaggregation of newly initiating on treatment during the current pregnancy vs already on treatment 
at the beginning of the current pregnancy are important distinctions for program planning, target setting, 
and forecasting. Clients who transfer in from another facility, or who temporarily stopped therapy and have 
started again in the time period should not be counted as new on treatment.  

o A woman receives AZT prophylaxis at her first ANC visit. After receiving her CD4 results, she is 
moved to a life-long ART regimen. In this case she should be counted and reported only once under 
life-long ART 

• The number of HIV-positive pregnant women receiving ART (disaggregation of the PMTCT ARVs/ART 
indicator) and the number individuals newly initiated on ART who are pregnant (disaggregation of the new 
on treatment indicator) likely have large overlaps, but in many countries are not the same groups of 
women. The indicator narrative should clearly explain the source of the data for PMTCT ARVs/ART 
disaggregation and how it relates to what is reported in the new on treatment indicator. 

 
Explanation of Denominator: 
 
Number of HIV-positive pregnant women identified in the reporting period (including known HIV-positive at entry) 
 
This denominator includes a sum of categories a-d below, at USG-supported sites:  

a. Number of pregnant women who were tested and received an HIV+ result at ANC 
b. Pregnant women known to be HIV-positive attending ANC for a new pregnancy  
c. Pregnant women tested during L&D and received a new HIV+ result 
d. Women with unknown HIV status attending postpartum services within 72 hours of delivery who were 

tested for HIV and received their HIV + result 
Interpretation: 
 
It is recognized that due to the way in which data is collected and reported in many countries, some level of 
duplication may be inevitable. Additionally, there may be over or undercounting of certain regimens based on data 
collection methodologies.   
PEPFAR Support:  
 
DSD: Individuals will be counted as receiving direct service delivery support from PEPFAR when BOTH of 
the below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, 
support to improve the quality of services. 
 
TA-SDI: Individuals will be counted as supported through TA-SDI when the point of service delivery 
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receives support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to 
improve the quality of services. 
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key staff and/or essential commodities for routine service 
delivery. For women receiving PMTCT services, this can include: ongoing procurement of critical 
commodities, such as test kits, ARVs, or lab commodities, or funding for salaries of HCW. Staff who are 
responsible for the completeness and quality of routine patient records (paper or electronic) can be 
counted here; however, staff who exclusively fulfill MOH and donor reporting requirements cannot be 
counted. 

 
AND/OR 
 

2. PEPFAR provides an established presence at and/or routinized, frequent (at least quarterly) support to 
those services at the point of service delivery. For PMTCT services, this ongoing support for service delivery 
improvement can include: training of PMTCT service providers, clinical mentoring and supportive 
supervision of PMTCT service sites, infrastructure/renovation of facilities, support of PMTCT service data 
collection, reporting, data quality, QI/QA of PMTCT services support, ARV consumption forecasting and 
supply management, support of lab clinical monitoring of patients, supporting patient follow-up/retention, 
support of mother mentoring programs. 

 
Additional References: 
• Global Plan Towards the Elimination of New HIV Infections Among Children by 2015 and Keeping their Mothers 

Alive Monitoring Framework 
(http://www.unaids.org/en/media/unaids/contentassets/documents/unaidspublication/2011/20110609_JC2
137_Global-Plan-elimination-HIv-Children_en.pdf) 

• Monitoring the Declaration of Commitment on HIV/AIDS. Guidelines on Construction of Core Indicators 2010 
Reporting, United Nations General Assembly Special Session [UNGASS]. March 2009. 
(http://data.unaids.org/pub/manual/2009/jc1676_core_indicators_2009_en.pdf) 

• HIV-P13. The Global Fund to Fight AIDS, Tuberculosis and Malaria Monitoring and Evaluation Toolkit 4th 
Edition. November 2011. (http://www.theglobalfund.org/en/me/documents/toolkit/) 

• 3.1. Global AIDS Progress Reporting 2013: Construction of Core indicators for monitoring the 2011 UN Political 
Declaration on HIV/AIDS 
(http://www.unaids.org/en/media/unaids/contentassets/documents/document/2013/GARPR_2013_guidelin
es_en.pdf) 

• Refer to the PMTCT/Peds Treatment TWG with further inquiries. 
  

http://www.unaids.org/en/media/unaids/contentassets/documents/unaidspublication/2011/20110609_JC2137_Global-Plan-elimination-HIv-Children_en.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/unaidspublication/2011/20110609_JC2137_Global-Plan-elimination-HIv-Children_en.pdf
http://data.unaids.org/pub/manual/2009/jc1676_core_indicators_2009_en.pdf
http://www.theglobalfund.org/en/me/documents/toolkit/
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2013/GARPR_2013_guidelines_en.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2013/GARPR_2013_guidelines_en.pdf
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Prevention Services March 2015 
 

Prevention of Mother-to-Child Transmission (PMTCT)/Pediatrics 
Indicator code: 
PMTCT_EID 1 Percentage of infants born to HIV-positive women who had a virologic HIV test done 

within 12 months of birth 
Purpose: 
 
This indicator measures the extent to which infants born to HIV-positive women receive virologic testing to 
determine their HIV status within the first 12 months of life. Early diagnosis of infants who acquired HIV during 
pregnancy, delivery or in the early postpartum period is critical as infants have an increased risk of mortality if they 
go undiagnosed and untreated.  
 
NGI Mapping:   C4.1 .D continuing – slightly modified indicator, limited effect on trend analysis 
PEPFAR Support 
Target/Result 
Type:  

Both Direct Service Delivery (DSD) and Technical Assistance-Service Delivery Improvement 
(TA-SDI) targets and results should be reported to HQ 

Numerator: 1 Number of infants who had a virologic HIV test within 12 months of birth during the 
reporting period 

Denominator: 1 Number of HIV-positive pregnant women identified in the reporting period (including 
known HIV-positive women at entry into PMTCT)  

Disaggregation(s): 

1 

• Infants who received a virologic test within 2 months of birth 
• Infants who received their first virologic HIV test between 2 and 12 months of 

age 
• Infants with a positive virologic test result within 2 months of birth 
• Infants with a positive virologic test result within 12 months of birth 

Data Source: Lab databases, patient records, service outlet log books, HIV-exposed infant registers or 
other auditable source documentation at PEPFAR supported facilities. 

Data Collection 
Frequency: 

Data should be collected continuously at the facility level and aggregated in time for 
PEPFAR reporting cycles. Data should be reviewed regularly for the purposes of program 
management, to monitor progress towards achieving targets, and to identify and correct 
any data quality issues. 

Method of Measurement: 
 
A virologic test is a test used for HIV diagnosis in infants up to 18 months of age. The most commonly used form of 
virologic testing is HIV DNA PCR on dried blood spots (DBS). Tests used for clinical monitoring of children on ART, 
such as viral load quantification, should not be included here.   
 
Infants tested should be counted once, even if they have had more than one virologic test done during the reporting 
period. 
 
Explanation of Numerator:  
 
The numerator is calculated from PEPFAR-supported lab databases or program records. Only infants who have 
received a virologic test by 12 months of birth should be counted and reported.  
 
The numerator is calculated as follows: 

• The number of infants who received a virologic test within 12 months of birth 
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The numerator is disaggregated as follows:  
• The number of infants who received a test within 2 months of birth 
• The number of infants who received a virologic test for the first time between 2 and 12 months of age  
• The number of infants with a positive virologic test result within 12 months of birth 

 
Explanation of Denominator: 
 
Number of HIV-positive pregnant women identified during the reporting period (include known HIV-positive at 
entry). This number serves as a proxy for the number of infants born to HIV-positive women. This denominator 
calculates a coverage estimate of PEPFAR contribution to early infant diagnosis in PEPFAR-supported countries. If a 
national level coverage is desired, then the national estimate of HIV-positive pregnant women should be used as the 
denominator.   
 
By using the number of the HIV-positive pregnant women identified in the reporting period as the denominator, 
this indicator is harmonized and comparable with the PEPFAR PMTCT ARVs/ART indicator. This is a facility-based 
denominator and not representative of the population.   
 
Interpretation: 
 
WHO recommends that national programs establish the capacity to conduct early virologic testing for HIV exposed 
infants at 4-6 weeks, or as soon as possible thereafter, to guide clinical decision-making at the earliest possible 
stage.  
 
Disaggregating this data by age provides a way for programs to track progress towards earlier testing of HIV-
exposed infants and therefore earlier identification of HIV-infected infants who should then be initiated on 
treatment as soon as possible. 
 
This indicator allows countries to monitor progress in reaching HIV-exposed infants with early infant testing as a 
critical service that enables early identification of positive infants and reinforces the importance of exclusive 
breastfeeding and maternal ARVs during the breastfeeding period for those with an initial negative result.   
 
Since many countries do not have a unique patient identifier system for testing infants, and infants may receive 
more than one virologic test according to national testing algorithms, countries may have difficulty distinguishing 
between an initial virologic test and any subsequent virologic tests the infant receives (e.g., confirmatory virologic 
test in infant with an initial positive virologic result, second virologic test in infant with an initial negative virologic 
result). As a result, the data should be closely reviewed for double counting and efforts to deduplicate for reporting 
purposes should be made. Double counting will overestimate the number of infants receiving a virologic test and in 
some instances, may more accurately reflect the number of virologic tests conducted.   
 
The indicator does not measure the quality of testing or the system in place for testing. A low value of the indicator 
could, however, signal potential bottlenecks in the system, including poor management of HIV testing supply in 
country, poor data collection, and sample transportation issues, etc. 
 
PEPFAR Support:  
 
DSD: Individuals will be counted as receiving direct service delivery support from PEPFAR when BOTH of 
the below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, 
support to improve the quality of services. 
 
TA-SDI: Individuals will be counted as supported through TA-SDI when the point of service delivery 
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receives support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to 
improve the quality of services. 
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key staff and/or essential commodities for routine service 
delivery. For infants receiving PMTCT/HEI services, this includes procurement of critical commodities such 
as test kits, lab commodities, or ARVs, or funding for salaries of HCW. Staff who are responsible for the 
completeness and quality of routine patient records (paper or electronic) can be counted here; however, 
staff who exclusively fulfill MOH and donor reporting requirements cannot be counted. 

 
AND/OR 
 

2. PEPFAR provides an established presence at and/or routinized, frequent (at least quarterly) support to 
those services at the point of service delivery. For PMTCT/HEI services, this ongoing support for service 
delivery improvement can include: training of PMTCT service providers, clinical mentoring and supportive 
supervision of PMTCT service sites, infrastructure/renovation of facilities, support of PMTCT service data 
collection, reporting, data quality, QI/QA of PMTCT services support, ARV consumption forecasting and 
supply management, support of lab clinical monitoring of patients, supporting patient follow-up/retention, 
support of mother mentoring programs. 

 
Additional References: 
 
• HIV-P15. The Global Fund to Fight AIDS, Tuberculosis and Malaria Monitoring and Evaluation Toolkit 4th 

Edition. November 2011. (http://www.theglobalfund.org/en/me/documents/toolkit/) 
• 3.2. Global AIDS Progress Reporting 2013: Construction of Core indicators for monitoring the 2011 UN Political 

Declaration on HIV/AIDS 
(http://www.unaids.org/en/media/unaids/contentassets/documents/document/2013/GARPR_2013_guidelin
es_en.pdf) 

• Refer to the PMTCT/Peds Treatment TWG with further inquiries. 
 

 

  

http://www.theglobalfund.org/en/me/documents/toolkit/
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2013/GARPR_2013_guidelines_en.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2013/GARPR_2013_guidelines_en.pdf
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Prevention Services March 2015 
 

Prevention of Mother to Child Transmission (PMTCT)/Pediatrics 
Indicator code: 
PMTCT_FO 1 Final outcomes among HIV exposed infants registered in the birth cohort   

Purpose:  In settings where national guidelines support breastfeeding of HIV-exposed infants, antibody testing of 
all HIV-exposed children at 18 months of age and/or 6 weeks after cessation of breastfeeding is recommended to 
determine final HIV status (‘final outcome’/FO) of HIV-exposed children. To accomplish this goal, many countries 
have implemented HIV-exposed infant service delivery models that identify infants at birth or at the first infant 
follow-up visit and track them through the end of the breastfeeding period. In settings where national guidelines 
recommend HIV-antibody testing at 18 months of life, this indicator measures progress toward ensuring that all 
infants born to HIV-positive women have an outcome documented. In settings where it is common practice for HIV-
infected women to breastfeed beyond 18 months, a different time point (eg, 24 months or later) could be 
considered. 
NGI Mapping:   N/A – this is a new indicator 
PEPFAR Support 
Target/Result 
Type:  

Both Direct Service Delivery (DSD) and Technical Assistance-Service Delivery Improvement 
(TA-SDI) targets and results should be reported to HQ 

Numerator: 1 Number of HIV-exposed infants with a documented outcome by 18 months of age 
(collection of 18 month outcomes is recommended at 24 months of age) 

Denominator: 1 Number of HIV-exposed infants registered in the birth cohort at any time between 0 
and 18 months of age (including transfers-ins) 

Disaggregation(s): 

1 

Disaggregation by Outcome Type:  
 
Required disaggregation of the numerator by the following mutually exclusive 
categories.  Every infant in a given cohort should be assigned one outcome only.  
For example, if an infant is identified HIV-infected at 18 months and subsequently dies, 
the infant would still be classified as HIV-infected for purposes of reporting HIV-
exposed infant outcomes.   

• HIV-infected = Number of HIV-exposed infants identified as HIV-infected at 
any point during follow-up2.  
Sub-disaggregation by   

o HIV-infected linked to ART = Number of HIV-infected infants and 
children linked to ART services by documentation of ART ID number in 
HIV-exposed infant register or file 

o HIV-infected not linked to ART = Number of HIV-infected infants and 
children not linked to ART services (no documentation of ART ID 
number) 

• HIV-uninfected = Number of HIV-exposed infants with a negative 18 month 
antibody test documented3  
Sub-disaggregation by   

o HIV-uninfected not breastfeeding =  Number of HIV-exposed infants 
with a negative 18 month visit antibody test documented who are not 

                                                           
2 HIV-infected includes infants and children with diagnostic virologic or serologic confirmation of HIV-infection 
(DNA PCR before 18 months; rapid test at 18 months) and those with a presumptive HIV diagnosis where DNA PCR 
is not available 
3 Based on national guidelines, countries should determine if “HIV-uninfected” includes infants with a documented 
negative antibody test that was done at least 6 weeks after cessation of breastfeeding but before 18 months of age.  
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breastfeeding  
o HIV-uninfected still breastfeeding = Number of HIV-exposed infants 

with a negative 18 month visit antibody test documented who are still 
breastfeeding4 

o HIV-uninfected breastfeeding status unknown = Number of HIV-
exposed infants with a negative 18 month visit antibody test 
documented whose breastfeeding status is not documented 

• In care but no test done = Number of HIV-exposed infants who attended 18 
month visit but no antibody test result is documented (unknown FO) 

• Lost to follow-up = Number of HIV-exposed infants who did not attend the 18 
month visit (unknown FO) 

• Died = Number of HIV-exposed infants who are documented to have died 
without confirmation of HIV-infection between 0 and 18 months5(unknown 
FO) 

• Transferred out (unknown FO) = Number of HIV-exposed infants who 
transferred out between 0 and 18 months without confirmation of HIV-
infection (unknown FO) 

 
Data Source: Longitudinal HIV-exposed infant register or facility based HIV-exposed infant cards/charts.  

If available, electronic patient level databases that include HIV-exposed infants can also be 
utilized.   

Data Collection 
Frequency: 

Data should be collected continuously at the facility level and aggregated at least monthly at 
the facility level.  Above the facility level, data should be collected and aggregated in time 
for PEPFAR reporting cycles and is recommended to be reported upward alongside other 
routine monthly reports for national reporting. Data should be reviewed regularly for the 
purposes of program management, to monitor progress towards achieving targets, and to 
identify and correct any data quality issues. 

Method of Measurement:  
 
To report on this indicator PEPFAR supported sites would ideally use registers or facility held cards for HIV 
exposed infants that collect longitudinal information on follow-up and are organized by birth month of infants.  This 
methodology is referred to as birth cohort reporting.  
 
Two examples of birth cohort reporting:   
 

1. In Kenya, this indicator was first piloted by CDC Kenya and the Ministry of Health in Western Kenya and is 
currently being integrated into the national HIV summary reporting tool (MOH 731). Data from the facility 
HIV exposed infant longitudinal follow-up register, which organizes infants by birth-month cohorts, are 
aggregated into a report summarizing outcomes for infants reaching 24 months of age during each month.  
 

2. In Malawi, clinic staff complete monthly follow up reporting forms as part of the national quarterly 
supervision visits using data collected directly from HIV-exposed infant cards which are kept in a binder 
that is organized by birth month (no HIV exposed register is used).    

 
Both approaches allow a paper-based health facility records to quickly identify the number of HIV-exposed infants 

                                                           
4 Infants who are HIV-negative and still breastfeeding at 18 months should continue follow-up and be tested by 
antibody again 6 weeks after cessation of breastfeeding. 
5 HIV-exposed infants who are HIV infected and later confirmed to have died or transferred out during follow-up are 
still counted under HIV infected and not died or transferred out. 
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registered in the birth cohort at any time between 0 and 18 months of age (denominator).     
 
It is recommended to collect the 18 month outcomes at 24 months for the following reasons: 1) this allows for 
children who present several months late to their 18 month visit to be included in the numerator and 2) cohort 
reporting is easiest when monthly reporting by facilities is used and where the birth month and the reporting 
month are the same calendar month (i.e., for infants born in January 2012, their 24 month reporting month would 
be January 2014, rather than using the 18 month reporting month of July 2013). It is recommended that facilities 
assess outcomes for respective cohorts reaching 24 months on a monthly basis and submit reports upward 
alongside other routine monthly reports.  
 
Explanation of Numerator:  
By design, the aggregate numerator should equal the program denominator value at a site level. This allows for 
facilities to check that all HIV-exposed infants have an outcome assigned to them during the reporting process. Data 
utilization requires reviewing the disaggregated data to understand the specific outcomes of interest. (see 
interpretation below) 

 
In settings where HIV-exposed infant registers do not allow for documentation of all disaggregated outcomes, 
country teams should report only on available disaggregates (i.e., HIV-infected linked to ART, HIV-infected not 
linked to ART, and HIV-uninfected unknown breastfeeding status) even if the aggregate indicator is less than 100%. 

 
Explanation of Denominator: 
 
The denominator includes those “Transferred In” and those “Transferred Out”. As described above, the inclusion of 
Transfers-In/Out provides a quality check to ensure that all exposed infants have an outcome assigned to them 
during the reporting process such that the sum of the numerator disaggregation equals the denominator. However 
when interpreting this indicator across multiple sites (at a district or national level) it is necessary to exclude 
“Transferred Out” from the denominator to avoid double counting outcomes for HIV-exposed infants who transfer 
between sites.   
 
Interpretation:    
 
In reporting an infant’s final HIV test after cessation of breastfeeding, the indicator can provide information on the 
quality of services for HIV-exposed infants, the coverage of testing for infant diagnosis, and the progress of the 
PMTCT services toward elimination of MTCT of HIV.   
 
When interpreting final outcomes, both the program denominator described above or an estimated denominator 
should be used to review performance. The program denominator is useful in assessing quality of services for those 
infants registered at the site and the estimated denominator is a better measure of overall program performance as 
it estimates coverage for all exposed infants, including those who were not tracked in the birth cohort. 
 
Sub-analysis based on outcome data: Based on the above outcomes, three additional indicators can be assessed 
using the following data points.   
 

Indicator Numerator Denominator  
Percentage of HIV-exposed infants who 
have a final HIV status by 18 month visit 
(Final HIV status)   
 

HIV-infected plus HIV-
uninfected not 
breastfeeding 

Program (exclude transfer outs) 
or Estimated (use known or 
expected HIV+ pregnant women 
as the estimated denominator)  
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Percentage of identified HIV-exposed 
infants who are alive and HIV-uninfected 
at 18 month visit (HIV-free survival)  
 

HIV-uninfected (sum of 
the three HIV-uninfected 
disaggregates)  

Program (exclude transfer outs) 
or Estimated (use known HIV+ 
pregnant women as the 
estimated denominator) 

Percentage of identified HIV-infected 
infants who are linked to ART services 
(Linkage to ART)  

HIV-infected linked to 
ART 

HIV-infected  

 
Additional Considerations: If national tools/registers are revised, programs should consider other data elements 
that could be collected using similar birth cohort methodology. Examples of additional indicators include: coverage 
of DNA PCR testing at 6-8 weeks of age, coverage and positivity of rapid testing at 9 months of age, percentage of 
mothers “alive and on” ART in Option B/B+ settings, and/or cotrimoxazole retention for HIV-exposed infants. Even 
with additional indicators, it is recommended to limit the summarization of cohort data to only 2 time points in 
paper based systems (i.e., 1 year and 2 years of life).  
 
PEPFAR Support:  
 
DSD: Individuals will be counted as receiving direct service delivery support from PEPFAR when BOTH of 
the below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, 
support to improve the quality of services. 
 
TA-SDI: Individuals will be counted as supported through TA-SDI when the point of service delivery 
receives support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to 
improve the quality of services. 
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key staff and/or essential commodities for routine service 
delivery. For PMTCT/HEI services, this can include ongoing procurement of critical commodities such as 
test kits, lab commodities, or ARVs, or funding for salaries of HCW. Staff who are responsible for the 
completeness and quality of routine patient records (paper or electronic) can be counted here; however, 
staff who exclusively fulfill MOH and donor reporting requirements cannot be counted. 
 

AND/OR 
 

2. PEPFAR provides an established presence at and/or routinized, frequent (at least quarterly) support to 
those services at the point of service delivery. For PMTCT/HEI services, this ongoing support for service 
delivery improvement can include: training of PMTCT service providers, clinical mentoring and supportive 
supervision of staff at PMTCT sites, infrastructure/renovation of facilities, support of PMTCT/HEI service 
data collection, reporting, data quality, QI/QA of PMTCT services support, ARV consumption forecasting 
and supply management, support of lab clinical monitoring of patients, supporting patient follow 
up/retention, support of mother mentoring programs. 

 
Additional References: 
• IATT Monitoring & Evaluation Framework for Antiretroviral Treatment for Pregnant and Breastfeeding Women 

Living with HIV and Their Infants (Expected publication November 2014) 
• World Health Organization Consolidated Strategic Information Guide (Expected publication December 2014)  
• Three interlinked patient monitoring systems for HIV care/ART, MCH/PMTCT World Health Organization 

(Expected revision in 2015)  
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Prevention Services March 2015 
 

Voluntary Medical Male Circumcision (VMMC)  
Indicator code: 
VMMC_CIRC 1 Number of males circumcised as part of the voluntary medical male circumcision 

(VMMC) for HIV prevention program within the reporting period 
Purpose: 
 
The total number of males circumcised indicates a change in the supply of and/or demand for VMMC services. 
Additionally, disaggregations are required and are used to evaluate whether prioritized services have been 
successful at reaching the intended population (by age, HIV status, and circumcision technique), targets have been 
achieved, and whether modeling inputs should be adjusted. An additional level of disaggregation below the 
circumcision technique level is required for follow-up status, since post-operative clinical assessments are part of 
good clinical care and low follow-up rates may indicate a problem in program quality. The follow-up disaggregation 
of surgical circumcision also provides denominators for AE rates for indicator “VMMC_AE”. 
 
NGI Mapping:   P5.1.D continuing, same indicator with modified disaggregations; no impact on trend 

analysis 
PEPFAR Support 
Target/Result 
Type:  

Both Direct Service Delivery (DSD) and Technical Assistance-Service Delivery Improvement 
(TA-SDI) targets and results should be reported to HQ 

Numerator: 1 Number of males provided with voluntary medical male circumcision.   
Denominator: N/A 
Disaggregation(s): 1 Age: <1, 1-9, 10-14, 15-19, 20-24, 25-29, 30-49, 50+ 

1 

HIV Status: 
• Number of HIV positive clients (tested HIV positive at VMMC site) 
• Number of HIV negative clients (tested HIV negative at VMMC site) 
• Number of clients with unknown HIV status/not tested for HIV on 

site/indeterminate6 HIV status/undocumented HIV status 

1 

Technique: 
• Number circumcised by device-based technique (Gomco, Mogen Clamp, PrePex, 

or other WHO-recognized or prequalified medical device for VMMC) 
•  Number circumcised by surgical technique (forceps guided, dorsal slit, sleeve 

resection) 

1 

Follow-up Status:  
• Number of surgically circumcised clients who returned at least once for follow-

up care within 14 days of their circumcision surgery 
• Number of surgically circumcised clients who did NOT return for follow-up care 

within 14 days of their circumcision surgery 
Data Source: VMMC Register, or client medical records maintained by each program/site/service 

provider 

                                                           
6 HIV-indeterminate status is defined as the HIV status of an individual in whom the results did not lead to definitive 
diagnosis, meaning that no clear HIV status (either HIV positive or HIV negative) was assigned (Delivering HIV Test 
results and Messages for Re-testing and Counselling in Adults. WHO, 2010). 
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Data Collection 
Frequency: 

Data should be collected continuously at the program/site level as part of service delivery 
and aggregated in time for PEPFAR reporting cycles. Data should be reviewed regularly for 
the purposes of program management, to monitor progress towards achieving targets, and 
to identify and correct any data quality issues. 

Method of Measurement:  
 
The sum of clients documented as having received VMMC within the reporting period in VMMC Registries or clients’ 
medical records maintained by programs. 
 
Explanation: Males who are provided with circumcision as part of the VMMC for HIV prevention program and in 
accordance with the WHO/UNAIDS/Jhpiego Manual for Male Circumcision Under Local Anesthesia1, or other WHO 
normative guidance (in the case of device-based VMMC), and per national standards by funded programs/sites in 
the reporting period meet the definition for the numerator. Males who are provided with circumcision using a 
medical device by funded programs/sites in the reporting period also meet the definition for the numerator as long 
as the device used is recognized or pre-qualified by WHO.   
 
PEPFAR does not provide funding to perform male circumcision under general anesthesia or sedation, and cases of 
MC under general anesthesia/sedation should not be counted in the indicator. Adolescents (10 years of age and 
older) and newborns (under 60 days of age) may receive PEPFAR-funded VMMC as long as the procedure is 
performed using local anesthesia and in accordance with the WHO/UNAIDS/Jhpiego Manual for Male Circumcision 
Under Local Anesthesia or other normative guidance from WHO (in the case of device-based VMMC). For more 
detailed information on anesthesia for VMMC, reference the PEPFAR VMMC Technical Considerations. 
 
Programs should focus on compiling data for the numerator from MC Registers or client medical records 
maintained by funded programs/sites. For more detailed information on the VMMC minimum package of HIV 
prevention services, refer to the PEPFAR VMMC Technical Considerations. 
 
Implications for data collection systems 
Implications of the indicator changes on data collection systems are anticipated to be minimal but may require 
minor updates to forms, registers, and data collection tools. The required disaggregation for follow-up status 
necessitates a system for documenting and reporting of client-level follow-up, which may be challenging. Existing 
VMMC registers may already be recording all requisite client-level data, but programs should confirm that these 
tools accurately reflect the new disaggregation requirements and revise/update registers as needed. Note that 
“circumcision technique” should now be tracked at the client level if multiple techniques are supported by the same 
implementing partner.  
 
Explanation of Numerator:  
 
Numerator is the number of males provided with voluntary medical male circumcision. This number is comprised 
of those circumcised within the reporting period and disaggregated by age (required), HIV status (required), and 
circumcision technique (required). An additional level of disaggregation below the circumcision technique level is 
required for follow-up status. 
 
Explanation of Denominator: 
N/A  
 
Interpretation: 
 
Three randomized controlled clinical trials in sub-Saharan Africa demonstrated a 60% reduction in risk of female-
to-male HIV transmission among men randomized to receive circumcision (compared to uncircumcised controls). 
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This evidence is supported by long-standing ecologic and observational data.  Elective medical male circumcision 
confers a partially protective effect against HIV acquisition for HIV-negative men at risk for acquiring HIV from HIV-
positive female sexual partners, and may be particularly beneficial in populations where HIV prevalence is high and 
male circumcision prevalence is low. For maximal population impact, uptake of male circumcision should be as high 
and as rapid as safely possible and aligned with national policy.   
 
Programs are required to report on the actual number of males circumcised in accordance with the 
WHO/UNAIDS/Jhpiego Manual for Male Circumcision Under Local Anesthesia or other WHO normative guidance (in 
the case of device-based VMMC) so that the overall uptake and delivery of the PEPFAR-funded VMMC for HIV 
prevention services in the country can be monitored, outcomes evaluated, and impact of male circumcision on HIV 
incidence at a population level can be modeled. Comparing current and previous values of this indicator may reflect 
newly implemented service delivery or changes in volume of supply and/or demand. When the number of male 
circumcisions is disaggregated by age and HIV status, it will be possible to adjust inputs used in models to 
determine impact of male circumcision programs on HIV incidence. Disaggregation by age may be particularly 
helpful in determining whether age-specific communication strategies are working to create demand in particular 
age groups. Disaggregation by clinical technique may be helpful to gauge the uptake and acceptability of device-
based VMMC. An additional level of disaggregation below the circumcision technique level is required for follow-up 
status, since post-operative clinical assessments are part of good clinical care and low follow-up rates may indicate 
a problem in program quality. The follow-up disaggregation of surgical circumcision also provides denominators 
for AE rates using numerators from indicator “VMMC_AE”. Non-PEPFAR funded providers also performing MCs 
within the reporting period are not included in this indicator, and any broader evaluations of population-level 
uptake will need to be interpreted accordingly. 
 
Services are provided as part of a minimum package of MC for HIV prevention services per national standards and 
in accordance with the WHO/UNAIDS/Jhpiego Manual for Male Circumcision Under Local Anesthesia or other WHO 
normative guidance (in the case of device-based VMMC). 
 
PEPFAR Support:  
 
DSD: Individuals will be counted as receiving direct service delivery support from PEPFAR when BOTH of 
the below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, 
support to improve the quality of services. 
 
TA-SDI: Individuals will be counted as supported through TA-SDI when the point of service delivery 
receives support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to 
improve the quality of services. 
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key staff and/or essential commodities for routine service 
delivery. For males receiving VMMC, this can include procurement of critical commodities such as medical 
instruments, supplies, or medicines needed for the VMMC procedure, or funding for salaries for HCW who 
deliver VMMC services. Staff who are responsible for the completeness and quality of routine patient 
records (paper or electronic) can be counted here; however, staff who exclusively fulfill MOH and donor 
reporting requirements cannot be counted.  

 
AND/OR 
 

2. PEPFAR provides an established presence at and/or routinized, frequent (at least quarterly) support for 
those services at the point of service delivery. For VMMC services, this ongoing support for service delivery 
improvement can include: training of VMMC service providers; clinical mentoring and supportive 
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supervision of HCW at VMMC sites; infrastructure/facility renovation; support of VMMC service-related 
data collection, reporting, data quality assessments (DQA); CQI/EQA of VMMC services at point of service 
delivery; or commodities consumption forecasting and supply chain management support. 
 

Additional References: 
 
• A Guide to Indicators for Male Circumcision Programmes in the Formal Health Care System. WHO and UNAIDS. 

December 2009. (http://whqlibdoc.who.int/publications/2009/9789241598262_eng.pdf)  
• Manual for Male Circumcision Under Local Anesthesia. WHO/UNAIDS/Jhpiego. December 2009. 

(http://www.who.int/hiv/pub/malecircumcision/who_mc_local_anaesthesia.pdf)  
 

 

 

 

 

 

 

 

 

  

http://whqlibdoc.who.int/publications/2009/9789241598262_eng.pdf
http://www.who.int/hiv/pub/malecircumcision/who_mc_local_anaesthesia.pdf
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Prevention Services March 2015 
 

Voluntary Medical Male Circumcision (VMMC) 
Indicator code: 
VMMC_AE 1 Number of males circumcised surgically or by medical device that experienced at least 

one moderate or severe adverse event(s) (AEs) 
Purpose: 
 
VMMC is not without risk, and the performance of safe VMMC services depends in part upon the skill and quality of 
the surgery or medical procedure, effectiveness of post-procedure instructions, willingness or ability of the client to 
follow post-procedure instructions, clinical suitability of the VMMC candidate, immune status of the client if HIV-
positive, and the judgment of the healthcare personnel assessing AEs.  Adverse events must be monitored to ensure 
the provision of safe, quality MC services, and in turn engender trust in communities and foster high demand for 
VMMC services.  
 
Programs are required to report the number of VMMC clients experiencing one or more moderate or severe 
adverse events to allow for monitoring of safe, quality service provision and to allow for calculation of AE rates at 
the PEPFAR country and HQ levels. Frequency of AEs, by severity levels, above ‘an acceptable level’ is an indication 
of the need for investigation into causes and possible interventions. Sites receiving clients circumcised at a different 
site that are diagnosed with moderate and/or severe AEs should report the diagnosis back to the specific site that 
performed the male circumcision procedure so that the original site counts the client’s AE as part of total number of 
AEs reported under this indicator. 
 
PEPFAR AE classification definitions are designed with the expectation that sites providing postoperative review 
are equipped to provide care at the moderate AE level (pressure dressings, sutures, etc.) – that is, the same level of 
care required to perform routine surgical MC. However, as VMMC programs expand into more remote areas where 
health care facilities have limited capacity, increasing numbers of men are presenting with AEs to facilities unable 
to provide care for mild and moderate AEs. Transfers necessitated by this situation should not automatically 
result in a “severe” classification: severity should instead be determined based on the AE’s clinical characteristics 
and level of intervention required as recommended in the COSECSA-approved adverse events guide. Similarly, 
hospital admissions necessitated only by distance or social considerations – i.e., no interventions or level of 
observation requiring admission are provided - should not result in an automatic ‘severe’ classification. This 
guidance applies to device-based MCs as well: if a client presenting with an otherwise moderate AE is transferred 
because the site to which he presented cannot provide appropriate care (e.g., suture materials are not stocked or 
staff are not trained in suturing), the transfer itself does not constitute a severe AE criterion. Surgical intervention 
for device AEs, including circumcision, remains a criterion for severe AE.  
 
Data collected by this indicator is essential for VMMC programs to monitor patient service delivery, and track 
safety, program progress, and patient outcomes. Sites are able to make improvements in clinical service delivery 
based on number and type of AEs reported and due to inclusion of device-related AEs.  
    
NGI Mapping:   P5.2.D continuing, same indicator with modified disaggregations; no impact on trend 

analysis at the numerator level 
PEPFAR Support 
Target/Result 
Type:  

Both Direct Service Delivery (DSD) and Technical Assistance-Service Delivery Improvement 
(TA-SDI) targets and results should be reported to HQ 

Numerator: 

1 

Number of VMMC clients (circumcised surgically or by medical device) that 
experienced (reported back to the respective circumcising program) one or more 
surgical intra-operative, surgical post-operative, and/or medical device-related 
moderate or severe AE(s) during the reporting period, according to the date of surgery 
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or device placement.   
Denominator: N/A 
Disaggregation(s): 

1 

• AE Type: Number of VMMC clients with one or more moderate or severe surgical 
intra-operative AE(s) 

- Sub-disaggregation Surgical intra-operative AE(s) BY MAXIMUM 
SEVERITY CATEGORY: 

• Number of clients with one or more moderate surgical intra-operative 
AE(s), but no severe surgical intra-operative AE(s) 

• Number of clients with one or more severe surgical intra-operative AE(s) 

1 

• AE Type: Number of VMMC clients with one or more moderate or severe surgical 
post-operative AE(s) 

- Sub-disaggregation Surgical post-operative AE(s) BY MAXIMUM 
SEVERITY CATEGORY: 

• Number of clients with one or more moderate surgical post-operative 
AE(s), but no severe surgical post-operative AE(s) 

• Number of clients with one or more severe surgical intra-operative AE(s) 

1 

• AE Type: Number of VMMC clients with one or more moderate or severe medical 
device-related AE(s)  

- Sub-disaggregation Medical device-based AE(s) BY MAXIMUM 
SEVERITY CATEGORY: 

• Number of clients with one or more moderate medical device-related 
AE(s), but no severe medical device-related AE(s) 

• Number of clients with one or more severe medical device-related AE(s) 

Data Source: VMMC Register, Adverse Event Register, or client medical records maintained by each 
service provider 

Data Collection 
Frequency: 

Data should be collected continuously at the program/site level as part of service delivery. 
Data should be aggregated in time for PEPFAR reporting cycles. Data should be reviewed 
regularly for the purposes of program management, to monitor progress towards achieving 
targets, and to identify and correct any data quality issues. 

Method of Measurement: 
 
Surgical VMMC Intra-operative AE(s)  
Sum of clients circumcised surgically experiencing moderate and severe intra-operative AEs documented in 
Adverse Event Monitoring Logs or client medical records maintained by programs. 
 
Explanation: Clients who have documentation in the facility record that they were circumcised surgically and 
experienced one or more moderate or severe AEs during or immediately following MC surgery (but prior to 
discharge) meet the definition for the numerator. Adverse events must be documented in a client’s clinic record or 
registry by the facility that performed the surgery. For reporting purposes, AEs include MC cases involving an 
occupational exposure to blood/body fluids.7   
 
The following guidance for distinguishing between moderate and severe surgical intra-operative AEs is offered. 
Reporting of moderate and severe AEs is all that is required. AEs of seriousness less than moderate should not be 

                                                           
7 Occupational exposure to blood/body fluids (splash, sharps injuries) are based upon guidelines set forth in the 
WHO/ILO Post-exposure Prophylaxis to Prevent HIV Infection 
(http://www.who.int/hiv/pub/guidelines/PEP/en/index.html) 

http://www.who.int/hiv/pub/guidelines/PEP/en/index.html
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reported. Clinical staff must routinely assess and record the presence of moderate or severe AEs throughout the MC 
surgical process.8   
 
ANESTHESIA REACTION: 

• Moderate: Reaction to anesthetic including lightheadedness, nervousness, dizziness that resolves 
spontaneously and not requiring use of medicines or equipment from the emergency cart/kit/list of 
emergency commodities at MC site and no transfer to another facility or admission to hospital (localized 
itching at the injection site would not qualify as a moderate AE). 

• Severe: Symptoms of severe allergic reaction to local anesthetic including rash, urticaria, angioedema and 
shortness of breath, or symptoms of overdosage of local anesthetic including lightheadedness, nervousness, 
confusion, dizziness, drowsiness, ringing of ears, blurred or double vision, sensations of heat, cold or 
numbness, twitching, tremors, convulsions, unconsciousness, respiratory depression, bradycardia, 
hypotension requiring use of medicines or equipment from the emergency cart/kit/list of emergency 
commodities or hospitalization to manage the reaction.  

 
BLEEDING: 

• Moderate: Intra-operative bleeding that requires a pressure dressing to control (Intra-operative bleeding 
that is easily controlled would not qualify as a moderate AE). 

• Severe: Intra-operative bleeding requiring blood transfusion, transfer to another facility, or hospitalization. 
 
PAIN (INTRA-OPERATIVE): 

• Moderate: Pain not responsive to additional local anesthesia, surgery should be terminated and evaluation 
for cause of pain should be undertaken. If no underlying condition causing pain, client should be referred to 
a facility that can support VMMC under sedation or general anesthesia, which PEPFAR funded facilities do 
not support.  

 
INJURY TO GLANS OR SHAFT/DAMAGE TO PENIS 

• Moderate: Abrasion of the glans or shaft requiring pressure dressing, but surgical repair is not required.  
• Severe: Injury that requires additional surgical intervention to stop bleeding or to repair, including 

additional surgical intervention at the time of the initial surgery. Severing of the glans or shaft is also 
considered a severe AE. 

 
EXCESS SKIN REMOVAL:  

• Moderate: Tightening of the skin is discernible but re-operation not required  
• Severe: Requires re-operation or referral/transfer to another facility 

 
OCCUPATIONAL EXPOSURE: 

• Moderate: All occupational exposures are moderate (none are mild or severe) 
 
 
Surgical VMMC Post-operative AE(s) 
Sum of clients circumcised surgically experiencing moderate and severe AEs documented in Adverse Event 
Monitoring Logs or client medical records maintained by programs. 
 
Explanation: Clients who have documentation in the facility record that they were circumcised surgically and 
experienced one or more moderate or severe AEs (AEs would necessarily have to be reported back to the 
respective circumcising program) during or following MC surgery meet the definition for the numerator. It is the 

                                                           
8 Programs may also find it helpful to reference the Adverse Event Action Guide for VMMC by Surgery developed by 
the College of Surgeons of East, Central and Southern Africa (COSECSA) and Population Services International (PSI). 

http://www.rxlist.com/script/main/art.asp?articlekey=6114
http://www.rxlist.com/script/main/art.asp?articlekey=6114
http://www.rxlist.com/script/main/art.asp?articlekey=97583
http://www.rxlist.com/script/main/art.asp?articlekey=2515
http://www.rxlist.com/script/main/art.asp?articlekey=3864
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date of surgery, not the date of AE(s), which must fall within the reporting period. For instance, if the reporting 
period is October 1, 2013, through December 31, 2013, and a client was circumcised December 29, 2013 and had a 
moderate adverse event on January 2, 2014, then this client would meet the definition and be included in the 
numerator (since his surgery was performed within the reporting period, even though his adverse event occurred 
after the reporting period). Adverse events must be documented in a client’s clinic record or registry by the facility 
that performed the surgery. For this reason, it is anticipated that the indicator reporting may reflect fewer adverse 
events than actually occurred (as clients experiencing AE(s) may not return to the facility at all, seek care for AE(s) 
elsewhere, or the facility may fail to document occurrence of the AE(s) in the appropriate record). For reporting 
purposes, AEs include MC cases involving an occupational exposure to blood/body fluids.1   
 
 The following guidance for distinguishing between moderate and severe surgical post-operative AEs is offered. 
Routine reporting of moderate and severe AEs is all that is required. AEs of seriousness less than moderate should 
not be reported.2   
 
ANESTHESIA REACTION (INCLUDED IN POST-OPERATIVE INDICATOR IN CASE A CLIENT RETURNS WITH POST-
OPERATIVE COMPLICATIONS AND REQUIRES THE USE OF LOCAL ANESTHESIA AS PART OF CLINICAL 
MANAGEMENT): 

• Moderate:  Reaction to anesthetic including lightheadedness, nervousness, dizziness that resolves 
spontaneously and not requiring use of medicines or equipment from the emergency cart/kit/list of 
emergency commodities at MC site and no transfer to another facility or admission to hospital (localized 
itching at the injection site would not qualify as a moderate AE). 

• Severe: Symptoms of severe allergic reaction to local anesthetic including rash, urticaria, angioedema and 
shortness of breath, or symptoms of over dosage of local anesthetic including lightheadedness, nervousness, 
confusion, dizziness, drowsiness, ringing of ears, blurred or double vision, sensations of heat, cold or 
numbness, twitching, tremors, convulsions, unconsciousness, respiratory depression, bradycardia, 
hypotension requiring use of medicines or equipment from the emergency cart/kit/list of emergency 
commodities or hospitalization to manage the reaction.  

 
BLEEDING: 

• Moderate:  Post-operative bleeding that requires a special return to the clinic for a pressure dressing or 
additional skin sutures without surgical re-exploration of the wound. (post-operative spotting of the 
bandage with blood would not qualify as a moderate AE). 

• Severe: Post-operative bleeding that requires surgical re-exploration, hospitalization, or transfer to another 
facility. 

 
INFECTION: 

• Moderate: Discharge from the wound, painful swelling with erythema (Erythema around the incision line, 
by itself, would not be serious enough to qualify as a moderate AE) or elevated temperature. A moderate 
infection as described would typically necessitate the use of oral but not IV/IM antibiotics. 

• Severe:  Cellulitis or abscess of the wound, or infection severe enough to require surgical intervention, 
hospitalization or intravenous or intramuscular antibiotic therapy.  

 
PAIN (POST-OPERATIVE): 

• Moderate:  Pain serious enough to result in disability (as evidenced by inability to work or perform 
activities of daily living) lasting for at least 1 day after surgery. 

• Severe:  Pain serious enough to result in disability (as evidenced by inability to work or perform activities of 
daily living) lasting 2 or more days after surgery.   

 
WOUND DISRUPTION: 

• Moderate:  Wound disruption that is extensive enough to require suturing or other clinical intervention (but 

http://www.rxlist.com/script/main/art.asp?articlekey=6114
http://www.rxlist.com/script/main/art.asp?articlekey=6114
http://www.rxlist.com/script/main/art.asp?articlekey=97583
http://www.rxlist.com/script/main/art.asp?articlekey=2515
http://www.rxlist.com/script/main/art.asp?articlekey=3864


35 
 

not surgery).   
• Severe:  Surgical re-exploration is required, or referral/transfer to another facility or hospitalization is 

required.    
 
SEXUAL DYSFUNCTION/UNDESIRABLE SENSORY CHANGES: 

• Moderate:  Post-operative changes that impair or preclude sexual function for between 3 and 6 months 
after the date of surgery that were not present prior to surgery (sexual dysfunction for a shorter period 
would not qualify as a moderate AE)  

• Severe:  Post-operative changes that impair or preclude sexual function for greater than 6 months after the 
date of surgery and were not present prior to surgery 

 
SCARRING/DISFIGUREMENT/POOR COSMETIC RESULT  

• Moderate:  Scarring/disfigurement is discernible but re-operation not required (absence of discernible 
scarring/disfigurement, despite a client’s complaint about the surgical outcome, would not be considered a 
moderate AE). 

• Severe:  Requires re-operation or referral/transfer to another facility 
 
EXCESS SKIN REMOVAL  

• Moderate:  Tightening of the skin is discernible but re-operation not required (absence of discernible 
tightening of skin, despite a client’s complaint about the surgical outcome, would not be considered a 
moderate AE). 

• Severe:  Requires re-operation or referral/transfer to another facility 
 
INSUFFICIENT SKIN REMOVAL 

• Moderate:  Prepuce partially covers glans when flaccid but surgical correction is not necessary 
• Severe:  Prepuce partially covers glans when flaccid and surgical correction is necessary 

 
TORSION 

• Moderate:  Torsion present that causes mild pain or discomfort but does not require surgery to correct.  
(torsion present that does not cause pain or discomfort would not be considered a moderate AE) 

• Severe:  Torsion present and surgery is needed to correct 
 
INJURY TO GLANS OR SHAFT/DAMAGE TO PENIS 

• Moderate:  Abrasion of the glans or shaft requiring pressure dressing, but surgical repair is not required.  
• Severe: Injury that requires additional surgical intervention to stop bleeding or to repair, including 

additional surgical intervention at the time of the initial surgery. Severing of the glans or shaft or damage of 
the urethra is also considered a severe AE. 

 
OCCUPATIONAL EXPOSURE: 

• Moderate:  All occupational exposures are moderate (none are mild or severe) 
 
EXCESS SWELLING OF PENIS/SCROTUM (INCLUDING HEMATOMA)  

• Moderate:  Symptoms /signs that require clinical intervention (not surgery). 
• Severe:  Surgical re-exploration required or symptoms /signs so extraordinary as to cause disability (as 

evidenced by loss of work or cancellation of normal activities) lasting for at least 8 days after surgery 
  
DIFFICULTY URINATING:  

• Moderate:  Partial obstruction requiring a special return to the clinic but not surgical intervention nor 
placement of a catheter (transient difficulty urinating that resolves on its own would not be considered a 
moderate AE). 
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• Severe:  Complete obstruction and/or requires placement of a catheter, referral for treatment or surgery to 
correct.     

 
OTHER:  

• Moderate:  Other adverse events related to the surgery that result in disability (as evidenced by inability to 
work or perform activities of daily living) lasting for at least 4 days after surgery but not more than 7 days. 

• Severe:  Other AE(s) related to the surgery that result in disability (as evidenced by inability to work or 
perform activities of daily living) lasting for at least 8 days after surgery, or result in hospitalization or 
referral/transfer to another facility. 

 
Device-based VMMC AE(s) 
Sum of clients circumcised by a medical device (had the medical device for circumcision placed) and experiencing 
moderate and/or severe adverse events documented in Adverse Event Monitoring Logs or client medical records 
maintained by programs. 
 
Explanation:  Clients who have documentation in the facility record that they were circumcised by medical device 
(had the medical device for circumcision placed) and experienced one or more moderate or severe AEs (AEs would 
necessarily have to be reported back to the respective circumcising program) during device placement, while 
wearing the device, during device removal, or following device removal meet the definition for the numerator. It is 
the date of device placement, not the date of AE(s), which must fall within the reporting period. For instance, if the 
reporting period is October 1, 2013, through December 31, 2013, and a client had a circumcision device placed on 
December 29, 2013 and had a moderate adverse event on January 2, 2014, then this client would meet the 
definition and be included in the numerator (since he had the device placed within the reporting period, even 
though his adverse event occurred after the reporting period). Adverse events must be documented in a client’s 
clinic record or registry by the facility that performed the device placement. For this reason, it is anticipated that 
the indicator reporting may reflect fewer adverse events than actually occurred (as clients experiencing AE(s) may 
not return to the facility at all, seek care for AE(s) elsewhere, or the facility may fail to document occurrence of the 
AE(s) in the appropriate record). For reporting purposes, AEs include MC cases involving an occupational exposure 
to blood/body fluids.1  
 
The following guidance for distinguishing between moderate and severe device-related AEs is offered. Because 
some clients that have a device placed may require surgical circumcision to clinically manage AEs, the definitions 
provided below encompass those AEs that may occur with surgical circumcision, as well as device-based 
circumcision. If a client has a device placed and subsequently requires surgical circumcision, and there are 
moderate and/or severe AEs during or after the surgical circumcision, those should be captured under the device-
based AE disaggregation and not the surgical post-operative AE disaggregation.      
 
DEVICE DISPLACEMENT: 

• Moderate: Displacement of the device, including intentional movement of device components by the client 
and/or self-removal that does not require surgical intervention to correct, either because the device can be 
removed, repositioned, or replaced with a new device. 

• Severe:  Displacement of the device, including intentional movement of device components by the client 
and/or self-removal, that requires surgical intervention to correct, or requires hospitalization or transfer to 
another facility to clinically manage. 

  
ANESTHESIA REACTION: 

• Moderate:  Reaction to anesthetic including lightheadedness, nervousness, dizziness that resolves 
spontaneously and not requiring use of medicines or equipment from the emergency cart/kit/list of 
emergency commodities at MC site and no transfer to another facility or hospitalization. Allergic reaction 
that is not just localized to the application/injection site, such as generalized hives, flushing, pruritis, and/or 

http://www.rxlist.com/script/main/art.asp?articlekey=6114
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swelling of the lips but no respiratory compromise (allergic reaction, restricted to dermatologic reaction, 
such as localized itching at the injection/application site would not qualify as a moderate AE).   

• Severe: Symptoms of severe allergic reaction to local anesthetic including rash, urticaria, angioedema and 
shortness of breath, or symptoms of overdosage of local anesthetic including lightheadedness, nervousness, 
confusion, dizziness, drowsiness, ringing of ears, blurred or double vision, sensations of heat, cold or 
numbness, twitching, tremors, convulsions, unconsciousness, respiratory depression, bradycardia, 
hypotension requiring use of medicines or equipment from the emergency cart/kit/list of emergency 
commodities or transfer to another facility or hospitalization to manage the reaction.  

 
BLEEDING: 

• Moderate:  For device-based VMMC, bleeding that requires a pressure dressing or skin sutures to control. 
For surgical MC, intra-operative bleeding that requires a pressure dressing to control, or post-operative 
bleeding that requires a special return to the clinic for a pressure dressing or additional skin sutures 
without surgical re/exploration of the wound. (Intra-operative bleeding that is easily controlled or post-
operative/post-procedure spotting of the bandage with blood would not qualify as a moderate AE). 

• Severe: For surgical and device-based VMMC, bleeding that requires blood transfusion, surgical re-
exploration, hospitalization, or transfer to another facility. 

 
INFECTION: 

• Moderate: Discharge from the wound, painful swelling with erythema or elevated temperature. A moderate 
infection as described would typically necessitate the use of oral but not IV/IM antibiotics. (Erythema 
around the incision line, by itself, without obvious swelling, would not be serious enough to qualify as a 
moderate AE) 

• Severe:  Cellulitis or abscess of the wound, or infection severe enough to require surgical intervention, 
hospitalization or intravenous or intramuscular antibiotic therapy.  

 
PAIN: 

• Moderate:  Pain serious enough to result in disability (as evidenced by inability to work or perform 
activities of daily living) that lasting for at least 1 day after MC procedure (after device placement, while 
wearing the device, after device removal, or after surgery). Pain that results in early termination of the 
procedure (device-based or surgical) would also be considered a moderate pain AE. For programs that 
utilize a visual analogue scale (VAS) for rating severity of pain, a VAS score of 5-7 (on a 1-10 scale) qualifies 
as moderate pain (a VAS score of 1-4 would not qualify as moderate pain).  

• Severe:  Pain serious enough to result in disability (as evidenced by inability to work or perform activities of 
daily living) lasting for two or more days after MC procedure (after device placement, while wearing the 
device, after device removal, or after surgery). For programs that utilize a visual analogue scale (VAS) for 
rating severity of pain, a VAS score of 8-10 (on a 1-10 scale) qualifies as severe pain.      

 
WOUND DISRUPTION/DEHISCENCE: 

• Moderate:  For surgical MC, wound disruption that is extensive enough to require suturing or other clinical 
intervention but not surgery. For device-based MC, mucocutaneous gap >1.0 cm, but not exposure of tissue 
deeper tissue. (for device-based MC, a mucocutaneous gap of <1.0 cm not requiring intervention other than 
routine wound care would not qualify as a moderate AE)     

• Severe:  For surgical MC, surgical re-exploration is required, or referral/transfer to another facility or 
hospitalization is required. For device-based MC, wound disruption exposing tissue deeper than 
subcutaneous tissue or requiring surgical intervention such as suturing or debridement.    

 
SEXUAL DYSFUNCTION/UNDESIRABLE SENSORY CHANGES: 

• Moderate:  Post-procedure changes that impair or preclude sexual function for between 3 and 6 months 
after the date of procedure that were not present prior to MC (sexual dysfunction for a shorter period 

http://www.rxlist.com/script/main/art.asp?articlekey=6114
http://www.rxlist.com/script/main/art.asp?articlekey=97583
http://www.rxlist.com/script/main/art.asp?articlekey=2515
http://www.rxlist.com/script/main/art.asp?articlekey=3864
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would not qualify as a moderate AE)  
• Severe:  Post-operative changes that impair or preclude sexual function for greater than 6 months after the 

date of surgery and were not present prior to surgery 
 
SCARRING/DISFIGUREMENT/POOR COSMETIC RESULT: 

• Moderate:  Scarring/disfigurement is discernible but re-operation not required (absence of discernible 
scarring/disfigurement, despite a client’s complaint about the outcome, would not be considered a 
moderate AE). 

• Severe:  Requires re-operation or referral/transfer to another facility 
 
EXCESS SKIN REMOVAL: 

• Moderate:  Tightening of the skin is discernible but re-operation not required (absence of discernible 
tightening of skin or no reported discomfort or deformity during erection, despite a client’s complaint about 
the outcome, would not be considered a moderate AE). 

• Severe:  Requires re-operation or referral/transfer to another facility 
 
DAMAGE TO PENIS/INJURY TO GLANS OR SHAFT  

• Moderate:  Bruise or abrasion of the glans or shaft requiring pressure dressing, but surgical repair is not 
required. (Bruising or abrasion not requiring treatment would not be considered a moderate AE) 

• Severe: Injury that requires additional surgical intervention to stop bleeding or to repair, including 
additional surgical intervention at the time of the initial surgery. Severing of the glans or shaft or injury to 
urethra is also considered a severe AE. 

 
INSUFFICIENT SKIN REMOVAL  

• Moderate:  Prepuce partially covers glans when flaccid but surgical correction is not necessary.  
• Severe:  Prepuce partially covers glans when flaccid and surgical correction is not necessary. 

 
TORSION  

• Moderate:  Torsion present that causes mild pain or discomfort but does not require surgery to correct.  
(torsion present that does not cause pain or discomfort would not be considered a moderate AE).  

• Severe:  Torsion present and surgery is needed to correct. 
 
OCCUPATIONAL EXPOSURE: 

• Moderate:  All occupational exposures are moderate (none are mild or severe) 
 
EXCESS SWELLING/EDEMA OF PENIS/SCROTUM (INCLUDING HEMATOMA): 

• Moderate:  Symptoms /signs that require clinical intervention but not surgery. (Hematoma not requiring 
treatment would not be considered a moderate AE).    

• Severe:  Surgical re-exploration required or symptoms /signs so extraordinary as to cause disability (as 
evidenced by loss of work or cancellation of normal activities) lasting for at least 8 days after surgery, 
device placement, or device removal 

 
DIFFICULTY URINATING:  

• Moderate:  For device-based MC, symptoms that resolve with removal/repositioning of the device or 
dressing. (transient difficulty urinating that resolves on its own would not be considered a moderate AE). 
For surgical MC, partial obstruction requiring a special return to the clinic but not surgical intervention nor 
placement of a catheter.   

• Severe:  Complete obstruction and/or requires placement of a catheter, referral for treatment or surgery to 
correct.     
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LOSS TO FOLLOW-UP: 
• Moderate:  Failure to return to the circumcision site as scheduled for medical device removal within 14 days 

of device placement, and no other information is available (e.g., determination that client had device 
removed at a different VMMC site/by a different health care provider) 

 
OTHER: 

• Moderate:  Other AEs not previously described related to the procedure that result in disability (as 
evidenced by inability to work or perform activities of daily living) lasting for at least 4 days after surgery 
but not more than 7 days. 

• Severe:  Other AE(s) not previously described related to the MC procedure that result in disability (as 
evidenced by inability to work or perform activities of daily living) lasting for at least 8 days after surgery, 
or result in hospitalization or referral/transfer to another facility. 

 
Implications for data collection systems 
Adverse event monitoring logs/registers, health information systems or client medical records maintained by 
programs may need to be modified to allow for data to be reported on device-based AEs. Revisions to existing data 
collection systems may also be needed to facilitate reporting of surgical intra-operative AEs versus surgical post-
operative AEs. If the department within a facility providing follow-up assessments/care maintains separate records 
from the department that provided the VMMC procedure, then the data collection system will need to account for 
services across the different departments and records. 
 
Explanation of Numerator: 
 
Numerator is the number of VMMC clients (circumcised surgically or by medical device) that experienced (reported 
back to the respective circumcising program) one or more surgical intra-operative, surgical post-operative, and/or 
medical device-related moderate or severe AE(s) during the reporting period, according to the date of surgery or 
device placement.   
 
Note that VMMC_AE only requires reporting of an adverse event (AE) number (numerator) and does not require 
reporting of a denominator. Surgical intra-operative, surgical post-operative, and device-related AE rates can be 
calculated using the distinct disaggregations from indicators “VMMC_CIRC” (denominator) and “VMMC_AE” 
(numerator). It is recommended that country teams calculate the VMMC AE rate for each of the indicated types of 
AEs annually in an effort to track VMMC program quality, progress, and patient outcomes.   
 
Explanation of Denominator: 
N/A 
Interpretation: 
 
Programs are required to report the number of VMMC clients experiencing one or more moderate or severe 
adverse events to allow for monitoring of safe, quality service provision and to allow for calculation of AE rates at 
the country and HQ levels. Frequency of AEs, by severity levels, above ‘an acceptable level’ is an indication of the 
need for investigation into causes and possible interventions. Sites providing care for adverse events for clients that 
were circumcised at a different facility/location should report the AE diagnosis(es) back to the facility/location that 
performed the male circumcision procedure so that the original circumcising site counts the client in their number 
of circumcised clients that experienced at least one moderate or severe AE(s), reported under this indicator. A site 
providing care for AEs for a client that the site did not circumcise should document the care provided but should 
not count the client in this indicator.  
 
PEPFAR Support:  
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DSD: Individuals will be counted as receiving direct service delivery support from PEPFAR when BOTH of 
the below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, 
support to improve the quality of services. 
 
TA-SDI: Individuals will be counted as supported through TA-SDI when the point of service delivery 
receives support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to 
improve the quality of services. 
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key staff and/or essential commodities for routine service 
delivery. For males who receive VMMC services, this can include procurement of critical commodities such 
as medical instruments, supplies, or medicines needed for the VMMC procedure, or funding for salaries for 
HCW who deliver VMMC services. Staff who are responsible for the completeness and quality of routine 
patient records (paper or electronic) can be counted here; however, staff who exclusively fulfill MOH and 
donor reporting requirements cannot be counted. 

 
AND/OR 
 

2. PEPFAR provides an established presence at and/or routinized, frequent (at least quarterly) support for 
those services at point of service delivery. For VMMC services, this ongoing support for service delivery 
improvement can include: training of VMMC service providers; supportive supervision of staff; clinical 
mentoring of HCW at VMMC sites*; infrastructure/facility renovation; support of VMMC service-related data 
collection, reporting, data quality assessments (DQA); CQI/EQA of VMMC services at point of service 
delivery; or commodities consumption forecasting and supply chain management support. 

 
Additional References: 
 
There is limited VMMC literature that looks specifically at rates of adverse events (AEs) during or after 
adolescent/adult male circumcision procedures. Health care provider VMMC experience and clinical training as 
well as VMMC client adherence to follow-up visits post-procedure affect patient health outcomes to some extent. 
The majority of scholarly publications and presentations note moderate and severe adverse event rates in the range 
of 1-4%. Three randomized controlled trials (RCTs) of VMMC, in highly regulated research settings, reported the 
following adverse event rates: 3.8% in Orange Farm, South Africa; 3.6% in Rakai, Uganda, and 1.7% in Kisumu, 
Kenya .1, 2,3  
 
A few studies have looked at health care provider training and experience in performing VMMCs, particularly the 
number of VMMCs performed as a contributing factor to increased patient safety and decreased time to perform an 
effective MC surgery. Research has shown that performing 20-100 MCs may be necessary to achieve clinical 
expertise.4 During a VMMC high-volume campaign in Iringa Region, Tanzania, AE rates fell below those of routine 
service delivery (from just under 2% to 1%) during the campaign period. This suggests that providing a high 
volume of VMMC services in a short period of time may increase health care provider efficiency and proficiency.5,6 
In addition, a Kenya study focused on VMMC service provision and AEs found that a circumcision performed by an 
inexperienced provider (who had performed ≤ 20 procedures) was1.84 times more likely to result in an AE than 
procedures performed by more experienced health care providers.7 

An observational, cross-sectional survey to estimate the type and severity of AEs in adult and adolescent male 
VMMC clients in Nyanza Province, Kenya, found a moderate/severe AE rate of 3.3% among clients returning to the 
site for post-operative follow-up (most of these AEs were moderate). Participants in the study who did not return 
for post-operative follow-up received a home-based clinical assessment; the moderate/severe AE rate was over 2 
times higher in clients not returning to the circumcision site for clinical follow-up.8  
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Prevention Services March 2015 
 

Priority Populations HIV Prevention 
Indicator code: 
PP_PREV (formerly 
GPY_PREV) 

1 
Percentage of individuals from priority populations who completed a standardized 
HIV prevention intervention, including the specified minimum components, during the 
reporting period 

Purpose: 
 
Individual and small-group level prevention interventions have been shown to be effective in reducing HIV 
transmission risk behavior, when delivered with fidelity to the intervention design. This indicator shows trends in 
the reach and depth of a standardized HIV prevention intervention that includes the specified minimum 
components. Activities counted under this indicator focus on promoting safer sexual behaviors and uptake of 
services.  

PEPFAR’s prevention efforts should be focused on clearly defined populations at high risk of acquiring or 
transmitting HIV as evidenced by data on HIV prevalence. This indicator should be used to report on achievements 
in delivering that package to each of the priority populations. 
 
NGI Mapping:   New. Replacing P8.1.D given the significant modification in definition; trend analysis will be 

impacted. Data collected for the numerator can be compared to data collected for P8.1.D in 
prior years, although trends should be interpreted with care since the new version further 
constrains the interventions under which individuals can be counted. 

PEPFAR Support 
Target/Result 
Type:  

Both Direct Service Delivery (DSD) and Technical Assistance-Service Delivery Improvement 
(TA-SDI) targets and results should be reported to HQ 

Numerator: 1 Number of individuals from priority populations who completed a standardized HIV 
prevention program including the specified minimum components  

Denominator: 1 Total number of people in each priority population.  

Disaggregation(s): 1 Age/Sex: 10-14 Male, 10-14 Female, 15-19 Male, 15-19 Female, 20-24 Male, 20-24 
Female, 25-49 Male, 25-49 Female, 50+ Male, 50+ Female 

Data Source: Relevant program monitoring tools. Data collection requires reliable tracking systems that 
are designed to count the number of one-on-one interventions or the number of people 
participating in small group interventions, as well as age and sex. Tracking systems must be 
able to eliminate double-counting of individuals in a reporting period.  If possible a unique 
identifier can be assigned to program participants or names can be collected to track 
individual participation in the prevention interventions/sites. 

Data Collection 
Frequency: 

Data should be collected at every encounter/point of service and aggregated in time for 
PEPFAR reporting cycles. Data should be reviewed regularly for the purposes of program 
management, to monitor progress towards achieving targets, and to identify and correct 
any data quality issues. 

Method of Measurement: 
 
Data are generated by counting people who completed a standardized HIV prevention intervention that includes 
the minimum specified components during the reporting period. A protocol should be in place to determine the 
requirements for completing the intervention.  
 
For calculating the denominator, use the best available size estimate for each priority population. The denominator 
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will be the size estimate multiplied by the coverage target. See the following example. 
 

Example: Estimating coverage of a priority population 
 
Priority populations: based upon epidemiological data and other information from the “Four Knows,” the 
PEPFAR team has chosen four priority populations – Sex Workers (for whom activities will be measured 
under the Key Populations indicator), migrant mine workers in three districts, out-of-school girls aged 15-24 
in 25 peri-urban areas, boys 14 – 25 targeted for VMMC. 
 
Package of interventions: together with the IP, the team designs a set of interventions for each of these 
groups that include the minimum components required in this indicator, tailored to the population. 
Size estimation: the team also estimates the size of each of the populations in each of the geographic zones 
where the IP will implement. Geographic zones are chosen based upon epidemiological data with care to 
prevent duplication of service support with other donors. In our example, size estimations for migrant miners 
might be 10,000 in District 1; 8,000 in District 2; and 4,000 in District 3 (based upon a recent report from the 
International Organization for Migration).  
 
Target setting: the team sets a coverage target for each population, with a goal of saturating that population 
to reach impact. Using our example of migrant mine workers, the team might decide to shoot for 80% 
coverage of each population, making the target for district 1, 8,000 reached; for district 2, 6,400 reached; and 
district 3 3,200 reached. The total target for this population would be 17,600. 
 
Reporting: At the APR, the team will report a single number to PEPFAR headquarters, which is the sum of all 
members of each priority population reached in the reporting period with the full package. So if the programs 
reached 18,000 migrant mine workers, 20,000 out of school girls and 33,000 boys, the number would be 
71,000. This total would be disaggregated and reported by sex by age. In the APR narrative, the team would 
further disaggregate the results by priority population, and describe progress made toward coverage goals 
for each one. Note that sex workers would not be included in this total even though they are a priority 
population, as they are counted under Indicator “KP_PREV”.  
 
Calculating percentage of priority population reached:  
 
Numerator = number of target population reached (for our miner example, this would be 18,000) 
Denominator = Total priority population size (for the miner example, 22,000) 
 
Note that it will be important for the team to also perform this calculation for each district or distinct subset 
of the population. In our migrant mine worker example, this means calculating coverage for each district, to 
learn whether coverage targets were met for each district and adjust performance plans accordingly. 

 

Explanation of Numerator:  
 
The numerator is the number of individuals from each priority population who completed a standardized HIV 
prevention program, including the specified minimum components during the reporting period. For the purposes of 
the APR, the team will sum the numbers reached in each of the priority populations and report that total. For the 
purposes of tracking coverage more meaningfully at the regional, national or sub-national level, the team will track 
this indicator separately for each priority population. 

Priority population: PEPFAR-funded programs will identify priority populations for HIV prevention in their COPs 
and will report on these populations within this indicator. Please note that priority populations will include "Other 
Vulnerable Populations." Groups that might be counted in the category of Other Vulnerable Populations include 
the following and should always be selected on the basis of available epidemiological data:" 
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o Clients of sex workers 
o Military and other uniformed services 
o Incarcerated persons 
o Mobile populations (e.g., migrant workers, truck drivers) 
o Non-injecting drug users 

Delivery of prevention packages for all priority populations will be tracked with this indicator, with the exception of 
packages for key populations as defined by UNAIDS and WHO: sex workers, men who have sex with 
men/transgender, and people who inject drugs. These key populations should be reported through the indicator 
“KP_PREV”.  

Standardized HIV Prevention Intervention is defined as an activity or set of activities designed for a specific priority 
population to reduce HIV transmission that is implemented the same way each time. These interventions adhere to 
written protocols, include goals and activities tailored to the priority population, typically comprise multiple 
encounters with the same individuals or small groups, and have a system for tracking and reporting the completion 
of every element of the intervention.  

Minimum components:  

Every intervention for adult populations must include all of these components: 

1. Targeted risk assessment and provision of risk reduction information, education and/or counseling to 
correctly identify HIV prevention methods, reject misconceptions about HIV transmission, and accurately 
gauge and personalize risk for HIV infection. 

2. Condom promotion, condom skills training – including negotiation skills – and facilitated access to condoms 
whether through direct provision, linkages to social marketing outlets or other means (or referrals for 
condom promotion, provision and related skill development)9. 

3. Informational sessions on HIV testing and counseling with active referrals to or provision of HTC services. 
4. Demand creation to increase awareness, uptake and acceptability of relevant clinical services such as 

voluntary medical male circumcision (VMMC), prevention of mother-to-child transmission (PMTCT), HIV 
care and treatment, TB testing and treatment and reproductive health.   

5. Activities which: promote gender equitable principles; address harmful norms related to sex and gender; 
and seek to reduce stigma and discrimination associated with HIV; and prevent gender-based violence. 

Every intervention for youth populations must include all of these components: 

1. Targeted risk assessment and provision of risk reduction information, education and/or counseling to 
correctly identify HIV prevention methods, reject misconceptions about HIV transmission and increase 
perception of risk for HIV infection. 

2. Curriculum-based, age-appropriate, HIV prevention skills and sexuality education to prevent HIV 
acquisition and encourage safer sex strategies for sexually active youth. 

3. Informational sessions on HIV testing and counseling with active referrals to or provision of youth-friendly 
HTC services. 

4. Community programs targeting adults to raise awareness of HIV risks for young people, promote positive 
parenting and mentoring practices, and effective adult-child communication about sexuality and sexual risk 
reduction. 

5. Demand creation to increase awareness, uptake and acceptability of youth-friendly clinical services such as 
voluntary medical male circumcision (VMMC), HIV care and treatment, and TB testing and treatment.   

6. Condom promotion, condom skills training – including negotiation skills – and facilitated access to condoms 
whether through direct provision, linkages to social marketing outlets or other means (or referrals for 
condom promotion, provision and related skill development1for sexually active youth. 

                                                           
9 PEPFAR may fund prevention programs that do not provide or refer for condom promotion and provision. These 
programs may not be counted under this indicator. 
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7. Activities which: promote gender equitable principles; address harmful norms related to sex and gender; 
and seek to reduce stigma and discrimination associated with HIV and to prevent gender-based violence. 

 
Standardization and documentation allows public health professionals to evaluate program outcomes. The best 
interventions are often identified through a series of efficacy reviews. National Efficacy Review Criteria should be 
developed for HIV prevention programs in each country. Technical assistance should be provided to national and 
local prevention programs to document, evaluate, and standardize HIV prevention interventions designed to reach 
a specific target population to ensure efficacious interventions are implemented and reported. 
 
Explanation of Denominator: 
 
The denominator is the estimated number of individuals in the priority population.  
 
Whenever possible, size estimates for the population should be done at the level of implementation to allow for 
real-time tracking of coverage. These lower level estimates can be aggregated for national tracking of coverage. See 
example earlier in this reference sheet for more detail. 
 
The data tracked at the national level should be disaggregated by each priority population. Success in achieving 
coverage of each priority population should be described in the narrative accompanying the reporting of results in 
the APR. 
 
Interpretation: 
 
When measured over time and disaggregated, this indicator can demonstrate progress towards achieving coverage 
of priority populations with a minimum package of validated HIV prevention interventions. In shorter time frames, 
the information collected with this indicator can be used to assess progress towards program-specific goals and to 
make management decisions to facilitate progress towards those goals.  
 
When calculating the percent of a population who completed a standardized HIV prevention intervention during 
the reporting period, the indicator will represent PEPFAR coverage only. National or other donor programs may be 
implemented and not represented in this indicator. 
 
This indicator does NOT capture the impact of HIV prevention programs on incidence. Teams are encouraged to 
conduct impact evaluations of specific programs using incidence or other contextually appropriate outcome 
measures to determine whether programs are reducing transmission of HIV. 
 
PEPFAR Support:  
 
DSD: Individuals will be counted as receiving direct service delivery support from PEPFAR when BOTH of 
the below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, 
support to improve the quality of services. 
 
TA-SDI: Individuals will be counted as supported through TA-SDI when the point of service delivery 
receives support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to 
improve the quality of services. 
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key staff and/or essential commodities for routine service 
delivery. For priority populations receiving HIV prevention services, this can include ongoing procurement 
of critical commodities such as condoms, teaching materials, or community promotion materials, or funding 
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for salaries of personnel who deliver components of the intervention or paying for transportation of those 
staff to the point of service delivery. Staff who are responsible for the completeness and quality of routine 
patient records (paper or electronic) can be counted here; however, staff who exclusively fulfill MOH and 
donor reporting requirements cannot be counted. 

 
AND/OR 
 

2. PEPFAR provides an established presence at and/or routinized frequent (at least quarterly) support for 
those prevention services at the point of service delivery. For HIV prevention among priority populations, 
this ongoing support for service delivery improvement can include: site supervision, training or assistance 
with monitoring and evaluation, support for quality improvement activities, and development of materials 
and protocols. 
 

Additional References: 
 
• HIV –P3, HIV-P4b. The Global Fund to Fight AIDS, Tuberculosis and Malaria Monitoring and Evaluation Toolkit 

4th Edition. November 2011. (http://www.theglobalfund.org/en/me/documents/toolkit/) 
 

 

  

http://www.theglobalfund.org/en/me/documents/toolkit/
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Prevention Services March 2015 
 

Key Populations 
Indicator code: 
KP_PREV 1 

Percentage of key populations reached with individual and/or small group level 
HIV preventive interventions that are based on evidence and/or meet the 
minimum standards required 

Purpose: 
 
Individual and small-group level prevention interventions have been shown to be effective in reducing HIV 
transmission risk behaviors. Delivering these interventions with fidelity to the appropriate populations is an 
important component of combination HIV prevention strategies. 

 
It is important to know how many people complete an intervention in order to monitor how well programs 
are reaching the intended target population with HIV prevention programming. 

 
Headquarter staff can use this information to plan and make decisions on how well a certain target population is 
being reached with individual and/or small group level interventions. If a small percentage of the intended target 
population is being reached with a particular intervention, then it would be recommended that activities are 
adjusted to improve reach. If a large percentage of the intended target population is being reached, then 
headquarter staff would want to take these lessons learned and disseminate them to other countries. The country 
can use the information to improve upon the quality and comprehensiveness of the program, as well as scale-up 
successful models. 
 
NGI Mapping:   P8.3.D continuing, same indicator with modified disaggregations; no impact on trend 

analysis 
PEPFAR Support 
Target/Result 
Type:  

Both Direct Service Delivery (DSD) and Technical Assistance-Service Delivery Improvement 
(TA-SDI) targets and results should be reported to HQ 

Numerator: 
1 

Number of key populations reached with individual and/or small group level 
preventive interventions that are based on evidence and/or meet the minimum 
standards required 

Denominator: 1 Total estimated number of key populations in the catchment area 
Disaggregation(s): 

1 
Key population type: Female Sex Worker (FSW), male PWID, female PWID , MSM/TG, 
MSM/TG who are sex workers (subset of MSM/TG)  (disaggregation required for both 
numerator and denominator) 

Data Source: Program monitoring tools 
Data Collection 
Frequency: 

Data should be collected at every encounter/point of service and aggregated in time for 
PEPFAR reporting cycles. Data should be reviewed regularly for the purposes of program 
management, to monitor progress towards achieving targets, and to identify and correct 
any data quality issues. 

Method of Measurement: 
 
This indicator only counts those interventions at the individual and/or small group level. Individual and small 
group level interventions are components of a comprehensive program but are not by themselves defined as a 
comprehensive program. Partners do not have to implement the full array of services recommended in the 
comprehensive prevention programs (please see tables below) to utilize this indicator, but should work with other 
partners and stakeholders to ensure that comprehensive prevention programs are implemented in the 
communities that they work in. 
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In order to better understand the comprehensiveness of prevention interventions being offered to each key 
population, PEPFAR operating units are required to report on the types of prevention interventions and/or 
linkages to clinical services that were provided to each key population when reporting results to HQ. If the PEPFAR 
OU is reporting results “KP_PREV” for MSM/TG, PWID, and/or FSW during the reporting period, then the following 
checklist of prevention interventions should be completed. This checklist does NOT aim to monitor the types of 
services received at the individual level, but rather, it intends to capture the comprehensiveness of services 
provided to each key population for the overall PEPFAR operating unit. For example, if partner A provides 
outreach services and condom/lubricant distribution to MSM while partner B provides outreach, referral to HTC, 
and condom/lubricant distribution to MSM, the PEPFAR operating unit can check the “outreach/empowerment”; 
“refer to HTC” and “condoms/lubricant” boxes under the MSM/TG column. However, it should be clearly stated in 
your indicator result narrative that not all partners reporting on the numbers of MSM reached are providing HTC 
referral services. In addition, PEPFAR operating units are encouraged to monitor and document the 
comprehensiveness of services provided to key populations at the individual levels in their own data management 
system when possible.   
 

MSM/TG FSW  PWID 
☐Outreach/Empowerment ☐ Outreach/Empowerment ☐ Outreach/Empowerment 
☐Targeted IEC ☐Targeted IEC ☐Targeted IEC 
☐Provide or refer to HTC* ☐Provide or refer to HTC* ☐Provide or refer to HTC* 
☐Condoms/lubricant ☐Condoms/lubricant ☐Condoms 
☐Refer to STI screening, 
prevention, and treatment 

☐Refer to STI screening, 
prevention, and treatment 

☐Refer to STI screening, 
prevention, and treatment 

☐Link or refer to ART ☐Link or refer to ART ☐Link or refer to ART 
☐ Prevention and refer to 
diagnosis, treatment of TB 

☐ Refer to Reproductive Health 
(Family Planning; PMTCT) 

☐ Refer to reproductive Health 
(Family Planning; PMTCT) 

☐ Refer to screening and 
vaccination for viral hepatitis 

☐ Prevention, and refer to 
diagnosis, treatment of TB 

☐ Prevention, and refer to 
diagnosis, treatment of TB 

 ☐ Refer to screening and 
vaccination for viral hepatitis 

☐ Refer to screening and 
vaccination for viral hepatitis 

  ☐ Refer to medication-assisted 
therapy (MAT)  

  ☐ Refer to needle syringe 
program (NSP) 

*If HTC was provided as part of the comprehensive prevention package, OU should also report the number of 
individuals tested under indicator “HTC_TST”. 
 
The percent coverage can be determined if both the numerator and denominator are included. Country teams 
should encourage their partners to consider ways to estimate denominators, using similar methods used in 
estimating targets. 
 
Explanation of Numerator:  
 
The numerator can be generated by counting the number of deduplicated individuals from an activity defined 
target population who are reached with and complete a prevention intervention designed for the intended key 
population.  For example, it means that when a unique individual receives condoms and lubricant at more than one 
occasion during the reporting period, the person is counted once for being reached for this indicator.  
 



49 
 

Explanation of Denominator: 
 
Catchment area:  Geographic region from which persons come to receive HIV prevention services, or from which 
persons are being recruited into HIV prevention services. The size and population of this area can vary, depending 
on organization or agency and the services provided. Key populations estimates for subdistricts/districts/regions 
can be used if available. 
 
Interpretation: 
 
This indicator provides information on the total number of unduplicated individuals that received and completed 
individual-level and/or small-group level interventions. These interventions are based on evidence and/or meet 
the required minimum standards. The inclusion of the prevention intervention checklist for MSM/TG, FSW, and 
PWID provides the overall landscape of the comprehensiveness of each of the key population program at the 
PEPFAR OU level, but it does not provide information on the comprehensiveness of the prevention package at 
the individual level.  

 
The indicator will help the country teams to determine reach (if no denominator) and coverage (if denominator is 
also collected). This information will help country programs understand the extent and reach of evidence-based 
programs for further expansion. 
 
PEPFAR Support:  
 
DSD: Individuals will be counted as receiving direct service delivery support from PEPFAR when BOTH of 
the below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, 
support to improve the quality of services. 
 
TA-SDI: Individuals will be counted as supported through TA-SDI when the point of service delivery 
receives support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to 
improve the quality of services. 
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key staff and/or essential commodities for routine service 
delivery. For KP receiving HIV prevention services, this can include: ongoing procurement of critical 
commodities such as condoms, or funding for salaries of personnel providing any of prevention package 
components (i.e., HCW, outreach workers, program managers). Staff who are responsible for the 
completeness and quality of routine patient records (paper or electronic) can be counted here; however, 
staff who exclusively fulfill MOH and donor reporting requirements cannot be counted. 

AND/OR 

2. PEPFAR provides an established presence and/or routinized, frequent (at least quarterly) technical 
assistance support to those services at the point of service delivery. For HIV prevention among KP, this 
ongoing support for service delivery improvement can include: mentoring and supportive supervision, 
training; organizational strengthening, QA/QI, program design such as the development of training 
curricula, prevention guidance development, or standard operating procedures (SOPs) and follow-up to 
ensure fidelity to the program design, regular assistance with monitoring and evaluation functions and data 
quality assessments, or condom forecasting and supply management. 

Additional References: 
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• PEPFAR Technical Guidance on Combination HIV Prevention for MSM. May 2011. 
(http://www.pepfar.gov/documents/organization/164010.pdf) 

• PEPFAR Technical Guidance on Comprehensive HIV Prevention for PWID. July 2010. 
(http://www.pepfar.gov/documents/organization/144970.pdf)  

• WHO/UNFPA/UNAIDS/NSWP guidance on prevention and treatment of HIV and other STIs for sex workers. 
December 2012. (http://www.who.int/hiv/pub/guidelines/sex_worker/en/index.html)  
 

 

  

http://www.pepfar.gov/documents/organization/164010.pdf
http://www.pepfar.gov/documents/organization/144970.pdf
http://www.who.int/hiv/pub/guidelines/sex_worker/en/index.html
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Prevention Services March 2015 
 

Key Populations – Injection Drug Use 
Indicator code: 
KP_MAT 1 Number of people who inject drugs (PWID) on medication assisted therapy 

Purpose: 
 
Medication assisted therapy programs should be an access point for PWID and the program should refer and link to 
ARV treatment programs, PMTCT for female PWID and a range of other prevention services. 
 
It is important to know how many people are reached in order to monitor how well programs are reaching 
PWIDs with medication-assisted treatment. 
 
This information can be used to plan and make decisions on how well the PWID audience is being reached with 
medication-assisted treatment. If a small percentage of the intended audience is being reached, then it would be 
recommended that activities are adjusted to improve reach. If a large percentage of the intended audience is being 
reached, then headquarter staff would want to take these lessons learned and disseminate them to other countries. 
The country can use the information to improve upon the quality of the program as well as scale-up successful 
models. 
 
NGI Mapping:   P4.1.D continuing, same indicator with minor modifications; minimal impact on trend 

analysis 
PEPFAR Support 
Target/Result 
Type:  

Both Direct Service Delivery (DSD) and Technical Assistance-Service Delivery Improvement 
(TA-SDI) targets and results should be reported to HQ 

Numerator: 1 Number of people who inject drugs (PWID) on MAT 
Denominator: 3 Total estimated number of PWID 
Disaggregation(s): 1 Sex: Male, Female 

Data Source: Program monitoring tools 
Data Collection 
Frequency: 

Data should be collected continuously at the organization level and aggregated in time for 
PEPFAR reporting cycles. Data should be reviewed regularly for the purposes of program 
management, to monitor progress towards achieving targets, and to identify and correct 
any data quality issues. 

Method of Measurement: 
 
The percent coverage can be determined if both the numerator and denominator are included. Country teams can 
encourage their partners to consider ways to estimate denominators, using similar methods used in estimating 
targets. 
 
Explanation of Numerator:  
 
The numerator is generated by counting the total number of individuals who have been on treatment for at least 6 
months since initiation of medication-assisted treatment (e.g., using methadone or buprenorphine to treat drug 
dependency) at any point in time within the reporting period. The numerator should equal the number of adults 
who initiated and remain on medication- assisted treatment for at least 6 months prior to the end of the reporting 
period. Adults who initiated or transferred in during the reporting period should be counted only if they have 
been on treatment for at least 6 months after initiation prior to the end of the reporting period. 
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Count all individuals who complete at least 6 months of treatment even if they drop-out, die, or are otherwise lost 
to follow-up. Do not count individuals who initiate treatment too late in the reporting period to be able to reach a 
minimum of 6 months. These individuals will be counted in the next reporting period assuming they complete at 
least 6 months of treatment. For example: If an adult initiates his/her treatment in the last few months of reporting 
period, however, s/he does not complete at least 6 months in treatment before the end of the reporting period, 
then count this individual in the next reporting period.   
 
It is highly recommended that PEPFAR teams have systems in place to monitor individuals who have been on 
medication-assisted treatment for different time intervals: for at least 6 months, for at least 12 months, etc. 
 
Partners providing referrals only should not use this indicator. See key population indicator “KP_PREV” for possible 
alternative. 
 
Explanation of Denominator: 
 
Catchment area: Geographic region from which persons come to receive HIV prevention services, or from which 
persons are being recruited into HIV prevention services. The size and population of this area can vary, depending 
on organization or agency and the services provided. PWID estimates for sub districts/districts/regions can be used 
if available. 
 
Interpretation: 
 
This indicator provides information on the total number of PWID that received medication-assisted therapy. It 
examines the retention of patients in MAT for a minimum period of 6 months; evidence demonstrates that 
maximum benefit from MAT is gained when treatment lasts at least 6 months. Hence, this indicator can be 
understood as a measure both of how MAT is prescribed and of patient retention.  
 
The information collected will allow the country and the PEPFAR to assess any changes in risk behaviors as a result 
of the implemented interventions. The information will also help the country to understand the efficacy and 
effectiveness of evidence-based interventions and help in further expansion of similar interventions.  
 
Under the PEPFAR Next Generation Indicator (NGI) Guidance published in 2009, the definition for this indicator 
included individuals on opioid substitution therapy for at least 3 months. The duration was modified to at least 6 
months in order to be consistent with the indicator definition used in the 2012 “For countries to set targets for 
Universal Access to HIV prevention, treatment and care for injecting drug users” guidance issued by WHO and 
UNODC. This modification should not significantly affect trending as those individuals who have previously been on 
MAT for at least 3 months in the past reporting cycles will now have been on MAT for at least 6 months, assuming 
they are retained on treatment. 
 
PEPFAR Support:  
 
DSD: Individuals will be counted as receiving direct service delivery support from PEPFAR when BOTH of 
the below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, 
support to improve the quality of services. 
 
TA-SDI: Individuals will be counted as supported through TA-SDI when the point of service delivery 
receives support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to 
improve the quality of services. 
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1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 

psychological, etc.) care needs by providing key staff and/or essential commodities for routine service 
delivery. For PWID on MAT, this can include ongoing procurement of critical commodities such as 
methadone or any other medication assisted options for the treatment of opioid dependence, or funding for 
salaries of personnel delivering the service (i.e., HCW, program managers). Staff who are responsible for the 
completeness and quality of routine patient records (paper or electronic) can be counted here; however, 
staff who exclusively fulfill MOH and donor reporting requirements cannot be counted. 

 
AND/OR 

2. PEPFAR provides an established presence and/or routinized, frequent (at least quarterly) technical 
assistance support to those services at the point of service delivery. For MAT services for PWID, this 
ongoing support for service delivery improvement can include: mentoring and supportive supervision, 
training, MAT guidance development, site level QA/QI, regular assistance with monitoring and evaluation 
functions and data quality assessments, or MAT consumption forecasting and supply management. 

Additional References: 
 
Medication-assisted treatment programs have been demonstrated to be an effective HIV prevention strategy. 
Substance abuse treatment reduces the frequency of drug use which in turn reduces HIV risk behaviors 
(Metzger, 1993, Gowing, 2008, and IOM, 2006). It also improves adherence to disease treatment regimens 
(Gowing, 2008 and IOM, 2006). Treatment modalities include non- pharmacological and pharmacological 
approaches; often, a combination of the two is used (National Institute on Drug Abuse, 1999b). An extensive 
body of evidence shows that medication assisted therapy (MAT) reduces the frequency of heroin injection 
and improves substance abuse treatment retention (Gowing, et al, 2008). Medication assisted therapy for opioid 
users is associated with reduced HIV risk behaviors including reduced frequency of injecting and sharing of 
injection equipment, reductions in the number of sex partners, and exchanges of sex for drugs or money 
(Gowing, et al, 2008). 
 
• Refer to the PEPFAR Behavior Based Prevention Indicator TWG with further inquiries and PEPFAR’s  

Comprehensive HIV Prevention for People Who Inject Drugs, Revised Guidance 
(http://www.pepfar.gov/documents/organization/144970.pdf)   

• World Health Organization. Guidelines for psychosocially-assisted pharmacotherapy for the management of 
opioid dependence. Geneva, World Health Organisation, 2009. 
(http://www.who.int/substance_abuse/publications/opioid_dependence_guidelines.pdf)  

• WHO, UNODC, UNAIDS. For countries to set targets for Universal Access to HIV prevention, treatment and care 
for injecting drug users. Geneva, World Health Organisation, 2012. 
(http://apps.who.int/iris/bitstream/10665/77969/1/9789241504379_eng.pdf) 

• Gowing L, Farrell M, Bornemann R, Sullivan L, Ali R. Substitution treatment of injecting opioid users for 
prevention of HIV infection. Cochrane Database Syst Rev. 2008;(2):CD004145. doi(2):CD004145. 

• IOM. Preventing HIV infection among injecting drug users in high risk countries: An assessment of the 
evidence. 2006. 

• Metzger DS, Woody GE, McLellan AT, et al. Human immunodeficiency virus seroconversion among 
intravenous drug users in- and out-of-treatment: An 18-month prospective follow-up. J Acquir Immune Defic 
Syndr. 1993;6(9):1049-1056. 

 

  

http://www.pepfar.gov/documents/organization/144970.pdf
http://www.who.int/substance_abuse/publications/opioid_dependence_guidelines.pdf
http://apps.who.int/iris/bitstream/10665/77969/1/9789241504379_eng.pdf
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Prevention Services March 2015 
 

Gender 
Indicator code: 
GEND_GBV 1 Gender Based Violence (GBV) Care: Number of people receiving post-GBV care 

Purpose: 
 
This output indicator measures delivery of a basic package of post-GBV care services (including PEP). 
 
This indicator will enable headquarters to:  
• Gain a basic, but essential, understanding of the uptake of post-GBV care services offered across PEPFAR 

countries. Data, for example, may be triangulated with country plans, other GBV indicators, and other 
programmatic monitoring data to understand the factors that facilitate disclosure and use of these services. 

• Provide important information to key stakeholders about PEPFAR programs that reduce women and girls’ and 
other marginalized populations’ vulnerability to HIV/AIDS.  

• Demonstrate US global leadership in reducing vulnerability to HIV/AIDS by addressing GBV.  
• Analyze whether PEPFAR programs are addressing identified needs at the national and regional levels, and to 

strategically focus technical assistance and future gender programming.  
 
At the country level, this indicator will enable PEPFAR country teams, governments, implementing partners, and 
other in-country counterparts to:  
• Help assess whether post-GBV care services are being used. 
• Support efforts to assess the impact of post-GBV care services by correlating the reach (i.e., number of people 

served) of these services over time with outcomes related to GBV (and HIV/AIDS), as described through other 
data collection efforts such as the DHS. This indicator can be used to triangulate results from program 
evaluations that aim to assess direct linkages between GBV services and HIV/AIDS interventions and 
outcomes. 

• Identify programmatic gaps by analyzing the number and ages of people receiving services, as well as the reach 
of services in particular geographic areas.  

• Advocate for greater resources and technical assistance for GBV programming. 
 
NGI Mapping:   New. Replacing P12.6.D given the significant modification in definition; trend analysis will 

be impacted. Data collected for the numerator can be compared to data collected for 
P12.6.D in prior years, although trends should be interpreted with care.  
P6.1.D disaggregation for PEP exposure type related to sexual violence is mapped to the 
corresponding disaggregation for this indicator. 

PEPFAR Support 
Target/Result 
Type:  

Both Direct Service Delivery (DSD) and Technical Assistance-Service Delivery Improvement 
(TA-SDI) targets and results should be reported to HQ 

Numerator: 1 Number of people receiving post-GBV care 
Denominator: 1 N/A 
Disaggregation(s): 1 Age/Sex: < 10 Male, < 10 Female, 10-14 Male, 10-14 Female, 15-17 Male, 15-17 

Female, 18-24 Male, 18-24 Female, 25+ Male, 25+ Female  

1 
Type of service: 
-Sexual Violence (Post-Rape Care) 
-Physical and/or Emotional Violence (Other Post-GBV Care) 

1 PEP service provision (related to sexual violence services provided) 
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Data Source: Standard program monitoring tools, such as forms, log books, spreadsheets and databases 
that partners develop or already use (adapted as necessary). 

Data Collection 
Frequency: 

Data should be collected continuously at the point of service delivery (eg, facility level or 
community) and aggregated in time for PEPFAR reporting cycles. Data should be reviewed 
regularly for the purposes of program management, to monitor progress towards achieving 
targets, and to identify and correct any data quality issues. 

Method of Measurement: 
 
The indicator can be generated by counting the number of persons receiving post-GBV care, disaggregated by the 
age group and sex of the client receiving the service, as well as the type of service (sexual violence or 
emotional/physical violence) and PEP provision.   
 
Definitions: 
 
Gender 
It is a culturally-defined set of economic, social, and political roles, responsibilities, rights, entitlements obligations, 
associated with being female and male, as well as the power relations between and among women and men, boys 
and girls. The definition and expectations of what it means to be a woman or girl and a man or boy, and sanctions 
for not adhering to those expectations, vary across cultures and over time, and often intersect with other factors 
such as race, class, age and sexual orientation. All individuals, independent of gender identity, are subject to the 
same set of expectations and sanctions. (Inter-agency Gender Working Group) Gender is not interchangeable with 
women or sex. 
 
GBV 
 
For PEPFAR, GBV is defined as any form of violence that is directed at an individual based on his or her biological 
sex, gender identity or expression, or his or her perceived adherence to socially-defined expectations of what it 
means to be a man or woman, boy or girl. It includes physical, sexual, and psychological abuse; threats; coercion; 
arbitrary deprivation of liberty; and economic deprivation, whether occurring in public or private life. GBV is 
rooted in gender-related power differences, including social, economic and political inequalities. It is characterized 
by the use and abuse of physical, emotional, or financial power and control. GBV takes on many forms and can occur 
across childhood, adolescence, reproductive years, and old age. It can affect women and girls, men and boys, and 
other gender identities. Women, girls, including men who have sex with men and transgendered individuals are 
often at increased risk for GBV. While GBV encompasses a wide range of behaviors, because of the links with HIV, 
PEPFAR is most likely to address physical and sexual intimate partner violence, including marital rape; sexual 
assault or rape; female genital cutting/mutilation; sexual violence against children and adolescents; and child 
marriage. 
 
Special considerations: 
 
As outlined in the Program Guide for Integrating GBV Prevention and Response in PEPFAR Programs10 all programs 
seeking to address GBV must first and foremost protect the dignity, rights, and well-being of those at risk for, and 
survivors of, GBV. There are four fundamental principles for integrating a GBV response into existing programs and 
specific actions for putting these principles into practice. These principles are as follows:  

• Do no harm  
• Privacy, confidentiality, and informed consent  
• Meaningful engagement of people living with HIV (PLHIV) and GBV survivors  
• Accountability and M&E 

                                                           
10 http://www.aidstar-one.com/focus_areas/gender/resources/pepfar_gbv_program_guide  

http://www.aidstar-one.com/focus_areas/gender/resources/pepfar_gbv_program_guide
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NOTE: Because of the challenges associated with ascertaining whether a person who experienced sexual 
violence did so because of their biological sex, gender identity, or his or her perceived adherence to socially 
defined norms of masculinity and femininity, ALL persons who experience sexual violence and present for 
care, independent of the cause, or of age and sex, should be counted under this indicator.  
 
Explanation of services/disaggregations:  
 

1. Sexual violence (post-rape care): Although guidelines for post-rape care will vary from country to 
country, in addition to treatment of serious or life-threatening medical issues (e.g., lacerations, broken 
bones) and the necessary forensic interviews and examinations, the minimum package of post-rape care 
services should always begin with an assessment of the client’s specific needs. 
 

The following represents the Minimum Package for post-rape care services that must be in place to count 
under this indicator: 
 
Provision of Clinical Services: (all of the following must be in place, including relevant commodities, and 
ability to count individuals—independent of whether individuals use the specific service) 

- Rapid HIV testing with referral to care and treatment as appropriate 
- Post exposure prophylaxis (PEP) for HIV -- if person reached within the first 72 hours  
- STI screening/testing and treatment 
- Emergency contraception, where legal and according to national guidelines – if person reached within 

the first 72 hours (note that PEPFAR funds cannot be used to procure EC) 
- Counseling (other than counseling for testing, PEP, STI and EC) 

 
Referrals for non-clinical services, where applicable:  
             - Longer-term psycho-social support (e.g., peer support groups) 
             - Legal counsel 
             - Police 
             - Child protection services 
 
These services may be offered by one provider (e.g., in a health center) or may be offered in different units by 
different providers in the same site (e.g., in a hospital, mobile clinic). However, the client must have an initial 
assessment as part of the package and all the services outlined above must be available at the same facility. 
 
To adequately capture the provision of these services, logs and monitoring forms will need to be used wherever the 
services are offered. These forms will need to track both the outcome of the initial assessment and the provision of 
referrals or services. 
 

2. Post-exposure prophylaxis (PEP): PEP service provision should only be counted under this indicator if 
the individual receives PEP treatment (i.e., drugs) in accordance with international and/or national 
protocols, guidelines, etc., and if the individual completes the full course of treatment. If an individual is 
provided with PEP, completes the full course of treatment (and meets the other criteria detailed within this 
indicator reference sheet) the individual should be counted under this GBV care indicator. The individual 
should not be additionally counted under other MER treatment indicators (e.g., # of individuals new on 
ART; # of individuals ever on ART, etc.) PEP is intended to prevent HIV infection, while other MER 
treatment indicators monitor ARV provision to those who are HIV positive. Consequently, it would not be 
appropriate to count an individual under both the GBV care indicator and another MER treatment indicator.  

 
3. Physical and/or emotional violence (other Post-GBV care): GBV can take many forms, and includes 
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physical and emotional violence. The following services should be available for persons who have 
experienced GBV that is not sexual. Services should always begin with an assessment of the client’s specific 
needs and include, as appropriate. 

 
Provision of Clinical Services: (all of the following must be in place and available to count persons—
independent of whether people use the specific service) 

- Rapid HIV testing with referral to care and treatment as appropriate (Please note that individuals could 
also be simultaneously counted under the MER HIV testing and counseling indicator (i.e., # of individuals 
who received HIV testing and counseling services and received their results).  

- STI screening/testing and treatment 
- Counseling (other than for HIV counseling and testing) 

 
Referrals for non-clinical services, where applicable: 

- Longer-term psycho-social support (e.g., peer support groups) 
- Legal council 
- Police 
- Child protection services, 
- Economic empowerment  

 
These services may be offered by one provider (e.g., in a Health Center) or may be offered in different units by 
different providers in the same site (e.g., in a Hospital, mobile clinic). However, the client must have an initial 
assessment as part of the package and all the services outlined above must be available at the same facility. 

To adequately capture the provision of these services, logs and monitoring forms will need to be used wherever the 
services are offered. These forms will need to track both the outcome of the initial assessment and the provision of 
referrals or services. 
 
Policy tracking: Country programs are also encouraged to monitor and track national policies related to GBV 
within the policy tracking table. 
 
Explanation of Numerator:  
 
Number of people receiving post-GBV care 
 
Explanation of Denominator: 
N/A 
 
Interpretation: 
 
This indicator uses the number of people receiving post-GBV services to measure service uptake. An increase in the 
number of people receiving post-GBV care will indicate that more patients are disclosing to providers and using the 
services. Willingness to disclose violence may increase slowly overtime, as GBV screening increases and as 
community-based efforts to address GBV raise awareness and reduce stigma have impact. Thus, we may expect to 
see an initial increase in service uptake and eventually a decline in this uptake as rates of GBV decline in response 
to programming. 
 
This indicator does not measure the quality of services provided, but it does provide important information to help 
us understand whether and how services are used. 
 
PEPFAR Support:  
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DSD: Individuals will be counted as receiving direct service delivery support from PEPFAR when BOTH of 
the below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, 
support to improve the quality of services. 
 
TA-SDI: Individuals will be counted as supported through TA-SDI when the point of service delivery 
receives support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to 
improve the quality of services. 
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key staff and/or essential commodities for routine service 
delivery. For individuals receiving post-GBV care, this can include: ongoing procurement of commodities 
(e.g., ARVs, rapid HIV test kits, STI testing or treatment commodities) or funding of salaries (partial or full) 
for HCW actively delivering the components of GBV care in accordance with international or national 
protocols or guidelines [i.e., physicians, nurses, and other health care workers who can assess GBV and 
provide treatment and appropriate referrals. Staff who are responsible for the completeness and quality of 
routine patient records (paper or electronic) can be counted here; however, staff who exclusively fulfill 
MOH and donor reporting requirements cannot be counted. 

 
AND/OR 
 

2. PEPFAR provides an established presence and/or routinized, frequent (at least quarterly) technical 
assistance support to those services at the point of service delivery. For post-GBV care services, this ongoing 
support for service delivery improvement can include: mentoring and supportive supervision, training, 
guidance development, site level QA/QI, regular assistance with monitoring and evaluation functions and 
data quality assessments, or commodity consumption forecasting and supply management.  

 
Additional References: 
 
• Program Guide for Integrating GBV Prevention and Response in PEPFAR Programs. (http://www.aidstar-

one.com/focus_areas/gender/resources/pepfar_gbv_program_guide)  
• Responding to intimate partner violence and sexual violence against women. 2013 WHO clinical and policy 

guidelines. (http://www.who.int/reproductivehealth/publications/violence/9789241548595/en/)  
• Violence against Women and Girls: A Compendium of Monitoring and Evaluation Indicators. This 

compendium provides a number of monitoring and evaluation indicators for GBV services. Some of the 
indicators measure reach and quality of services, and might be helpful as country teams and individual 
programs develop more detailed monitoring and evaluation plans to more fully understand implementation 
processes and program outcomes. (http://www.cpc.unc.edu/measure/publications/pdf/ms-08-30.pdf) 

• Compendium of Gender Equality and HIV Indicators. The Compendium of indicators covers programmatic 
areas vital to the intersection of gender and HIV. Each of these programmatic areas includes a number of 
indicators that may be used at national, regional or programmatic levels.  
(http://www.cpc.unc.edu/measure/publications/) 

• Addressing violence against women and HIV/AIDS: what works? Geneva, World Health Organization. 2010. 
(http://www.who.int/reproductivehealth/publications/violence/9789241599863/en/)   

• Compendium of Gender Equality and HIV Indicators. The Compendium of indicators covers programmatic 
areas vital to the intersection of gender and HIV. Each of these programmatic areas includes a number of 
indicators that may be used at national, regional or programmatic levels.  
(http://www.cpc.unc.edu/measure/publications/) 

• Please refer further inquiries to the PEPFAR Gender TWG. 
 

http://www.aidstar-one.com/focus_areas/gender/resources/pepfar_gbv_program_guide
http://www.aidstar-one.com/focus_areas/gender/resources/pepfar_gbv_program_guide
http://www.who.int/reproductivehealth/publications/violence/9789241548595/en/
http://www.cpc.unc.edu/measure/publications/pdf/ms-08-30.pdf
http://www.cpc.unc.edu/measure/publications/
http://www.who.int/reproductivehealth/publications/violence/9789241599863/en/
http://www.cpc.unc.edu/measure/publications/
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Prevention Services March 2015 
 

Gender 
Indicator code: 
GEND_NORM 1 Number of individuals completing an intervention pertaining to gender norms 

within the context of HIV/AIDS, that meets minimum criteria 
Purpose: 
 
This indicator will enable headquarters to:  
• Gain a basic, but essential, understanding of the reach and scale-up of programs that address gender-related 

interventions within and across PEPFAR countries.  
• Provide important information to key stakeholders about PEPFAR programs that reduce vulnerability to 

HIV/AIDS and increase access to treatment and care services through gender-related interventions.  
• Demonstrate the United States’ global leadership in reducing vulnerability to HIV/AIDS by addressing 

important issues pertaining to gender that are known to contribute to HIV risk and limit needed treatment and 
care. 

 
At the country level, this indicator will enable PEPFAR country teams, governments, implementing partners, and 
other in-country counterparts to:  
• Help assess whether gender-related activities are being implemented within the country, based on the 

epidemiologic data, the national strategy, and social, political, economic, and cultural context. 
• When possible, support efforts to assess the impact of gender-related activities and services by correlating the 

scale-up of these activities over time and by geographic area with outcomes related to gender (and HIV/AIDS), 
as described through other data collection efforts such as the DHS.  

• Identify programmatic gaps by analyzing the number and types of people (male/female, age group) being 
reached by gender-related activities. 

• Contribute to building an enabling environment to prevent gender-based violence and violence against 
children, under PEPFAR as well as other USG programs. 

• Advocate for greater resources and technical assistance for gender-related programming. 
 
NGI Mapping:   New. Replacing P12.1.D given the significant modification in definition, trend analysis will 

be impacted. Data collected for the numerator can be compared to data collected for 
P12.1.D in prior years, although trends should be interpreted with care since the new 
version further constrains the interventions under which individuals can be counted. 

PEPFAR Support 
Target/Result 
Type:  

Both Direct Service Delivery (DSD) and Technical Assistance-Service Delivery Improvement 
(TA-SDI) targets and results should be reported to HQ 

Numerator: 1 Number of people completing an intervention pertaining to gender norms, that meets 
minimum criteria 

Denominator: N/A 
Disaggregation(s): 

1 
Age/Sex: < 10 Male, < 10 Female, 10-14 Male, 10-14 Female, 15-19 Male, 15-19 
Female, 20-24 Male, 20-24 Female, 25+ Male, 25+ Female 

Data Source: Standard program monitoring tools, such as forms, log books, spreadsheets and databases 
that partners develop or already use. 

Data Collection 
Frequency: 

Data should be collected continuously at the point of service delivery (eg, schools, 
workplace, and community organizations) and aggregated in time for PEPFAR reporting 
cycles. Data should be reviewed regularly for the purposes of program management, to 
monitor progress towards achieving targets, and to identify and correct any data quality 
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issues. 
Method of Measurement: 
 
The numerator can be generated by counting the number of adults and children who completed an intervention 
pertaining to gender norms that meets the minimum criteria during the reporting period.  
 

When disaggregating by age, it is important to focus on the target audience for the activity and the expected 
normative change. If a parent participates with his or her child, both can be counted if the activity specifically 
targets both. However, if the activity only targets the parent/adult, the child should not be counted, even if a logical 
link can be made between normative change for the parent/adult and future positive outcomes for the child. 
 
Explanation of Numerator:  
 
Minimum Criteria 

The minimum criteria required to be counted under this indicator need to include: 

1. A component that supports participants to understand and question existing gender norms and reflect on 
the impact of those norms on their lives and communities. Existing evidence indicates that interventions 
using non-participatory methodologies such as lectures and dissemination of written materials do not have 
significant impact on changing gender norms. Conversely, there is evidence that participatory interventions, 
such as open dialogues, do have an impact on norms. Therefore, to count under this indicator the 
intervention MUST use a participatory methodology. 
 

2. A clear link between the gender norms being discussed and HIV prevention, treatment, care or support. A 
variety of gender norms have direct links to HIV. Examples include: 

• Norms that discourage control over sexual decision-making for women and girls 
• Norms around masculinity that encourage multiple partners, violence, and limit seeking health care 

services 
• Norms that discourage girls’ access to education and economic resources 
• Norms that encourage violence and stigma against MSM and TG populations 

 
In order to count under this indicator, the intervention must, at some point, address norms that in one way or 
another are linked to HIV outcomes.  
 

3. Minimum of 10 hours. The same person must participate in a minimum of 10 hours of total intervention 
time (in an individual, small group, or community setting) to count under this indicator. One-off 
interventions cannot be counted under this indicator. Rationale for 10 hour requirement: All gender-
related norms interventions that have been successfully evaluated included a minimum of 10 hours. 
 

All three minimum criteria must be met for the individual to count under this indicator. The following are examples 
of interventions to change gender norms that meet all three criteria and have been rigorously evaluated. They all 
showed a significant impact on changing gender norms and related HIV risk behaviors. Teams should build off of 
these existing and other evidence-informed interventions as much as possible (see additional information about the 
listed interventions below). 

• Stepping Stones     
• Yaari Dosti  
• Tuelimishane 
• Program H  
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• One Man Can 
• Men As Partners  

 
These activities are cross-cutting and contribute to results across a range of PEPFAR program areas.  Individuals 
counted under this indicator may also be captured under other relevant prevention indicators. In other words, an 
individual counted here might also receive other kinds of PEPFAR services, such as HIV testing, VMMC, or PMTCT. 
 
Individuals reached by mass media activities, e.g., radio and TV spots, billboards for the general population, are not 
counted under this indicator. 
  
Gender is a culturally-defined set of economic, social, and political roles, responsibilities, rights, entitlements 
obligations, associated with being female and male, as well as the power relations between and among women and 
men, boys and girls. The definition and expectations of what it means to be a woman or girl and a man or boy, and 
sanctions for not adhering to those expectations, vary across cultures and over time, and often intersect with other 
factors such as race, class, age and sexual orientation. All individuals, independent of gender identity, are subject to 
the same set of expectations and sanctions. (IGWG) Gender is not interchangeable with women or sex. 
 
Harmful gender norms related to HIV/AIDS include those that govern the following behaviors: cross 
generational and transactional sex; multiple concurrent partnerships; alcohol/substance misuse/abuse; inequitable 
control of household resources; poor use of health care services; lack of support for partner’s health care concerns; 
stigma, discrimination and violence related to sexual orientation and gender identity; and limited involvement in 
HIV/AIDS care-giving. 
 
Activities that address harmful gender norms related to HIV/AIDS seek to change traditional, cultural, and 
social gender norms that contribute to behaviors that increase HIV/AIDS risk in both men and women, and that 
impede access to care and treatment services for those who need them. These activities are cross-cutting and 
contribute to results across a range of PEPFAR program areas, including prevention, care, and treatment.   
 
Number of adults and children reached is the number of individuals who are provided with the intended activity 
as defined in the program description and as prescribed in the activity.  
Explanation of Denominator: 
N/A 
 
Interpretation: 
 
There are several limitations to this indicator. First, the indicator cannot provide information about the quality of 
gender-related prevention programming. Second, because the indicator is a basic count without a denominator: (1) 
program coverage is difficult to estimate and (2) comparisons across programs or countries will be difficult to 
interpret. Modifying the indicator to be percentage-based (i.e., adding a denominator to count the intended target 
population) would overcome this limitation, however, the denominator will differ according to the social and 
cultural context and therefore would be difficult to standardize across PEPFAR programs.  
  
Programmatic monitoring indicators can be used to address some of the limitations of this reporting indicator.  For 
example, at the programmatic level, the target population (denominator) can be defined, and the percentage of 
people reached from the target population can be measured, thereby allowing for comparisons between programs, 
communities, and countries. Furthermore, at the programmatic level, data can be collected and linked to a given 
individual, thereby diminishing opportunities for double-counting and increasing knowledge of participant dosing. 
Such indicators will not be required at HQ, but implementing partners are encouraged to collect additional data that 
will be helpful to monitor progress and avoid double counting where possible. 
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PEPFAR Support:  
 
DSD: Individuals will be counted as receiving direct service delivery support from PEPFAR when BOTH of 
the below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, 
support to improve the quality of services. 
 
TA-SDI: Individuals will be counted as supported through TA-SDI when the point of service delivery 
receives support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to 
improve the quality of services. 
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key staff and/or essential commodities for routine service 
delivery. For individuals receiving gender norms interventions, this can include procurement of critical 
commodities essential for ongoing service delivery or funding for salaries (partial or full) for those actively 
delivering the activity (e.g., providing one-on-one counseling or information exchange; facilitating small 
group discussions, meetings, or debates; providing community engagement activities; facilitating town hall 
meetings; leading community sensitization or awareness forums, etc.). Staff who are responsible for the 
completeness and quality of routine patient records (paper or electronic) can be counted here; however, 
staff who exclusively fulfill MOH and donor reporting requirements cannot be counted. 

 
AND/OR 
 

2. PEPFAR provides an established presence and/or frequent presence (at least one visit per quarter) to those 
services at the point of service delivery. For gender norms prevention activities, this ongoing support for 
service delivery improvement can include: the development of activity-related curricula, educational 
materials, etc, or the provision of technical assistance to strengthen capacity of those delivering the service, 

 
Additional Information about interventions referenced above: 
 
Stepping Stones: An evaluation of the Stepping Stones program for young people in the Eastern Cape Province of South Africa 
found that the program was effective in reducing sexual risk-taking and violence perpetration among young, rural African men. 
Jewkes et al., 2006b (http://www.steppingstonesfeedback.org/index.php/page/Home/gb)  

Yaari Dosti: program in India replicated aspects of Program H in Brazil. Nearly 1,150 young men in Mumbai and rural Uttar 
Pradesh were exposed under the Yaari Dosti program to either peer- led group education activities alone, or combined with a 
community-based behavior change communication or a delayed intervention which promoted gender equity. The study found 
that in all intervention sites there was a significant increase in report of condom use at last sex, decreased partner violence and 
increased support for gender equitable norms. The sample of young men included married and unmarried young men ages 16-
29 in the urban areas and ages 15-24 in the rural settings. Logistic regression showed that men in the intervention sites in 
Mumbai were 1.9 times more likely and in rural Uttar Pradesh 2.8 times more likely to have used condoms with all types of 
partners than were young men in the comparison sites in each place. Furthermore, self-reported violence against partners 
declined in the intervention sites. Verma et al., 2008 (http://www.popcouncil.org/pdfs/horizons/yaaridostieng.pdf)  

Tuelimishane: In Tanzania, evaluation of Tuelimishane (Let’s Educate One Another), a community-based HIV and violence 
program for young men in Dar es Salaam that combined community-based drama and peer education, found that the project 
resulted in significant changes in attitudes and norms related to gender roles and partner violence and some risk behaviors, 
including condom use. Changes in two of the six measures of HIV risk behaviors were found to be significant. Men in the 
intervention community were significantly more likely to have used condoms during their last sexual experience, and they 
were less likely to report using condoms less than half the time in the past six months. There were no significant differences 
regarding reported use of violence, but men in the intervention village were significantly less likely to report that violence 
against women is justified under various scenarios. The program was designed based on formative research among young men 
and women regarding the context of sexual relationships among youth at risk for HIV, including gender norms and roles, 

http://www.steppingstonesfeedback.org/index.php/page/Home/gb
http://www.popcouncil.org/pdfs/horizons/yaaridostieng.pdf
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partner violence, and sexual behavior. The theme of transactional sex and the active roles of young men and women in the 
practice also emerged in the formative research. The interventions for young men were designed around three themes that 
emerged from the formative research, namely, infidelity, sexual communication and conflict. Maganja et al., 2007  

Program H: An impact evaluation of Program H, undertaken by PROMUNDO, was conducted in Brazil to test the hypothesis 
that young men in slum areas of Rio de Janeiro can change their behavior and attitudes through participation in group 
education activities that encourage reflection on what it means to be a man. The program resulted in significantly smaller 
percentages of young men supporting inequitable gender norms over time. Improvements in gender norm scale scores were 
associated with changes in at least one key HIV/STI risk outcome. In two of the three intervention sites, positive changes in 
attitudes toward inequitable gender norms over one year were significantly associated with decreased reports of STI 
symptoms. In two of the three intervention sites young men were approximately four times and eight times less likely to report 
STI symptoms over time, respectively. No significant change was found in condom use. Those boys who reported that they had 
more equitable gender norms as measured by the GEM scale also reported a decrease in STI symptoms. Program H was 
developed on the premise that gender norms, which are passed on by families, peers, and institutions, among others, and are 
interpreted and internalized by individuals, can be changed. Furthermore, reinforcing these messages on the community level 
will have additional positive impacts. The quasi-experimental study, which followed three groups of young men ages over time, 
compared the impact of different combinations of program activities, including interactive education for young men led by 
adult male facilitators and a community-wide social marketing campaign to promote condom use as a lifestyle that used 
gender-equitable messages that reinforced the messages promoted in the education sessions. Pulerwitz et al., 2006 
(http://www.promundo.org.br/en/activities/activities-posts/program-h/)  

One Man Can: A campaign in South Africa, One Man Can, by the Sonke Gender Justice Network, found that as a result of 
training workshops, 25% of the men and boys had accessed VCT, 61% increased condom use and 50% reported acts of gender-
based violence that the men had witnessed so that appropriate action could be taken to protect women. Sonke provided 
training over the period of one year to engage men in gender awareness. The campaign implemented a range of communication 
strategies to shift social norms about men’s roles and responsibility, engaged in advocacy and worked with local government, 
resulting in men’s increased utilization of VCT and increased use of condoms. Phone surveys were conducted with 2000 
randomly selected men and boys who had previously participated in the One Man Can Campaign workshops. Focus group 
discussions, in-depth interviews and key informant interviews were also conducted. Workshops included 20 to 30 participants 
and took place over four to five days, using interactive and experiential activities. The One Man Can Campaign used community 
events, workshops and peer education to create positive models of masculinity around PPT, VCT, HIV prevention, home-based 
care, violence, multiple concurrent partnerships and alcohol abuse. Pre- and post-test surveys showed positive changes toward 
gender equitable attitudes that would assist HIV prevention: prior to the workshop, all the men thought they as men had the 
right to decide when to have sex with their partners; after the workshop, this decreased to 75%. Prior to the workshop, 67% of 
the men thought they could get HIV from kissing that involved the exchange of saliva; after the workshop this decreased to 
none. Prior to the workshop, 63% of the men believed that it is acceptable for men to beat their partners; after the workshop, 
83% disagreed with the statement. Prior to the workshop, 96% of the men believed that they should not interfere in other 
people’s relationships, even if there is violence; after the workshop, all believed they should interfere. Colvin, 2009 
(http://genderjustice.org.za/projects/one-man-can.html)  

Men as Partners: In recent years, evidence has mounted that programs such as MAP are effective in transforming attitudes 
and behaviors. The World Health Organization recently published an evaluation of 57 different programs showing their 
meaningful impact on public health. Identifying more than two-thirds of the programs as either promising or effective, the 
report is the first large-scale analysis showing the value of working with men and boys. EngenderHealth’s contributions to the 
report include the success of its MAP Programs in Nepal and South Africa. The MAP Program in Nepal (led by the ACQUIRE 
Project, of which EngenderHealth is managing partner) is addressing high rates of maternal mortality by training peer 
educators to teach other men about pregnancy complications and the need for obstetric care. As a result, communities in Nepal 
have shown an increase in contraceptive use, an increase in the number of men who have accompanied their wives to clinic 
appointments, and an improvement in men’s knowledge of and attitudes toward their pregnant wives’ health needs. Dramatic 
indications of success have also emerged from South Africa’s MAP Program. A rigorous evaluation of men who participated in 
MAP workshops in Western Cape Province revealed that such interventions translate into measurable changes in their 
attitudes. Most MAP participants (71%) believed that women should have the same rights as men, compared with only 25% of 
men who did not participate in MAP activities, and 82% of the MAP participants thought that it was abnormal for men to 
sometimes beat their wives, compared with 38% of men who did not participate in the MAP program. Building on these 
accomplishments, the MAP Program continues to thrive and innovate, with plans to expand to Ethiopia, Namibia, and Tanzania 

http://www.promundo.org.br/en/activities/activities-posts/program-h/
http://genderjustice.org.za/projects/one-man-can.html
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soon. As one MAP advocate says, “We’re on a forward journey from which there is no looking back. For me, this is a mission 
that gives me the strength to survive and a future to look forward to.” (http://www.engenderhealth.org/our-
work/gender/men-as-partners.php)   

Additional References: 
 
• What Works for Women and Girls: Evidence for HIV/AIDS Interventions. This is a helpful tool in this process. The 

purpose of this PEPFAR-supported website is to provide the evidence necessary to inform country-level 
programming. What Works is a comprehensive review, spanning 2,500 articles and reports with data close to 
100 countries, that has uncovered a number of interventions for which there is substantial evidence of success: 
from prevention, treatment, care and support to strengthening the enabling environment for policies and 
programming. What Works also highlights a number of gaps in programming that remain. 
(www.whatworksforwomen.org) 

• Compendium of Gender Equality and HIV Indicators. The Compendium of indicators covers programmatic 
areas vital to the intersection of gender and HIV. Each of these programmatic areas includes a number of 
indicators that may be used at national, regional or programmatic levels. 
(http://www.cpc.unc.edu/measure/publications/) 

• Program Guide for Integrating GBV Prevention and Response in PEPFAR Programs.  (http://www.aidstar-
one.com/focus_areas/gender/resources/pepfar_gbv_program_guide) 

• Responding to intimate partner violence and sexual violence against women. 2013 WHO clinical and policy 
guidelines. (http://www.who.int/reproductivehealth/publications/violence/9789241548595/en/)  

• Violence against Women and Girls: A Compendium of Monitoring and Evaluation Indicators. This 
compendium provides a number of monitoring and evaluation indicators for GBV services. Some of the 
indicators measure reach and quality of services, and might be helpful as country teams and individual 
programs develop more detailed monitoring and evaluation plans to more fully understand implementation 
processes and program outcomes. (http://www.cpc.unc.edu/measure/publications/pdf/ms-08-30.pdf) 

• Please refer further inquiries to the PEPFAR Gender TWG. 
 

 

  

http://www.engenderhealth.org/our-work/gender/men-as-partners.php
http://www.engenderhealth.org/our-work/gender/men-as-partners.php
http://www.whatworksforwomen.org/
http://www.cpc.unc.edu/measure/publications/
http://www.aidstar-one.com/focus_areas/gender/resources/pepfar_gbv_program_guide
http://www.aidstar-one.com/focus_areas/gender/resources/pepfar_gbv_program_guide
http://www.who.int/reproductivehealth/publications/violence/9789241548595/en/
http://www.cpc.unc.edu/measure/publications/pdf/ms-08-30.pdf
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Prevention Services March 2015 

 
Family Planning and HIV Integration 
Indicator code: 
FPINT_SITE 1 

Family Planning/HIV Integration: Percentage of HIV service delivery points 
supported by PEPFAR that are directly providing integrated voluntary family planning 
services 

Purpose: 
 
This output indicator provides basic information on the coverage of voluntary family planning (FP) services within 
PEPFAR-supported service PMTCT, care, and treatment delivery points 
 
The indicator aims to measure progress towards integrating voluntary family planning within the PEPFAR platform 
at the service delivery level. It captures information about service components that are available, rather than 
service uptake among individual patients in order to avoid setting targets and emphasize voluntarism in family 
planning.  
 
This indicator will enable headquarters, PEPFAR country teams, national governments, and other implementing 
partners to:  
• Gain a basic, but essential, understanding of trends in coverage of family planning services among PEPFAR-

supported service delivery points. 
• Provide information on the integration of HIV and family planning services that can be reported to key 

stakeholders. 
• Identify programmatic HIV/FP gaps, including service contexts, countries, or regions with low levels of HIV/FP 

integration.  
• Assess the need for strategically focused technical assistance concerning the integration of HIV/FP services.  
• Advocate for greater resources and technical assistance for the integration of family planning within the 

PEPFAR platform. 
 
This indicator will be used to monitor coverage of HIV/FP integration at a global level. Therefore, detailed 
information on completion of referrals, FP service uptake, types of contraceptive methods offered on site, and other 
critical components of integrated programs will not be captured. 
 
NGI Mapping:   N/A – this is a new indicator 
PEPFAR Support 
Target/Result 
Type:  

Both Direct Service Delivery (DSD) and Technical Assistance-Service Delivery Improvement 
(TA-SDI) targets and results should be reported to HQ (as defined in the disaggregation for 
this indicator) 

Numerator: 1 Number of service delivery points supported by PEPFAR that are directly providing 
integrated voluntary family planning services 

Denominator: 1 Total number of PEPFAR-supported PMTCT, Care and Treatment HIV service delivery 
points   

Disaggregation(s): 

1 

By Service Type: 
1) Care and Support 
2) Treatment 
3) PMTCT 

Data Source: Monitoring tools, such as forms, check lists, log books, spreadsheets, etc. developed by 
Ministries of Health and/or implementing partners (adapted as necessary).  

Data Collection 
Frequency: 

Data should be aggregated in time for PEPFAR reporting cycles. Data should be reviewed 
regularly for the purposes of program management, to monitor progress towards achieving 
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targets, and to identify and correct any data quality issues. 
Method of Measurement: 
 
The numerator can be generated by summing the number of PEPFAR-supported service delivery points reporting 
provision of integrated family planning services as defined below. 
 
The denominator is the total number of PEPFAR-supported PMTCT, Care and Treatment sites. 
Explanation of Numerator: 
 
Definition: Voluntary Family Planning Service Provision  
In order to be considered as a PEPFAR-supported service delivery point that directly provides integrated voluntary 
family planning services, all 3 criteria below must be met. If a service delivery point provides fewer than 3 of the 
services noted below, it should not be counted under this indicator. 
 
The PEPFAR-supported HIV service delivery point must provide for all relevant clients, including partners in 
HIV discordant couples (as documented by standard operating procedures, guidelines, protocols, manuals and/or 
intake documents, etc.): 

1. Assessment of voluntary family planning needs through routine screening; 
2. Provision of voluntary family planning counseling (including safe pregnancy counseling for those wishing to 

become pregnant, or those who are pregnant); 
3. Provision of a broad range of modern contraceptive methods, in accordance with the National FP policy 

guidelines, for clients who voluntarily wish to delay or prevent pregnancy either directly or through referral 
that includes detailed information (e.g., facility location, hours of operation, etc.) about where methods not 
available at the site can be accessed. 

Definition: Assess Voluntary Family Planning Needs  
In assessing family planning needs, all clients as part of their routine care visit should be asked about topics that 
can include (depending upon the individual client and his or her needs): reproductive goals; prior pregnancies; 
living and family situation; family planning knowledge; previously used family planning methods and satisfaction 
with use; and any family planning-related concerns.  
 
Definition: Provide Voluntary Family Planning Counseling (including Safe Pregnancy Counseling) 
Quality voluntary FP counseling should cover a wide range of topics that are client and context specific, and that 
include both safe pregnancy counseling for individuals who wish to become pregnant as well as contraception for 
individuals who wish to avoid, space or delay pregnancy. Voluntary FP counseling should follow highest standards 
and best practices outlined in the “Additional References” section below.  
 
Definition: Provide Modern Contraceptive Methods  
Per U.S. Government legislation, and in line with national FP policies, a broad range of methods should be provided 
to clients, allowing them to choose the method most appropriate for them, either directly or through referral. All 
referrals should include detailed information about where methods not available at the site can be accessed (e.g., 
facility location, operating hours, etc.).  
 
A community service delivery point can be any public or private non-clinical site where an HIV-related service is 
offered (e.g., HIV testing and counseling, HIV care and support, treatment, PHDP, etc.). This can include (but is not 
limited to) PEPFAR-supported community-based NGOs and FBOs (e.g., community support groups, women’s 
groups, collectives, community health workers, etc.). Individual community health workers are not considered to be 
individual service delivery points. Rather, the organizations with which they are affiliated are considered to be the 
service delivery point.   
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Special Considerations: 

1. HIV/FP Integration Principles 

As articulated in the FY14 COP guidance, USG-supported family planning and HIV/AIDS programs must 
adhere to the following principles:  

• People living with HIV (PLHIV) and their partners should be provided with information on, and be 
able to exercise voluntary choices about their health, including their reproductive health.  

• The USG, including PEPFAR, supports a person‘s right to choose, as a matter of principle, the 
number, timing, and spacing of their children, as well as use of family planning methods, regardless 
of HIV/AIDS status.  

• Family planning use should always be a choice, made freely and voluntarily, independent of the 
person‘s HIV status.  

• The decision to use or not to use family planning should be free of any discrimination, judgment, 
stigma, coercion, duress, or deceit and informed by accurate, comprehensible information and 
access to a variety of methods.  

• Access to and provision of health services, including antiretroviral treatment, for PLHIV should 
never be conditioned on that person's choice to accept or reject any other service, such as family 
planning (other than what may be necessary to ensure the safe use of antiretroviral treatment and 
other drug interactions).  

• PLHIV who wish to have children should have access to safe and non-judgmental pregnancy 
counseling services.  

2. Compliance with U.S. Government Legislative Requirements 

All USG personnel and PEPFAR implementing partners should be aware of legal restrictions and program 
requirements relating to family planning, and should consult with relevant Agency legal counsel with any 
questions in this area. Implementing Agencies must ensure that staff are trained as needed on compliance 
with relevant provisions, and that implementing partners are made aware of the provisions. (See 
http://www.usaid.gov/what-we-do/global-health/family-planning/usaids-family-planning-guiding-
principles-and-us-0.) 
 

Documentation 
The PEPFAR-supported HIV service delivery point must be able to document (through information that can include 
standard operating procedure, guidelines, protocols, manuals and/or intake documents, etc.) that it does all of the 
following: 

1. Assessment of voluntary family planning needs. 
2. Provision of voluntary family planning counseling (including safe pregnancy counseling for those 

wishing to become pregnant, or those who are pregnant).  
3. Provision of a broad range of contraceptive methods for clients who voluntarily wish to delay or 

prevent pregnancy either directly or through referral that includes detailed information about 
where methods not available at the site can be accessed. 

Training  
The PEPFAR-supported HIV service delivery point must be able to demonstrate through information that can 
include training manuals, training records, curricula, certification, etc. that it provides adequate training to ensure 

http://www.usaid.gov/what-we-do/global-health/family-planning/usaids-family-planning-guiding-principles-and-us-0
http://www.usaid.gov/what-we-do/global-health/family-planning/usaids-family-planning-guiding-principles-and-us-0
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staff competency in family planning counseling and service provision and compliance with any national guidelines, 
protocols, etc., concerning the provision of related services., and that such staff competencies are updated on a 
routine basis. 
 
Explanation of Denominator: 
 
The denominator is the total number of PEPFAR-supported PMTCT, care, and treatment service delivery points. 
This should be aggregated by the USG team as part of the reporting process, not by the implementing partner. With 
the denominator, this indicator can be used to determine an overall percentage of integrated voluntary family 
planning services as a measure of coverage. 
 
Interpretation: 
 
This output indicator provides basic information on the coverage of family planning services within specific 
PEPFAR-supported HIV service delivery points. It aims to measure progress towards integrating family planning 
within the PEPFAR platform. 
 
Inherent within the indicator is the principle that integrated HIV/FP program activities must respect a client’s right 
to make informed decisions about his or her reproductive life. This means that clients should have access to an 
appropriate and comprehensive range of contraceptive options; and/or to safer conception/pregnancy counseling 
depending upon their fertility desire and intentions. In line with the longstanding U.S. government policies on FP, 
principles of voluntarism and informed choice must form the basis of integrated HIV/FP programs. 
 
Per PEPFAR Country Operational Plan (COP) Guidance, contraceptive commodities cannot be procured 
using PEPFAR funds. Therefore, PEPFAR-supported programs should partner with national governments, 
bi-lateral donors, multilateral donors, and other organizations that procure contraceptive commodities to 
ensure that commodities are available within PEPFAR-supported service delivery points. Male and female 
condoms can be procured using PEPFAR funds. 
 
The indicator does not provide information on the quality, uptake or completeness of family planning services. It 
monitors the availability of family planning services and does not assure that all needed family planning services 
are adequately provided to clients who voluntarily request them, or specifically assess the quality of such services.  
 
The indicator also does not monitor linkages between HIV and FP services because it is not at the individual/client-
level.  
 
In order to ensure high quality HIV/FP integrated services, a variety of other indicators should be tracked by U.S. 
government teams at the program management level. A list of relevant indicators is available in the USAID 
MEASURE Evaluation Handbook of Indicators for Evaluating Family Planning Programs.11 This Handbook provides a 
comprehensive listing of the most widely used indicators for evaluating family planning programs in developing 
countries. In addition, USAID’s standard family planning metrics and indicators, listed below, are tracked globally 
and can be used to track the outcome of FP programs as appropriate for country programs.   
 

• Number of Couple Years Protection (CYP) provided by USG supported programs. 
• Percent of USG-assisted service delivery points (SDP) that experience a stock out at any time during the 

reporting period of a contraceptive method that the SDP is expected to provide. 
• Percent of USG-assisted service delivery sites providing family planning (FP) counseling and/or services. 
• Number of USG-assisted community health workers (CHWs) providing family planning (FP) information 

                                                           
11 http://www.cpc.unc.edu/measure/publications/ms-94-01 

http://www.cpc.unc.edu/measure/publications/ms-94-01
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and/or services. 
• Percent of audience who recall hearing or seeing a specific USG-supported FP/RH message. 

 
By disaggregating by DSD and TA-SDI models of service provision PEPFAR-supported partners are able to monitor 
whether or not quality of service provision changes based on the service provision model. As the nature of PEPFAR 
support continues to evolve and increasingly DSD sites become TA-SDI sites, it is important to monitor the quality 
of service provision.   
 
PEPFAR Support:  
 
DSD: Sites will be counted as receiving direct service delivery support from PEPFAR when BOTH of the 
below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, support 
to improve the quality of services. 
 
TA-SDI: Sites will be counted as supported through TA-SDI when the point of service delivery receives 
support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to improve 
the quality of services. 
 
See specific indicator reference sheets for PMTCT, Care and Support, and Treatment for further details on criteria 
for DSD and TA-SDI. 
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs. This includes provision of key staff and/or commodities.  
  

AND/OR 
 

2. PEPFAR provides an established presence at and/or routinized, frequent (at least quarterly) support to 
those services to those individuals at HIV service delivery points.  

Additional References: 
 
• PEPFAR FY2014 Technical Considerations. (http://www.pepfar.gov)  
• PEPFAR FY2014 COP Guidance. (http://www.pepfar.gov)  
• PEPFAR Blueprint. (http://www.pepfar.gov/documents/organization/201386.pdf) 
• UNFPA: Preventing HIV and Unintended Pregnancies: Strategic Framework 2013-2015. 

(http://www.unfpa.org/webdav/site/global/shared/documents/publications/ 
2012/PreventingHIV_UnintendedPregnancies_SF2011_2015.pdf) 

• UNFPA SRH & HIV Linkages Resource Pack. (http://www.srhhivlinkages.org/en/index.html) 
• USAID Family Planning and HIV Prevention Integration. 

(http://transition.usaid.gov/our_work/global_health/pop/techareas/fphiv.html) 
• USAID MEASURE Evaluation Handbook of Indicators for Evaluating Family Planning 

Programs. (http://www.cpc.unc.edu/measure/publications/ms-94-01)  
• USAID's Family Planning Guiding Principles and U.S. Legislative and Policy Requirements. 

(http://www.usaid.gov/what-we-do/global-health/family-planning/usaids-family-planning-guiding-
principles-and-us-0) 

• World Health Organization Family Planning Clinical Guidelines and Counseling Tools. 
(http://www.who.int/reproductivehealth/publications/family_planning/clinical/en/index.html) 

• The Balanced Counseling Strategy (http://www.k4health.org/toolkits/sdm/balanced-counseling-strategy-
toolkit-family-planning-service-providers). A practical, interactive, client-friendly counseling strategy that uses 
three key job aids (visual memory aids) for counseling clients about family planning.  

http://www.pepfar.gov/documents/organization/201386.pdf
http://www.unfpa.org/webdav/site/global/shared/documents/publications/2012/PreventingHIV_UnintendedPregnancies_SF2011_2015.pdf
http://www.unfpa.org/webdav/site/global/shared/documents/publications/2012/PreventingHIV_UnintendedPregnancies_SF2011_2015.pdf
http://www.srhhivlinkages.org/en/index.html
http://transition.usaid.gov/our_work/global_health/pop/techareas/fphiv.html
http://www.cpc.unc.edu/measure/publications/ms-94-01
http://www.usaid.gov/what-we-do/global-health/family-planning/usaids-family-planning-guiding-principles-and-us-0
http://www.usaid.gov/what-we-do/global-health/family-planning/usaids-family-planning-guiding-principles-and-us-0
http://www.who.int/reproductivehealth/publications/family_planning/clinical/en/index.html
http://www.k4health.org/toolkits/sdm/balanced-counseling-strategy-toolkit-family-planning-service-providers
http://www.k4health.org/toolkits/sdm/balanced-counseling-strategy-toolkit-family-planning-service-providers
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• The Balanced Counseling Strategy Plus (BCS+): A Toolkit for Family Planning Service Providers Working in High 
HIV/STI Prevalence Settings. A tool to improve the quality of family planning services and to strengthen the 
integration HIV prevention, detection, and care into family planning, such as the risk assessment of STIs.  

• Family Planning: A Global Handbook for Providers (http://www.k4health.org/resources/family-planning-global-
handbook-providers). This handbook offers clinic-based health care professionals in developing countries the 
latest guidance on providing contraceptive methods.  

• Global Health University: Family Planning Counseling e-learning course. 
(http://www.globalhealthlearning.org/course/family-planning-counseling) 

 

 

 

 

  

http://www.popcouncil.org/publications/books/2011_BalancedCounselingStrategyPLUS.asp
http://www.popcouncil.org/publications/books/2011_BalancedCounselingStrategyPLUS.asp
http://www.k4health.org/resources/family-planning-global-handbook-providers
http://www.k4health.org/resources/family-planning-global-handbook-providers
http://www.globalhealthlearning.org/course/family-planning-counseling
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Care and Support  March 2015 
 

Clinical Services  
Indicator code: 
CARE_NEW 1 

Number of HIV-positive adults and children newly enrolled in clinical care during the 
reporting period who received at least one of the following at enrollment: clinical 
assessment (WHO staging) OR CD4 count  

Purpose: 
 
Following HIV diagnosis, prompt enrollment in care is critical to ensure timely assessment of clinical and immune 
status, determine eligibility for ART, and provide key care and support services. Thus prompt linkage from HIV 
testing to enrollment in care is critical. Enrollment in care facilitates timely initiation of ART upon eligibility, which 
has been shown to reduce morbidity and mortality and is a highly effective approach to preventing HIV 
transmission. Further, enrollment in care facilitates access to key care and support services which may further 
reduce morbidity and mortality, enhance retention in care, prevent ongoing transmission of HIV, and enhance 
quality of life for people living with HIV (PLHIV).  
 
This indicator will allow country teams to: 

• Evaluate coverage of HIV clinical services against need and better plan their programs 
• Assess the quality of linkages & referrals between HIV testing and care and treatment programs and 

identify gaps; when compared with the number testing HIV positive (indicator ‘HTC_TST’), this provides a 
rough proxy of linkage to care. 

• Assess the timing of enrollment in care in terms of CD4 count and WHO stage; early enrollment in care 
should facilitate prompt initiation of ART once eligible, preserve immune function, facilitate appropriate 
screening and prevention of opportunistic infections, and promote epidemic control.   

NGI Mapping:   N/A – this is a new indicator 
PEPFAR Support 
Target/Result 
Type:  

Both Direct Service Delivery (DSD) and Technical Assistance-Service Delivery Improvement 
(TA-SDI) - targets and results should be reported to HQ  

Numerator: 
1 

Number of HIV-positive adults and children newly enrolled in clinical care during the 
reporting period who received at least one of the following at enrollment: clinical 
assessment (WHO staging) OR CD4 count  

Denominator: N/A 
Disaggregation(s): 

1 
Age/Sex:  <1 Male, <1 Female, 1-4 Male, 1-4 Female, 5-9 Male, 5-9 Female, 10-14 Male, 
10-14 Female, 15-19 Male, 15-19 Female, 20-24 Male, 20-24 Female, 25-49 Male, 25-
49 Female, 50+ Male, 50+ Female  

3 Recommended: CD4 count: <100, 100-199, 200-349, 350-499, >500 

3 Recommended: WHO Stage: 1, 2, 3, 4 
Data Source: Registers/databases, client records and registers, or other program monitoring tools 

including pre-ART/ART registers should be used to capture this data. 
Data Collection 
Frequency: 

Data should be collected continuously at facilities as part of routine service delivery and 
aggregated in time for PEPFAR reporting cycles. Data should be reviewed regularly for the 
purposes of program management, to monitor progress towards achieving targets, and to 
identify and correct any data quality issues. 

Method of Measurement: 
 
This indicator can be obtained by counting all of the patients who were newly enrolled in care during the reporting 
period who received at least one of the following at enrollment: clinical assessment (WHO staging) OR CD4 count.  
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To be counted for this indicator, HIV-positive individuals should receive at least one of the following at enrollment: 
clinical assessment (WHO staging) OR CD4 count. Countries should work towards routinely documenting patient 
assessment at service enrollment as well as throughout patient care. With this indicator, the goal should be to 
document and monitor the number of PLHIV newly enrolled in care; all these individuals should receive an initial 
assessment, including at a minimum a basic assessment of clinical and/or immune status. This assessment is critical 
to determine ART eligibility, monitor initial clinical and immune status, and assess, prevent and treat opportunistic 
infections and other complications. In the indicator result narratives, programs should provide an explanation of 
how they are deriving this indicator, particularly if an alternative approach to reporting is required.      
 
Transfers of existing patients from clinics or health facilities will not count as new enrollees. However current 
patients at facilities who are newly HIV diagnosed within other clinical programs such as PMTCT or TB should be 
counted under this indicator. 
 
Explanation of Numerator:  
 
Newly enrolled in care is defined as HIV positive individuals enrolling in HIV clinical care programs who are 
registered at the facility and receive at least one of the following at enrollment: clinical assessment (WHO staging) 
OR CD4 count. 
 
PEPFAR country programs should consider defining an appropriate time frame for receipt of these services 
(baseline assessment), relative to enrollment, based on the country context. Ideally patients should undergo a 
baseline assessment, defined as clinical assessment (WHO staging) OR CD4 count, in close temporal proximity to 
enrollment in care. In considering a time frame, enrollment should be defined as the date of enrollment, as recorded 
in a clinic register/database; date of assessment would be either the date of WHO staging, for clinical assessment, or 
the date of specimen collection (blood draw) for CD4 count. However, recognizing that in some situations the 
assessment, particularly specimen collection, might occur prior to, or following, the date of enrollment, programs 
should consider allowing some reasonable time period prior to, or following, the date of enrollment, for the 
assessment to be conducted.   
 
Explanation of Denominator: 
N/A 
 
Interpretation: 
 
This indicator is intended to monitor the linkage between HIV testing and counseling and clinical care programs. It 
can be used in comparison with other program indicators to evaluate the quality of care and determine the linkage 
to care within HIV programs. This can be accomplished by comparing the overall number of those ‘newly’ testing 
HIV positive and the number newly enrolled in clinical care within a specified time period.  
 
On a program level, it may be possible to track the linkage of individual patients if appropriate linkage & referral 
tools exist within the system (see Recommended indicator HTC_LTC). Of note, these two indicators provide 
different but complementary measures, as CARE_NEW counts all clients newly enrolled in care, rather than 
examining successful referrals over a certain period; further, CARE_NEW captures HIV-positive individuals who 
may enroll at a later date.   
 
PEPFAR Support:  
 
DSD: Individuals will be counted as receiving direct service delivery support from PEPFAR when BOTH of 
the below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, 
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support to improve the quality of services. 
 
TA-SDI: Individuals will be counted as supported through TA-SDI when the point of service delivery 
receives support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to 
improve the quality of services. 
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key staff and/or essential commodities for routine service 
delivery. For PLHIV receiving HIV clinical care this can include ongoing procurement of critical commodities 
such as cotrimoxazole, OI and pain medications; laboratory, water, sanitation & hygiene commodities, or 
funding for salaries for HCW who deliver clinical care services. Staff who are responsible for the 
completeness and quality of routine patient records (paper or electronic) can be counted here; however, 
staff who exclusively fulfill MOH and donor reporting requirements cannot be counted. 

 
AND/OR 

 
2. PEPFAR provides an established presence at and/or routinized, frequent (at least quarterly) support to 

those services to HIV positive adults and children at the point of service delivery. For HIV clinical care, this 
ongoing support for service delivery improvement can include: training of service providers, clinical 
mentoring and supportive supervision of HIV service sites, support of data collection and reporting specific 
to maintenance of patient records, data quality, QI/QA of care services, cotrimoxazole and other medication 
consumption forecasting and supply management, support of clinical monitoring of patients, and support 
for patient follow-up and retention activities, etc. 

 
Additional References: 
• Refer to the PEPFAR Adult Care & Support TWG with further inquiries. 
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Care and Support  March 2015 
 

Clinical Services  
Indicator code: 
CARE_CURR 1 

Number of HIV-positive adults and children who received at least one of the following 
during the reporting period: clinical assessment (WHO staging) OR CD4 count OR viral 
load 

Purpose: 
 
Care and support programs provide a range of services across the continuum of care, addressing clinical and non-
clinical needs of people living with HIV (PLHIV) in the pre-ART and ART phases of care. Clinical care is essential for 
all PLHIV, including periodic assessment of clinical and immune status; determination of eligibility for ART, with 
timely initiation of ART for all eligible clients; and provision of other services known to reduce morbidity and 
mortality, such as screening and prophylaxis for opportunistic infections. 
This indicator attempts to measure how many HIV-positive individuals received clinical care services, defined by 
receipt of at least one of the following during the reporting period: clinical assessment (WHO staging) OR CD4 
count OR viral load. Data collected through this indicator will inform country programs and PEPFAR about scale 
and coverage of care services for HIV-positive individuals. With these data, HQ can provide additional support and 
technical assistance to countries in strengthening systems that assure access and use of care services by HIV-
positive individuals. 
 
NGI Mapping:   Replacing C2.1.D given the significant modification in definition. Disaggregations have also 

been modified. Trend analysis will be impacted. Given a more precise definition of clinical 
care, results may initially drop, relative to those reported under the NGI.   

PEPFAR Support 
Target/Result Type:  

Both Direct Service Delivery (DSD) and Technical Assistance-Service Delivery 
Improvement (TA-SDI) targets and results should be reported to HQ 

Numerator: 
1 

Number of HIV positive adults and children who received at least one of the following 
during the reporting period: clinical assessment (WHO staging) OR CD4 count OR viral 
load 

Denominator: N/A 
Disaggregation(s): 

1 
Age/Sex:  <1 Male, <1 Female, 1-4 Male, 1-4 Female, 5-9 Male, 5-9 Female, 10-14 Male, 
10-14 Female, 15-19 Male, 15-19 Female, 20-24 Male, 20-24 Female, 25-49 Male, 25-
49 Female, 50+ Male, 50+ Female 

3 Recommended: Key populations: SW, MSM/TG, PWID 
Data Source: Facility registers/databases, patient/client records and registers, or other program 

monitoring tools. 
Data Collection 
Frequency: 

Data should be collected continuously at the facility as part of routine service delivery and 
aggregated in time for PEPFAR program reporting cycles. Data should be reviewed 
regularly for the purposes of program management, to monitor progress towards 
achieving targets, and to identify and correct any data quality issues. 

Method of Measurement: 
 
The numerator can be generated by counting the number of HIV positive adults and children who received at least 
one of the following during the reporting period: clinical assessment (WHO staging) OR CD4 count OR viral load. 
 
To be counted for this indicator, HIV-positive individuals should receive at least one of the following during the 
reporting period: clinical assessment (WHO staging) OR CD4 count OR viral load. However, it is recognized that 
some country programs may not routinely document these services in a patient register. For example, some facility 
registers do not provide for WHO stage to be recorded for follow-up visits beyond initial enrollment and at the 
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point of ART eligibility. Country programs with this limitation should work towards routinely documenting patient 
assessment throughout the continuum of care. The goal should be to document and monitor the number of PLHIV 
receiving ongoing clinical care services, including at a minimum, a basic assessment of clinical, immunologic, or 
virologic status. In PEPFAR indicator narratives, programs should provide an explanation of how they derive this 
indicator, particularly if an alternative approach to reporting is required.      
 
All individuals receiving ART should also be receiving at least one of the following during the reporting period: 
clinical assessment (WHO staging) OR CD4 count OR viral load and optimally a full range of clinical care services. 
Thus every individual counted as receiving ART (under indicator TX_CURR) is also actively receiving clinical care 
services and therefore should also be counted under CARE_CURR. 
 
Programs should follow national guidelines with regard to monitoring viral load.  In general, measurement of viral 
load should be limited to HIV-positive individuals receiving ART.  
 
The numerator should equal the unique number of adults and children with HIV infection who have received at 
least one of the above mentioned services during the reporting period. Individuals receiving clinical care should 
only be counted once under CARE_CURR, regardless of the number of clinical care services received.  
 
While the receipt of at least one clinical care service (clinical assessment (WHO staging) OR CD4 count OR viral 
load) is sufficient to count an HIV-positive individual as receiving clinical care using this indicator, programs should 
strive to provide appropriate, necessary care to all HIV-positive individuals following national guidelines, providing 
other needed services (clinical and support services) either directly or through referral.  
 
Individuals who receive services from more than one partner or provider should be de-duplicated at the program 
summary level. 
 
Explanation of Numerator:  
 
The numerator is the unique number of individuals receiving at least one of the following during the reporting 
period:  clinical assessment (WHO staging) OR CD4 count OR viral load during the reporting period. 
Explanation of Denominator: 
N/A 
Interpretation: 
 
This indicator is designed to monitor receipt of perhaps the most basic clinical service for PLHIV – i.e., a basic 
assessment of clinical and immune status. The services defined above – WHO staging, CD4 count, and viral load – 
represent “proxy” measures for such an assessment; these were selected because many programs routinely track 
these services in existing systems (e.g., pre-ART or ART registers). All HIV-positive individuals should receive a 
regular, periodic assessment of clinical and immune status, in addition to other essential services such as 
assessment for symptoms of tuberculosis or need for OI prophylaxis or ART. This indicator applies to all PLHIV 
receiving clinical care, including those who have not yet started ART (in pre-ART phase), as well as those on ART; it 
also applies to PLHIV receiving PMTCT services.   
 
This indicator attempts to track progress in providing clinical care services to all HIV-positive individuals, 
determine how many PLHIV are accessing clinical care services in PEPFAR programs, assist with program planning 
and budgeting, and support national governments and programs to identify strengths and gaps in their clinical care 
programming. 
 
This indicator is the total number of unduplicated HIV-positive individuals receiving at least one of the following 
clinical services during the reporting period: clinical assessment (WHO staging) OR CD4 count OR viral load. While 
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an individual must receive at least one of these services to be counted, this indicator does not articulate which 
service was provided, or where it was provided, nor does it capture other care and support services (e.g., other 
clinical or non-clinical services) that may have been provided.  
 
The specific clinical or other care and support services an individual may require will vary according to several 
factors including stage of disease, whether the individual is on ART, availability and need for services, and cost. This 
indicator does not measure quality or effectiveness of services. 
 
PEPFAR Support:  
 
DSD: Individuals will be counted as receiving direct service delivery support from PEPFAR when BOTH of 
the below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, 
support to improve the quality of services. 
 
TA-SDI: Individuals will be counted as supported through TA-SDI when the point of service delivery 
receives support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to 
improve the quality of services. 
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key staff and/or essential commodities for routine service 
delivery. For PLHIV receiving HIV clinical care, this can include ongoing procurement of critical 
commodities such as cotrimoxazole, OI and pain medications; or laboratory, water, sanitation and hygiene 
commodities, or funding for salaries for HCW who deliver clinical care services. Staff who are responsible 
for the completeness and quality of routine patient records (paper or electronic) can be counted here; 
however, staff who exclusively fulfill MOH and donor reporting requirements cannot be counted. 

 
AND/OR 

 
2. PEPFAR provides an established presence at and/or routinized, frequent (at least quarterly) support to 

those services at the point of service delivery. For HIV clinical care. this ongoing support for service delivery 
improvement can include: training of service providers, clinical mentoring and supportive supervision of 
staff at service sites, M&E support of data collection or for maintenance of patient records, data quality, 
QI/QA of care services, cotrimoxazole and other medication consumption forecasting and supply 
management, support of clinical monitoring of patients, supporting patient follow-up and retention 
activities, etc. 

 
Additional References: 
• PEPFAR Technical Considerations FY2014. (http://www.pepfar.gov)  
• Refer to the PEPFAR Adult Care & Support TWG with further inquiries. 

 
  

http://www.pepfar.gov/
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Care and Support March 2015 

 
Community Services 
Indicator code: 
CARE_COMM 1 Number of HIV-positive adults and children receiving care and support services 

outside of the health facility 
Purpose: 
 
PEPFAR supports care and support delivered at facilities and in the community including both clinical and non-
clinical services. 
 
As access to antiretroviral therapy (ART) increases and care is decentralized from large tertiary hospitals to 
primary health centers and community settings, an increasing number of People Living with HIV (PLHIV) will be 
receiving services in the community with the help of community-based supporters, including volunteers, 
community health workers/aides, peer supporters/educators, adherence counselors, expert patients, home health 
aides, lay counselors, or facility-based health care workers, caseworkers or other facility staff providing outreach 
services outside of facilities.   
 
Services provided in the community are likely to vary by setting and include both clinical and non-clinical services, 
and at a minimum should include 1) support for retention for pre-ART and ART clients, for example support group 
involvement, or patient tracking for those lost to follow-up (LTFU) with linkage back to facility; 2) adherence 
support if on treatment; 3) basic client assessments with documentation of clinical and psychosocial needs and 
linkage/referral to other services as appropriate (e.g. for family planning, social services, etc.), and 4) referral and 
linkage to health facilities providing comprehensive HIV care, to assure that all PLHIV are receiving comprehensive 
HIV clinical care and monitoring.  
 
Eligible clients may also receive commodities such as condoms, refill of ART or basic medications such as 
cotrimoxazole. Clients should at the same time continue to receive services at health facilities per national 
guidelines. In order for PLHIV to fully benefit from community services, health facilities where such clients are 
registered should be able to demonstrate successful referrals of pre-ART and ART clients to community services. 
Facilities should provide referrals for clients enrolled in care to appropriate community services at the time of 
initial registration, and at any subsequent time when additional services are needed. 
 
The purpose of this indicator is to determine how many PLHIV receive care and support services outside of the 
health facilities where they are registered for HIV care and treatment. Data collected through this indicator will 
inform PEPFAR country programs about the scale-up and coverage of community care services. With this 
information, additional support and technical assistance can be provided to PEPFAR country programs to 
strengthen systems that ensure access and use of community care services by PLHIV.  
 
To be counted for this indicator, HIV-positive individuals must receive at least one of the following in a community 
setting during the reporting period: (1) support for retention for pre-ART and ART clients, for example support 
group involvement, or patient tracking for those LTFU with referral to care; (2) adherence support if on ART; or (3) 
basic client assessments with documentation of clinical and psychosocial needs and linkage/referral to other 
services as appropriate (e.g. for family planning, social services, etc.). 
 
NGI Mapping:   N/A – this is a new indicator 
PEPFAR Support 
Target/Result Type:  

Both Direct Service Delivery (DSD) and Technical Assistance-Service Delivery Improvement 
(TA-SDI) targets and results should be reported to HQ 

Numerator: 1 Number of HIV-infected adults and children receiving care and support services 
outside facilities during the reporting period (as specified above). 
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Denominator:  N/A 
Disaggregation(s): 

1 
Age/Sex:  <1 Male, <1 Female, 1-4 Male, 1-4 Female, 5-9 Male, 5-9 Female, 10-14 Male, 
10-14 Female, 15-19 Male, 15-19 Female, 20-24 Male, 20-24 Female, 25-49 Male, 25-
49 Female, 50+ Male, 50+ Female 

3 Key population type: FSW, MSM/Transgender, PWID 
Data Source: Registers/databases, patient/client records and registers, or other program monitoring 

tools. 
Data Collection 
Frequency: 

Data should be collected continuously at the facility level as part of routine service delivery. 
Data analysis and review should be done regularly to monitor progress towards achieving 
the targets, and to identify and correct any data quality issues. 

Method of Measurement: 
 
The numerator is generated by counting the number of unique individuals living with HIV, who received at least 
one of the minimum care & support services outside of a health facility, specifically: (1) support for retention for 
pre-ART and ART clients, for example support group involvement, or patient tracking for those LTFU with referral 
to care; (2) adherence support if on ART; or (3) basic client assessments with documentation of clinical and 
psychosocial needs and linkage/referral to other services as appropriate (e.g. for family planning, social services, 
etc.). Individuals receiving more than one care service should be counted only once during the reporting period. 
 
For the purposes of reporting on this indicator, “outside of a facility” may refer to HIV care and support services 
provided in community settings, outreach sites, mobile units or home-based care settings. Services provided in 
primary, secondary or tertiary health facilities or hospitals should not be counted here. Services may be provided 
by either community-based organizations/staff, or facility-based staff (e.g. health care workers, caseworkers, etc. 
providing outreach services), provided they are offered in a community setting. However, it will be important to 
avoid duplicate counts of individuals who may be receiving community services through facility-based outreach 
and through community-based organizations. 
 
Definitions: 
 
PEPFAR care and support programs include support, preventative, and clinical services that may be provided either 
within or outside health facilities. For the purpose of this indicator, only services performed outside of the 
health facility will be counted. 
 
Individuals eligible for care and support services: People living with HIV/AIDS (PLHIV), including pregnant women, 
children, adolescents and adults. Non-HIV infected clients should not be counted towards this indicator even 
though they may benefit from interventions aimed at the entire household (e.g. hygiene and water treatment 
services). 
 
PEPFAR programs should seek to provide priority care and support services appropriately tailored to the status of 
the individual. This should include linkages to other types of services as indicated. Programs should ensure that 
HIV-infected persons receive services throughout the full continuum of care, including in particular clinical services 
(see indicator CARE_CURR) and anti-retroviral therapy once eligible (see indicator TX_CURR).  
 
The aggregated total for this indicator is not simply the sum of the individuals served by all partners. Overlap of 
services provided by community and/or home-based care and support providers must be adjusted for so that 
individuals are counted only once in the aggregated total. Individuals who receive services from more than one 
partner or provider should be de-duplicated at the program summary reporting level. 
 
For instance, individuals may receive services from different partners and still be counted at the partner level; 
however individuals should only be reported once at the summary program level. 
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Note about potential overlap between CARE_COMM and other indicators 
 
CARE_CURR: Individuals receiving clinical care services in the facility as counted under CARE_CURR may also be 
counted under this indicator if the services for CARE_COMM are provided at home or in the community.   
 
OVC indicators: Because OVC services are for HIV positive and negative children and their families, and are 
generally community-based; it is possible that there may be overlap between the HIV positive adults and children 
individuals counted under OVC_SERV/OVC_ACC and CARE_COMM. If HIV positive individuals meet criteria to be 
counted under both indicators, please include them under both.   
 
Explanation of Numerator: 
 
Number of HIV-infected adults and children receiving care and support services outside facilities during the 
reporting period represents the unduplicated number of PLHIV receiving care services outside facilities, as defined 
below. Clients should be counted at first encounter as having received “care in the home/community” if they 
received at least one of the following services outside a facility during the reporting period: 
 

(1) Support for retention for pre-ART and ART clients, for example support group involvement, or patient 
tracking for those lost to follow-up (LTFU) with referral to care;  

(2) Adherence support if on ART; 
(3) Basic client assessments with documentation of clinical and psychosocial needs and linkage/referral to 

other services as appropriate (e.g. for family planning, social services, etc.). 
 
As noted, services provided in primary, secondary or tertiary health facilities or hospitals should not be counted 
here. Services may be provided by either community-based organizations/staff, or facility-based staff (e.g. health 
care workers, caseworkers, or other facility staff providing outreach services), provided they are offered in a 
community setting.   
 
To minimize over-reporting, clients should be counted once at the first encounter even though the services received 
will be ongoing throughout the reporting period. Since the services received are based on need, they should be 
documented throughout the reporting period to reflect high demand services and further inform program planning. 
 
Community groups may provide different care and support services, and eligible clients may receive multiple 
services from different providers and partners. This is likely to lead to counting individuals twice, i.e. double 
counting, and this should be minimized by de-duplicating across partners and service providers. Attempts should 
be made to assign partners to specific areas served by health facilities. Community groups should also record the 
facilities where their clients are registered and receive their clinical care services.  
 
Explanation of Denominator: 
N/A 
Interpretation: 
 
This is a high-level indicator that provides the total number of all individuals receiving care & support services in 
community and/or home-based settings, as defined above. For countries with strong support for clinical platforms 
(e.g. long-term strategy countries), this indicator may be compared to the number of PLHIV receiving clinical care 
in facilities i.e. CARE_CURR indicator, providing country teams with an estimate of the reach and coverage of 
community services among patients receiving clinical care services. Countries or regions that focus primarily on 
technical assistance that may not typically report on CARE_CURR, or may support a very limited number of clients 
in clinical care, should decide on a suitable comparison measure that will give an idea of the reach of their 
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community program. For example, for programs where care and support services are focused primarily on specific 
key populations in targeted geographic areas, it may be appropriate to use key population estimates in those areas 
as a comparison measure. Countries should define an appropriate comparison measure as part of their 
CARE_COMM narrative during the submission of PEPFAR APR results.  
 
Country teams may set a target for this indicator based on the comparison measure defined above (e.g., for 
countries with strong support for clinical platforms, CARE_CURR, or a suitable alternative measure as appropriate), 
and the proportion of these expected to receive community services. This proportion may be determined by 
national guidelines or the availability of resources to deliver community services. Yearly targets should be set for 
this indicator to track the total number of clients receiving community care and support services. 
 
PEPFAR Support:  
 
DSD: Individuals will be counted as receiving direct service delivery support from PEPFAR when BOTH of 
the below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, 
support to improve the quality of services. 
 
TA-SDI: Individuals will be counted as supported through TA-SDI when the point of service delivery 
receives support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to 
improve the quality of services. 
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key staff and/or essential commodities for routine service 
delivery. For PLHIV receiving care and support services in the community, this can include: procurement of 
critical commodities essential for ongoing service delivery, or funding for salaries of HCW who deliver care 
and support services in the community or paying for transportation of those staff to the point of service 
delivery. Staff who are responsible for the completeness and quality of routine patient records (paper or 
electronic) can be counted here; however, staff who exclusively fulfill MOH and donor reporting 
requirements cannot be counted. 

 
AND/OR 
 

2. PEPFAR provides an established presence at and/or routinized, frequent (at least quarterly) support to 
those services at the point of service delivery. For care and support services, this ongoing support for 
service delivery improvement can include: training of service providers, clinical mentoring and supportive 
supervision of staff at service sites, support of data collection, reporting, data quality, QI/QA of care 
services, cotrimoxazole consumption forecasting and supply management, support of clinical monitoring of 
patients, supporting patient follow up and retention activities.  

  
Additional References: 
 
Partially harmonized with Care and support Indicator: HIV-CS2,- Care and Support for Chronically Ill People, The 
Global Fund to Fight AIDS, Tuberculosis and Malaria Monitoring and Evaluation Toolkit: HIV, Tuberculosis and 
Malaria and Health Systems Strengthening Part 2: Tools for monitoring programs for HIV, tuberculosis, malaria and 
health systems strengthening, Third Edition, February 2009 
 
http://www.indicatorregistry.org/sites/default/files/M_E_Toolkit_P2-HIV_en_23.pdf 
 
Refer to the PEPFAR Care & Support TWG with further inquiries. 

 

http://www.indicatorregistry.org/sites/default/files/M_E_Toolkit_P2-HIV_en_23.pdf
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Care and Support March 2015 

 
TB/HIV 
 
Indicator code:  
TB_STAT 1 Percentage of registered new and relapsed TB cases with 

documented HIV status 
Purpose: 
 
This indicator measures the ability of the TB program to ensure that registered TB cases know their HIV status. 
This information is crucial to provide registered TB cases who are HIV-positive with important HIV treatment, 
prevention and care services to reduce HIV-associated morbidity, mortality, and HIV transmission. If a high 
proportion of registered TB cases know their HIV status, the routine HIV status data from this population can 
provide reliable estimates of HIV prevalence among registered TB cases for surveillance purposes.  

NGI Mapping:   N/A – this is a new indicator 
PEPFAR Support 
Target/Result Type:  

Both Direct Service Delivery (DSD) and Technical Assistance-Service Delivery 
Improvement (TA-SDI) targets and results should be reported to HQ  

Numerator: 1 Number of registered new and relapsed TB cases with documented HIV 
status, during the reporting period. 

Denominator: 1 Total number of registered new and relapsed TB cases, during the 
reporting period. 

Disaggregation(s): 1 Age:  <1, 1-4, 5-9, 10-14, 15-19, 20+ 
1 Sex:  Male, Female 
1 By HIV status: Positive, Negative  

Data Source: Basic management unit TB registers. Programs should modify the register as 
needed to easily capture this information. 

Data Collection Frequency: Data should be collected continuously at the facility level as part of routine 
service delivery. Data analysis and review should be done regularly to monitor 
progress towards achieving the targets, and to identify and correct any data 
quality issues. 

Method of Measurement: 
 
The numerator can be generated by counting the number of registered new and relapsed TB cases with 
documented HIV-positive status during the reporting period. The denominator can be generated by counting the 
number of registered new and relapsed TB cases during the reporting period. 
 
Explanation of Numerator 
 
The numerator includes all registered new and relapsed TB cases that tested HIV-positive at registration or had 
documented previously known HIV-positive status (i.e., documented evidence of a previous positive HIV test or 
enrollment in HIV care), during the reporting period. 
 
Explanation of Denominator 
 
The denominator includes all registered new and relapsed TB cases during the reporting period.   
 
 
Interpretation 
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The WHO recommends that all registered TB cases should have documented known HIV status. Therefore, 100% 
achievement should be the starting point for target setting, from which target reductions can be made to account 
for local capacity, history of program performance, evolving programs, and national norms of care. 
 
PEPFAR Support 
 
DSD: Individuals will be counted as receiving direct service delivery support from PEPFAR when BOTH of 
the below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, 
support to improve the quality of services. 
 
TA-SDI: Individuals will be counted as supported through TA-SDI when the point of service delivery 
receives support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to 
improve the quality of services. 
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key staff and/or essential commodities for routine service 
delivery. For TB patients receiving HIV testing, this can include procurement of HTC related commodities 
such as rapid HIV test kits, or funding for salaries of HCW who deliver TB/HIV services. Staff who are 
responsible for the completeness and quality of routine patient records (paper or electronic) can be 
counted here; however, staff who exclusively fulfill MOH and donor reporting requirements cannot be 
counted. 
 

AND/OR 
 

2. PEPFAR provides an established presence at and/or routinized, frequent (at least quarterly) support to 
those services to those individuals at the point of service delivery. For HIV testing among TB patients, this 
ongoing support for service delivery improvement can include: training of TB/HIV service providers, 
clinical mentoring and supportive supervision of staff at TB/HIV sites, infrastructure/renovation of 
facilities, support of TB/HIV service data collection, reporting, data quality, QI/QA of TB/HIV services 
support, HIV test kit or ARV consumption forecasting and supply management, support of lab clinical 
monitoring of patients, support for patient follow up/retention, support of other TB/HIV programs.  

Additional References: 
 

• WHO recommendations for the provision of ART to registered TB cases who are HIV-positive can be 
found in WHO policy on collaborative TB/HIV activities 
(http://www.who.int/tb/publications/2012/tb_hiv_policy_9789241503006/en/index.html). 

• WHO recommendations for TB case categories can be found in Definitions and reporting framework for 
tuberculosis – 2013 revision 
(http://apps.who.int/iris/bitstream/10665/79199/1/9789241505345_eng.pdf). 

• WHO TB/HIV indicator C.1.1. A Guide to Monitoring and Evaluation for Collaborative TB/HIV Activities. 
2009. (http://www.who.int/hiv/pub/tb/hiv_tb_monitoring_guide.pdf). 

 

  

http://www.who.int/tb/publications/2012/tb_hiv_policy_9789241503006/en/index.html
http://apps.who.int/iris/bitstream/10665/79199/1/9789241505345_eng.pdf
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Care and Support March 2015 
 

TB/HIV  
Indicator code: 
TB_ART 1 Percentage of HIV-positive new and relapsed registered TB cases on ART during 

TB treatment  
Purpose: 
 
Because PLHIV who develop active TB disease are often seriously ill or at an advanced stage of 
immunosuppression, the timely initiation of ART among registered TB cases who are HIV-positive is a priority 
intervention to prevent TB-related mortality among PLHIV and to reduce HIV transmission. ART is associated with 
significant reductions in mortality risk among TB cases. The WHO recommends that registered TB cases who are 
HIV-positive should be started on ART as soon as possible within the first 8 weeks of anti-TB treatment (and that 
ART should be started as a matter of emergency, within 2 weeks after the initiation of TB treatment, in TB cases 
with a CD4 count less than 50). Because ART for registered TB cases is frequently provided by the HIV program, 
provision of ART for this population often implies the successful linkage between different programs and facilities. 
This indicator will measure the ability of programs to accomplish this linkage, which has proven a significant 
challenge in many settings where TB and HIV programs are not integrated. 
 
NGI Mapping:   N/A – this is a new indicator 
PEPFAR Support 
Target/Result 
Type:  

Both Direct Service Delivery (DSD) and Technical Assistance-Service Delivery Improvement 
(TA-SDI) targets and results should be reported to HQ  

Numerator: 1 The number of new and relapsed registered TB cases with documented HIV-positive 
status who are on ART during TB treatment during the reporting period. 

Denominator: 1 The number of new and relapsed registered TB cases with documented HIV-positive 
status during TB treatment during the reporting period. 

Disaggregation(s): 1 Age: <1, 1-4, 5-9, 10-14, 15-19, 20+ 

1 Sex:  Male, Female 

1 Positivity Status: Newly tested HIV-positive, Previously known HIV-positive 

1 
Timeliness: 

• ART initiation < 8 weeks of start of TB treatment 
• ART initiation > 8 weeks of start of TB treatment 

Data Source: Basic management unit TB registers. Programs should modify the register as needed to 
easily capture this information. 

Data Collection 
Frequency: 

Data should be collected continuously at the facility level as part of service delivery and 
aggregated in time for PEPFAR reporting cycles. Data should be reviewed regularly for the 
purposes of program management, to monitor progress towards achieving targets, and to 
identify and correct any data quality issues.  

Method of Measurement: 
 
The numerator can be generated by counting the number of registered new and relapsed TB cases with 
documented HIV-positive status who are on ART during TB treatment during the reporting period. The 
denominator can be generated by counting the number of registered new and relapsed TB cases with documented 
HIV-positive status during TB treatment during the reporting period. 
 
Note: Sites that register TB cases (such as stand-alone TB basic management units or sites where TB and HIV 
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services are integrated) should report on this indicator. Stand-alone HIV clinical care sites (that do not register TB 
cases) should not report on this indicator. The indicator is intended to measure the ability of programs to ensure 
registered TB cases initiate ART through program integration or linkage. Stand-alone HIV clinical care sites (that do 
not register TB cases) may not contribute towards the linkage and tracking of registered TB cases who are HIV-
positive, and cannot provide information on registered TB cases who are HIV-positive that do not initiate ART, 
which is required to calculate a denominator.  
 
Explanation of Numerator: 
 
The numerator includes all registered new and relapsed TB cases who are HIV-positive that are on ART during TB 
treatment, including PLHIV who newly initiate ART after TB case registration and those who are already on ART at 
the time of TB case registration, during the reporting period. 
 
Explanation of Denominator: 
 
The denominator includes all registered new and relapsed TB cases undergoing TB treatment that tested HIV-
positive at registration or had documented previously known HIV-positive status (i.e., documented evidence of a 
previous positive HIV test or enrollment in HIV care), during the reporting period.   
 
Interpretation: 
 
The WHO recommends that all registered TB cases who are HIV-positive initiate ART. Therefore, 100% 
achievement should be the starting point for target setting, from which target reductions can be made to account 
for local capacity, history of program performance, evolving programs, and national norms of care. Further, because 
ART status is often captured in the quarterly TB case registration report, TB cases that are registered in one quarter 
but initiate ART the following quarter may not be captured by the TB case registration report. This could result in 
under-recording of ART initiation if data are not updated to reflect TB cases initiating ART during TB treatment, but 
in a different quarter from the one in which they are registered. This should be accounted for in target setting.  
 
Although it is important to ensure that all registered TB cases receive appropriate services (whether tested for HIV 
at time of TB case registration or previously known HIV-positive), the previous known positive/newly tested 
positive disaggregation is included because it is important to identify registered TB cases newly diagnosed with HIV 
to ensure that this population (which has, presumably, not previously accessed HIV services) is appropriately 
connected to HIV services.   
 
The time to ART initiation disaggregation is included to ensure that ART is provided to registered TB cases who are 
HIV-positive within a timeframe that maximizes the reduction of TB-related mortality among PLHIV. 
 
A limitation of this indicator is that it does not measure the successful retention of PLHIV in treatment after the end 
of TB treatment. Such retention can be challenging as it may imply the successful transfer of patient services from 
the TB program to the HIV program, depending on the service delivery model. 
 
PEPFAR Support: 
 
DSD: Individuals will be counted as receiving direct service delivery support from PEPFAR when BOTH of 
the below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, 
support to improve the quality of services. 
 
TA-SDI: Individuals will be counted as supported through TA-SDI when the point of service delivery 
receives support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to 



85 
 

improve the quality of services. 
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key staff and/or essential commodities for routine service 
delivery. For TB patients receiving HIV services, this can include ongoing procurement of critical 
commodities (such as ARVs) or funding for salaries of HCW delivering TB/HIV services. Where TB and HIV 
services are not integrated, this can include support for system/personnel critical to patient referral, 
transfer or tracking that ensures patient linkage between the TB and HIV programs/facilities that is 
required to accomplish the delivery of the service. Staff who are responsible for the completeness and 
quality of routine patient records (paper or electronic) can be counted here; however, staff who exclusively 
fulfill MOH and donor reporting requirements cannot be counted. 

 
AND/OR 
 

2. PEPFAR provides an established presence at and/or routinized, frequent (at least quarterly) support to 
those services to those individuals at the point of service delivery. For HIV services among TB patients, this 
ongoing support for service delivery improvement can include: clinical mentoring and supportive 
supervision of staff at ART sites, support for quality improvement activities, patient tracking/referral 
system support, routine support of ART M&E and reporting, commodities consumption forecasting and 
supply management. 

Additional References: 
 

• WHO TB/HIV indicator C.5.1. A Guide to Monitoring and Evaluation for Collaborative TB/HIV Activities. 
2009. (http://www.who.int/hiv/pub/tb/hiv_tb_monitoring_guide.pdf). 

• WHO Universal Access indicator E2. A Guide on Indicators for Monitoring and Reporting on the Health 
Sector Response to HIV/AIDS. February 2012.  
(http://www.who.int/hiv/data/UA2012_indicator_guide_en.pdf)   

• WHO recommendations for the provision of ART to registered TB cases who are HIV-positive can be found 
in WHO policy on collaborative TB/HIV activities. 2012. 
(http://www.who.int/tb/publications/2012/tb_hiv_policy_9789241503006/en/index.html). 
 

 

 

  

http://www.who.int/hiv/pub/tb/hiv_tb_monitoring_guide.pdf
http://www.who.int/hiv/data/UA2012_indicator_guide_en.pdf
http://www.who.int/tb/publications/2012/tb_hiv_policy_9789241503006/en/index.html
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Care and Support March 2015 
 

TB/HIV  
Indicator code: 
TB_IPT 1 Percentage of PLHIV newly enrolled in HIV clinical care who start isoniazid 

preventative therapy (IPT) 
Purpose: 
 
This indicator measures the provision of IPT to eligible PLHIV to treat latent TB infection and reduce the significant 
burden of TB-associated morbidity and mortality among PLHIV, as recommended by the WHO. 
 
NGI Mapping:   N/A – this is a new indicator 
PEPFAR Support 
Target/Result 
Type:  

Both Direct Service Delivery (DSD) and Technical Assistance-Service Delivery Improvement 
(TA-SDI) targets and results should be reported to HQ 

Numerator: 1 Number of PLHIV newly enrolled in HIV clinical care (as defined in the denominator) 
who start IPT and received at least one dose, during the reporting period.  

Denominator: 
1 

Number of PLHIV newly enrolled in clinical care who received at least one of the 
following at enrollment: clinical assessment (WHO staging) OR CD4 count OR viral 
load, during the reporting period. 

Disaggregation(s): 1 Age: <1, 1-4, 5-9, 10-14, 15-19, 20+ 

1 Sex:  Male, Female 

Data Source: These data should be captured in pre-ART and ART registers. Programs should modify the 
register(s) as needed to easily capture this information. Some countries may capture 
provision of IPT in a separate IPT log that could also potentially serve as a one of the data 
sources for this indicator.  

Data Collection 
Frequency: 

Data should be collected continuously at the facility level as part of routine service delivery 
and aggregated in time for PEPFAR reporting cycles. Data should be reviewed regularly for 
the purposes of program management, to monitor progress towards achieving targets, and 
to identify and correct any data quality issues. 

Method of Measurement: 
 
The numerator can be generated by counting the number of PLHIV newly enrolled in HIV clinical care during the 
reporting period who start IPT and received at least one dose. The denominator can be generated by counting the 
number of PLHIV newly enrolled in HIV clinical care (defined as all PLHIV who received at least one of the following 
at enrollment: clinical assessment (WHO staging) OR CD4 count OR viral load), including PLHIV receiving clinical 
care at maternal and child health facilities providing ARV prophylaxis or ART to HIV-positive pregnant or 
postpartum women or HIV-exposed infants in the context of PMTCT, during the reporting period For more 
information on the denominator, see indicator “CARE_NEW”. 
 
Explanation of Numerator: 
 
The numerator includes all PLHIV newly enrolled in HIV clinical care as defined in the denominator who start IPT 
and received at least one dose. 
 
Explanation of Denominator: 
 
The denominator includes all PLHIV newly enrolled in HIV clinical care (defined as all PLHIV who received at least 
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one of the following: clinical assessment (WHO staging) OR CD4 count OR viral load), including PLHIV receiving 
clinical care at maternal and child health facilities providing ARV prophylaxis or ART to HIV-positive pregnant or 
postpartum women or HIV-exposed infants in the context of PMTCT, during the reporting period. 
 
Interpretation: 
 
A limitation of this indicator is that less than 100% of PLHIV newly enrolled in HIV clinical care will be expected to 
start IPT. The WHO recommends that only those PLHIV who have active TB disease excluded through a negative 
symptom screen or diagnostic evaluation (and who have no contraindications) are eligible for IPT. Thus even a 
successful HIV care program will not initiate all new enrollees on IPT. Depending on the nature of the local TB/HIV 
co-epidemic, complete coverage of IPT among new HIV clinical care enrollees in care or treatment would be 
expected to be around 40% to 50%. Indicator results that show low levels of IPT provision, or declining trends in 
IPT provision, should be interpreted as substandard and require work towards program strengthening. Countries 
will need to set targets for this indicator based on the local capacity, national norms of care, the literature and local 
data on the proportion of PLHIV enrolling in HIV clinical care that are eligible for IPT. 
 
Countries with the ability to identify and count PLHIV eligible for IPT may consider using this information to create 
a disaggregated denominator to more precisely measure program performance.  
 
A second limitation of this indicator is that is counts the number of PLHIV who start IPT, which may different than 
the number who complete or are retained on IPT. For successful treatment of latent TB infection or prevention of 
new TB infection, patients must receive IPT for multiple months, depending on national guidelines. Countries that 
collect data on completion of IPT or retention in IPT may consider using this information to create a disaggregated 
numerator to more precisely measure program performance. 
 
PEPFAR Support: 
 
DSD: Individuals will be counted as receiving direct service delivery support from PEPFAR when BOTH of 
the below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, 
support to improve the quality of services. 
 
TA-SDI: Individuals will be counted as supported through TA-SDI when the point of service delivery 
receives support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to 
improve the quality of services. 
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key staff and/or essential commodities for routine service 
delivery. For PLHIV receiving IPT, this can include ongoing procurement of critical commodities such as IPT 
or funding for salaries of HCW who deliver TB/HIV services such as those critical to patient referral, 
transfer or tracking that ensures patient linkage between the HIV and TB programs and facilities. Staff who 
are responsible for the completeness and quality of routine patient records (paper or electronic) can be 
counted here; however, staff who exclusively fulfill MOH and donor reporting requirements cannot be 
counted. 

 
AND/OR 
 

2. PEPFAR provides an established presence at and/or routinized, frequent (at least quarterly) support to 
those services at the point of service delivery. For TB/ HIV services, this ongoing support for service 
delivery improvement can include: clinical mentoring and supportive supervision in TB/HIV at HIV clinical 
sites, support for quality improvement activities, patient tracking system support, routine support of 
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TB/HIV M&E and reporting, commodities consumption forecasting and supply management, and patient 
referral and transfer that ensures patient linkages between HIV and TB programs and facilities. 

 
 
Additional References: 
 

• This indicator is harmonized with WHO TB/HIV indicator B.2.1. 
(http://www.who.int/hiv/pub/tb/hiv_tb_monitoring_guide.pdf) and WHO Universal Access indicator E3 
(http://www.who.int/hiv/data/UA2012_indicator_guide_en.pdf).  

• WHO recommendations for the provision of IPT can be found in Guidelines for intensified tuberculosis case-
finding and isoniazid preventive therapy for people living with HIV in resource-constrained settings 
(http://www.who.int/hiv/pub/tb/9789241500708/en/index.html). 

  

http://www.who.int/hiv/pub/tb/hiv_tb_monitoring_guide.pdf
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Care and Support March 2015 
 

Food and Nutrition / Nutrition Assessment, Counseling and Support (NACS) 
Indicator code: 
FN_THER 1 Proportion of clinically undernourished PLHIV who received therapeutic or 

supplementary food 
Purpose: 
 
The purpose of this indicator is to assess progress toward providing therapeutic and supplementary food to 
clinically undernourished People Living With HIV (PLHIV). Provision of therapeutic and supplementary food to 
undernourished PLHIV is a key component of treatment, care, and support for PLHIV.  
 
Undernutrition significantly increases mortality risk for HIV-infected individuals regardless of treatment status. 
Therapeutic and supplementary foods are essential and proven interventions to manage and treat undernutrition, 
recommended and supported by World Health Organization (WHO), UNICEF, World Food Program (WFP), and 
other global authorities, as well as by PEPFAR. Programs in several countries provide food support to clinically 
undernourished clients, including therapeutic food products for severely undernourished PLHIV and 
supplementary food products for moderately and mildly undernourished PLHIV.  
 
The indicator enables the scale and coverage of these services to be tracked and monitors the extent to which these 
services are reaching those who need them. Provision of therapeutic and supplementary food is generally 
accompanied by other nutrition services, such as nutrition assessment and counseling, and measuring coverage of 
therapeutic and supplementary food is a strong indicator of the extent to which the larger package of nutrition care 
services is reaching PLHIV. 
 
NGI Mapping:   C2.3 .D continuing – same indicator with modified disaggregations; no impact on trend 

analysis   
PEPFAR Support 
Target/Result 
Type:  

Both Direct Service Delivery (DSD) and Technical Assistance-Service Delivery Improvement 
(TA-SDI) targets and results should be reported to HQ 

Numerator: 1 Number of clinically undernourished PLHIV that received therapeutic or 
supplementary food 

Denominator: 1 Number of PLHIV that were nutritionally assessed and found to be clinically 
undernourished. 

Disaggregation(s): 1 Age:  <1, 1-4, 5-14, 15-17, 18+  

1 Pregnancy Status, Postpartum status 

3 Sex: Male, Female 

3 ART status: pre-ART, ART 

3 Age: 0-6 months, 6–24 months, 24–59 months, 5–14 years, 15–17 years, 18+ 

Data Source: The source of data for this indicator is program and site records that document whether 
clients have received therapeutic or supplementary food. Each time a client is nutritionally 
assessed using anthropometric measurement, the measurement is recorded on the client 
record and/or clinic register indicating whether the client is undernourished. Each time 
therapeutic or supplementary food is provided to a client, this is also recorded in the clinic 
register or program records. 
 
Since the indicator includes ART and pre-ART clients, PMTCT clients, and pediatric HIV 
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clients, in some settings information will be drawn from multiple record systems, such as 
routine health information systems and reporting systems for large-scale food distribution 
programs, especially those that target PLHIV. This may require aggregation at the district 
or national level. 

Data Collection 
Frequency: 

Data should be collected continuously at the facility level as part of service delivery and 
aggregated in time for PEPFAR reporting cycles. Data should be reviewed regularly for the 
purposes of program management, to monitor progress towards achieving targets, and to 
identify and correct any data quality issues. 

Method of Measurement: 
 
The measures associated with this indicator require collection of the number of individuals that were found to be 
undernourished using anthropometric assessment and the number of these clients that received therapeutic or 
supplementary food. Tools needed for nutrition assessment may include weight scales, MUAC measurement tapes, 
stadiometers/height-measuring devices, and recumbent length devices, among others. 
 
National protocols should be used as the criteria for undernutrition for this indicator. Most countries have adopted 
the criteria and cutoffs established and published by WHO, which are summarized in the table below. In all 
countries, accepted national protocols should be used to identify the undernourished, based on the following 
criteria. 
 

Non-pregnant adults > 18 years of age 
 

Body Mass Index (BMI) < 18.5 kg/m2 

Pregnant women and women with infants <6 months 
of age 

MUAC < 220 mm 

Children 6-59 months of age WFH < −2 z-score or MUAC < 125 mm or presence of 
bilateral pitting oedema  

Children 5-9 years of age 
 

BMI-for-age  <-2 z scores 

Adolescents 10-14 years of age 
 

BMI-for-age  <-2 z scores 

Adolescents 15-17 years of age 
 

BMI-for-age  <-2 z scores 

 
Many countries have introduced therapeutic and supplementary food provision in their HIV programs to address 
undernutrition and strengthen care and support for PLHIV. Results from the indicator provide information about 
the extent to which therapeutic and supplementary food support is reaching eligible PLHIV and where gaps may 
exist. Because this is a commodity-based intervention, data from other sources, such as stock data, can be used to 
triangulate data collected at the point of service delivery.   
 
When the proportion of undernourished PLHIV receiving food support is measured, the indicator result will be 
affected by how many and which clients are anthropometrically assessed. If there are changes in the population 
receiving anthropometric assessments (e.g., introduction of nutrition assessment services in new geographic areas 
where therapeutic and supplementary food products are not yet provided), the denominator may change 
significantly without any commensurate change in the numerator. Interpretation of shifts in this indicator should 
consider that changes may reflect a combination of program impacts and the influx (or exit) of populations to (or 
from) the indicator’s measurement universe.  
 
Explanation of Numerator:  
 
When the proportion of individuals receiving therapeutic or supplementary food is being measured, the numerator 
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is the number of clinically undernourished PLHIV that received therapeutic or supplementary food at any point 
during the reporting period. 
 
To tabulate the number of clinically undernourished PLHIV receiving therapeutic or supplementary food, program 
staff review individual client records, clinic registers, or program records to tally the number of clinically 
undernourished clients that received nutrition therapeutic or supplementary feeding at any point during the 
reporting period. 
 
Explanation of Denominator: 
 
The denominator is the number of PLHIV that were nutritionally assessed and found to be clinically 
undernourished. Since the measurement unit is PLHIV, every clinically undernourished PLHIV who was 
nutritionally assessed and found to be clinically undernourished at any point during the reporting period is counted 
once in the denominator (and once in the numerator if he or she received therapeutic or supplementary food at 
least once during the reporting period), irrespective of whether he or she received services once or several times 
during the reporting period.  
 
Interpretation: 
 
The measurement of coverage of food support for clinically undernourished PLHIV can be used at the headquarters 
level to gauge the extent to which nutrition support services are reaching PLHIV who require them as part of 
treatment, care and support. At the national and program levels, the indicator can also be used to monitor and track 
progress in the implementation of nutrition components of comprehensive HIV care and support. This information 
can support national governments and programs to identify strengths and gaps, plan interventions, and determine 
allocation of resources for food and nutrition as needed. At the facility level as well, information from the indicator 
can inform service providers and managers about coverage within the facility, and measurement of the indicator 
can serve as an incentive and reminder to assess the nutritional status of clients and provide therapeutic and 
supplementary foods to those who are undernourished. 
 
PEPFAR Support:  
 
Direct Service Delivery: Individuals will be counted as receiving direct service delivery support from 
PEPFAR when BOTH of the below conditions are met: Provision of key staff or commodities AND frequent, 
at least quarterly, support to improve the quality of services. 
 
TA-SDI: Individuals will be counted as supported through TA-SDI when the point of service delivery 
receives support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to 
improve the quality of services. 
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key staff and/or essential commodities for routine service 
delivery. For PLHIV receiving food and nutrition services, this can include ongoing procurement of critical 
commodities, such as therapeutic or supplementary food or funding for salaries of HCW who deliver 
nutrition assessment or counseling and support services. Staff who are responsible for the completeness 
and quality of routine patient records (paper or electronic) can be counted here; however, staff who 
exclusively fulfill MOH and donor reporting requirements cannot be counted. 
 

AND/OR 
 

2. PEPFAR provides an established presence and/or routinized, frequent (at least quarterly) support to those 
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services at the point of service delivery. For NACS programs, this ongoing support for service delivery 
improvement can include: clinical mentoring and supportive supervision of staff at NACS sites, support for 
quality improvement activities, patient tracking system support, routine support of NACS M&E and 
reporting, commodities consumption forecasting and supply management.  

 
Additional References: 
 
• Van Der Sande, M.A., et al. Body Mass Index at the Time of HIV diagnosis: A Strong and Independent predictor of 

survival. J. Acquir Immune Defic Syndr. 2004. Oct 1;37(2):1288-94.  
• Paton, N.I., et al. The Impact of Malnutrition on Survival and the CD4 Count Response in HIV-Infected Patients 

Starting Antiretroviral Therapy. HIV Med. 2006 Jul;7(5):323-30  
• WHO (World Health Organization). 1999. Management of Severe Malnutrition: A Manual for Physicians and Other 

Senior Health Workers. Geneva, Switzerland.  
• WHO has not yet established MUAC cutoffs to classify adult nutritional status. The cutoff of 220 mm is based on 

common practice, although different program may use different cutoffs. MUAC < 125mm for children <5 years 
of age is not a published cutoff by WHO but is very commonly used in many countries.  

• Cut-off of WFH < -2 SD is for moderate and severe malnutrition, the references are: A Joint Statement by WHO 
and UNICEF, 2009. WHO child growth standards and the identification of severe acute malnutrition in infants and 
children and WHO. 1999. Management of Severe Malnutrition: A Manual for Physicians and Other Senior Health 
Workers. MUAC <125 mm for children <5 years of age is not a cutoff published by WHO but is commonly used in 
many countries.  

• WHO Reference 2007 for children and adolescents 5-19 years of age: http://www.who.int/growthref/en/ and 
WHO 2009. Guidelines for an Integrated Approach to the Nutrition Care of HIV-infected Children.  

• WHO Reference 2007 for children and adolescents 5-19 years of age: http://www.who.int/growthref/en/ and 
WHO 2009. Guidelines for an Integrated Approach to the Nutrition Care of HIV-infected Children.  

• WHO Reference 2007 for children and adolescents 5-19 years of age: http://www.who.int/growthref/en/ and 
WHO 2009. Guidelines for an Integrated Approach to the Nutrition Care of HIV-infected Children.  Castleman, 
Tony, Megan Deitchler and Alison Tumilowicz. A Guide To Monitoring and Evaluation of Nutrition Assessment, 
Education and Counseling of People Living with HIV. Washington, DC: Food and Nutrition Technical Assistance 
(FANTA) Project, Academy for Educational Development, 2008. 
(http://www.fantaproject.org/publications/NAEC.shtml)   

• Food and Nutrition Technical Assistance (FANTA) Project. 2006. Compilation of Monitoring and Evaluation 
(M&E) Indicators Used for Food and Nutrition Interventions Addressing HIV/AIDS. Washington, D.C: Academy for 
Educational Development.  

• Paton NI, S Sangeetha, A Earnest, and R Bellamy. The impact of malnutrition on survival and the CD4 count 
response in HIV-infected patients starting antiretroviral therapy. HIV Medicine 2006, 7: 323-330.  

• The President’s Emergency Plan for AIDS Relief. Next Generation Indicators Reference Guide. Version 1.1, August 
2009. (http://www.pepfar.gov/documents/organization/81097.pdf) 

• The President’s Emergency Plan for AIDS Relief. “Policy Guidance on the Use of Emergency Plan Funds to 
Address Food and Nutrition Needs”. September 2006.  

• Tumilowicz, Alison. Guide to Screening for Food and Nutrition Services Among Adolescents and Adults Living With 
HIV. Washington, DC: Food and Nutrition Technical Assistance II Project (FANTA-2), Academy for Educational 
Development, 2010. (http://www.fantaproject.org/publications/Screening4FNS.shtml)   

• Van der Sande MAB, MFS van der Loeff, AA Aveika, S Sabally, T Togun, R Sarge-Njie, AS Salabi, A Jaye, T Corrah, 
and HC Whittle. Body Mass Index at Time of HIV Diagnosis: A Strong and Independent Predictor of Survival. J 
Acquir Immune Defic Syndr 2004, 37:1288–1294.  

• WFP. 2009. The M&E Guide for Food-Assisted Programming (Draft). Rome, Italy: Nutrition, MCH, and HIV/AIDS 
Units. World Food Program.  

• WHO. Guidelines for an Integrated Approach to the Nutritional Care of HIV-Infected Children (6 months – 14 
years). Geneva, 2010. (http://www.who.int/nutrition/publications/hivaids/9789241597524/en/index.html)  

http://www.fantaproject.org/publications/NAEC.shtml
http://www.pepfar.gov/documents/organization/81097.pdf
http://www.fantaproject.org/publications/Screening4FNS.shtml
http://www.who.int/nutrition/publications/hivaids/9789241597524/en/index.html


93 
 

• WHO. Management of Severe Malnutrition: A Manual for Physicians and Other Senior Health Workers. Geneva, 
1999. (http://whqlibdoc.who.int/hq/1999/a57361.pdf)  

• WHO. “Nutrition and HIV: Report by the Secretariat to the 59th World Health Assembly”. May 2006.  
• WHO. “WHO Child Growth Standards”. 2007. (http://www.who.int/childgrowth/en/)   
• WHO and UNICEF. WHO Growth Standards and the Identification of Severe Acute Malnutrition in Infants and 

Children: A Joint Statement by WHO and UNICEF. Geneva, 2009. 
(http://www.who.int/nutrition/publications/severemalnutrition/9789241598163_eng.pdf)   

• WHO (World Health Organization). 2003. Measuring Change in Nutritional Status: Guidelines for assessing 
nutritional impact of supplementary feeding programmes for vulnerable groups. Geneva, Switzerland: World 
Health Organization. Cogill, Bruce. Anthropometric Indicators Measurement Guide. Food and Nutrition Technical 
Assistance (FANTA) Project. Academy for Educational Development. Washington, D.C., 2003 
 

 

 

 

 

 

 

 

 

 

  

http://whqlibdoc.who.int/hq/1999/a57361.pdf
http://www.who.int/childgrowth/en/
http://www.who.int/nutrition/publications/severemalnutrition/9789241598163_eng.pdf
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Care and Support March 2015 
 

Orphans and Vulnerable Children (OVC) 
Indicator code: 
OVC_SERV 1 Number of active beneficiaries served by PEPFAR OVC programs for children and 

families affected by HIV/AIDS 
Purpose: 
 
PEPFAR is mandated to care for children orphaned or made vulnerable by HIV/AIDS. Mitigating the impact that HIV 
is having on children and the families that support them is integral to a comprehensive HIV response. It is important 
to note that the definition of “affected” children includes, but is not limited to, children infected with HIV/AIDS. 
PEPFAR recognizes that individuals, families, and communities are affected by HIV in ways that may hinder the 
medical outcomes of HIV-positive persons as well as the emotional and physical development of children orphaned 
or made vulnerable by HIV/AIDS. A variety of services are supported through PEPFAR to mitigate these effects in 
order to improve health and well-being outcomes of adults and children. These services include programs that 
support the developmental growth of children and the quality of life of adults and children living with and affected 
by HIV/AIDS. 

This indicator is a direct (output) measure of the number of individuals receiving PEPFAR funded services for 
children and families affected by HIV/AIDS. Data collected from this indicator will inform country programs and 
PEPFAR about the scale-up of services for individuals affected by HIV. Results from this indicator can inform 
program planning and budget allocations and may be used to report against the legislative requirement to serve 
this population. 
NGI Mapping:   New. Replacing C1.1.D <18 disaggregation Significant modification in definition; trend 

analysis will be impacted  
PEPFAR Support 
Target/Result 
Type:  

Both Direct Service Delivery (DSD) and Technical Assistance-Service Delivery Improvement 
(TA-SDI) targets and results should be reported to HQ 

Numerator: 1 Number of active beneficiaries served by PEPFAR programs for children and families 
affected by HIV/AIDS 

Denominator: 1 N/A 
Disaggregation(s): 

1 
Age/Sex:  
<1 Male, <1 Female, 1-4 Male, 1-4 Female, 5-9 Male, 5-9 Female, 10-14 Male, 10-14 
Female, 15-17 Male, 15-17 Female, 18-24 Male, 18-24 Female, 25+ Male, 25+ Female 

Data Source: Registers, referral forms, client records, organization records, or other program monitoring 
tools 

Data Collection 
Frequency: 

Data should be collected continuously as part of service delivery and aggregated in time for 
PEPFAR reporting cycles. Data should be reviewed regularly for the purposes of program 
management, to monitor progress towards achieving targets, and to identify and correct 
any data quality issues. 

Method of Measurement: 
 
The indicator is generated by counting the number of active beneficiaries (children or caregivers) who received at 
least one HKID funded service from facilities and/or community -based organizations (see definition of an ‘active 
beneficiary’ below). To reduce the burden of counting on organizations providing services, registers with names of 
children who meet the criteria for “active beneficiary” are sufficient for generating the number included in this 
indicator. The types of OVC programs required to report on this indicator are outlined in the 2012 PEPFAR OVC 
Guidance and are those designed to address critical care needs. 
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Note about potential overlap between OVC_SERV and CARE_COMM: Since CARE_COMM Number of HIV-infected 
adults and children receiving care and support services outside of the health facility measures care and support 
services delivered to HIV positive individuals in community settings, there may be overlap between the HIV 
positive adults and children individuals counted under CARE_COMM and OVC_SERV. If HIV positive individuals 
meet criteria to be counted under both indicators, please include them under both. 
 
Explanation of Numerator:  
 
Active beneficiary is defined as an individual who has received program services in the last three months and who 
is scheduled to receive program services at least once every three months, as outlined in program guidelines or 
standards of practice. New beneficiaries who only registered in the last quarter will be counted as active, even if 
they have not yet received services. Partners will report on the number of beneficiaries on their “active” registries. 
Partners will not be required to count the number of individuals receiving services at each reporting period. 
Explanation of Denominator: 
N/A 
Interpretation: 
 
This is an output indicator that provides information on the total number of all individuals benefitting from HKID 
funded PEPFAR programs for children and families affected by HIV/AIDS. While an individual must be actively 
involved in a PEPFAR-funded program to be counted, this indicator does not include the type of service that was 
provided, or where it was provided. This indicator is included to track basic program coverage. However, outcome 
indicators will reflect the effectiveness of those programs serving this population and other output indicators may 
indicate types of services received. 
 
PEPFAR Support:  
 
DSD: Individuals will be counted as receiving direct service delivery support from PEPFAR when BOTH of 
the below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, 
support to improve the quality of services. 
 
TA-SDI: Individuals will be counted as supported through TA-SDI when the point of service delivery 
receives support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to 
improve the quality of services. 
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key staff and/or essential commodities for routine service 
delivery. For beneficiaries of OVC services, this can include funding of salaries (partial or full) for staff of the 
organization delivering the individual, small group or community level activity (e.g., psychosocial support, 
child protection services, education, etc)12 or procurement of critical commodities essential for ongoing 
service delivery. Partial salary support may include stipends or incentives for volunteers, or paying for 
transportation of those staff to the point of service delivery. Staff who are responsible for the completeness 
and quality of routine patient records (paper or electronic) can be counted here; however, staff who 
exclusively fulfill MOH/MOSW and donor reporting requirements cannot be counted. 

 
AND/OR 

 
2. PEPFAR provides an established presence at and/or routinized, frequent (at least quarterly) support to 

                                                           
12 Refer to 2012 PEPFAR OVC Guidance for further examples: 
http://www.pepfar.gov/documents/organization/195702.pdf 

http://www.pepfar.gov/documents/organization/195702.pdf
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those services at the point of service delivery. For OVC services, this ongoing support for service delivery 
improvement can include: the development of activity-related curricula, education materials, etc., 
supportive supervision of volunteers, support for setting quality standards and/or ethical guidelines, and 
monitoring visits to assess the quality of the activity, including a home visit, a visit to a school to verify a 
child’s attendance and progress in school or observation of a child’s participation in kids clubs.  

 
Additional References: 
• Refer to the OVC TWG with further inquiries. 

  



97 
 

Care and Support March 2015 
 

Orphans and Vulnerable Children (OVC) 
Indicator code: 
OVC_ACC 1 Number of active beneficiaries receiving support from PEPFAR OVC programs to access 

HIV services 
Purpose: 
 
PEPFAR OVC programs serve children who may already be infected by HIV or are at high risk of becoming HIV 
infected, either through mother-to-child transmission or sexual transmission. It is important for OVC programs to 
link potentially HIV-exposed infants and/or their caregivers to PMTCT programs and to connect children of all ages, 
particularly adolescents, to HIV testing and counseling. Furthermore, it is critical for OVC programs to connect HIV-
infected children with treatment, counseling and support services. 
 
This is a direct output indicator that measures the percent of children and/or caregivers who are referred to and 
enabled to access clinical HIV-related services. The data obtained from this indicator can inform cross-program 
planning including PMTCT, pediatric and adult HIV testing, and treatment programs.  
 
This indicator will enable PEPFAR headquarters to:  
1. Gain a basic, but essential, understanding of the support OVC programs provide to their beneficiaries to enable 

them to access HIV-related services.  
2. Provide important information to stakeholders about the OVC contribution to the clinical goals of the PEPFAR 

continuum of response.  
3. Triangulate data with other OVC output indicators to track levels of OVC services provided across all PEPFAR 

countries over time.  
 
At the country level, this indicator will enable PEPFAR country teams, governments, implementing partners, and 
other in-country counterparts to:  
• Assess the extent to which OVC support services link to clinical HIV services. 

o Identify programmatic gaps by analyzing the number and ages of people receiving support to access 
clinical services  

o Estimate the reach of services in particular geographic areas.  
• Advocate for greater resources and technical assistance to enable OVC programs to contribute to the continuum 

of response. 
NGI Mapping:   N/A – this is a new indicator 
PEPFAR Support 
Target/Result 
Type:  

Both Direct Service Delivery (DSD) and Technical Assistance-Service Delivery Improvement 
(TA-SDI) targets and results should be reported to HQ 

Numerator: 1 Number of active beneficiaries receiving support from PEPFAR OVC programs to 
access HIV services 

Denominator: 1 Number of active beneficiaries served by PEPFAR OVC programs for children and 
families affected by HIV/AIDS (OVC_SERV) 

Disaggregation(s): 
1 

Age/Sex:  
<1 Male, <1 Female, 1-4 Male, 1-4 Female, 5-9 Male, 5-9 Female, 10-14 Male, 10-14 
Female, 15-17 Male, 15-17 Female, 18-24 Male, 18-24 Female, 25+ Male, 25+ Female 

Data Source: Registers, referral forms, client records, or other program monitoring tools 
Data Collection 
Frequency: 

Data should be collected continuously as part of service delivery and aggregated in time for 
PEPFAR reporting cycles. Data should be reviewed regularly for the purposes of program 
management, to monitor progress towards achieving targets, and to identify and correct 
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any data quality issues. 
Method of Measurement: 
 
This indicator is a subset of “OVC_SERV” and is generated by counting the number of active beneficiaries (see 
definition of an ‘active beneficiary’ below) who were enabled to access a clinical HIV service through 
accompaniment, providing transport, bringing such services to the participants, or another system or process 
facilitating access to clinical HIV services. Clinical HIV services include, but are not limited to, testing, care and/or 
treatment services. Since recipients are already active beneficiaries receiving quarterly contact, the provision of 
quarterly contact need not be met to count a person under “OVC_ACC”. If the same individual was provided access 
to any clinical HIV service more than once in the last reporting period, the person receiving the service only counts 
once. Confirmation that the service to which the person was referred was actually received is not necessary to be 
included in this indicator unless demanded so by a country’s own requirement. 
 
Note about potential overlap between OVC_ACC/OVC_SERV and CARE_COMM: Since CARE_COMM Number of 
HIV-infected adults and children receiving care and support services outside of the health facility measures care and 
support services delivered to HIV positive individuals in community settings, there may be overlap between the 
HIV positive adults and children individuals counted under CARE_COMM and OVC_ACC/OVC_SERV. If HIV positive 
individuals meet criteria to be counted under both indicators, please include them under both. 
 
Explanation of Numerator:  
 
The numerator is the number of active beneficiaries who were enabled to access a clinical HIV service (e.g., HIV 
testing, treatment) through accompaniment, providing transport, bringing clinical HIV services to the participants, 
or another system or process facilitating access to clinical HIV services at least once in the last reporting period. The 
numerator should be disaggregated by sex and by age group of the beneficiary.   
 
Explanation of Denominator: Number of active beneficiaries served by PEPFAR OVC programs for children and 
families affected by HIV/AIDS (OVC_SERV). 
 
Active beneficiary is defined as an individual who receives program services at last quarterly (every three months) 
as outlined in program guidelines or standards of practice. New beneficiaries who only registered in the last 
quarter will be counted as active even if they have not yet received services if it is anticipated that they will 
receiving quarterly contacts.  
 
Interpretation: 
 
This is an indicator of active beneficiaries in OVC programs access to HIV clinical services. Supporting child 
beneficiaries’ access to HIV clinical services is of vital importance given the risk of mother-to-child transmission for 
infants and the risk of sexual transmission for adolescents. It is also important for programs to support adult 
(caregiver) beneficiaries’ access to clinical HIV services for their own health and to enable them to continue caring 
for the children under their care.   
 

This indicator does not measure the quality of services provided at the health facility or other service delivery 
points, but it does provide important information on how PEPFAR-funded OVC programs support beneficiaries to 
access HIV clinical services.  
 

This indicator does not reflect the need for HIV clinical services, including testing, care and/or treatment. When 
interpreting the information from this indicator, data users must consider that a low report on this indicator may 
indicate that few beneficiaries needed such services or that the program is not operating to PEPFAR standards of 
practice. 
PEPFAR Support:  
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DSD: Individuals will be counted as receiving direct service delivery support from PEPFAR when BOTH of 
the below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, 
support to improve the quality of services. 
 
TA-SDI: Individuals will be counted as supported through TA-SDI when the point of service delivery 
receives support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to 
improve the quality of services. 
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key staff and/or essential commodities for routine service 
delivery. For beneficiaries receiving OVC support to access HIV services, this can include funding of salaries 
(partial or full) for staff of the organization actively providing support to beneficiaries to access a clinical 
HIV service or procurement of critical commodities essential for ongoing service delivery.13 Partial salary 
support may include stipends or incentives for volunteers, or paying for transportation of those staff to the 
point of service delivery or transport to a beneficiary to access HIV services. Staff who are responsible for 
the completeness and quality of routine patient records (paper or electronic) can be counted here; however, 
staff who exclusively fulfill MOH and donor reporting requirements cannot be counted. 

 
AND/OR 
 

2. PEPFAR provides an established presence at and/or routinized, frequent (at least quarterly) support to 
those services at the point of service delivery. For OVC support to access HIV services, this ongoing support 
for service delivery improvement can include: the provision of technical assistance to strengthen capacity of 
those delivering the service, curriculum development, supportive supervision of volunteers, support for 
setting quality standards and/or ethical guidelines, and monitoring visits to assess the quality of referrals to 
HIV services.  

 
Additional References: 
 
• Refer to the OVC TWG with further inquiries. 

 
 

 

  

                                                           
13 Refer to 2012 PEPFAR OVC Guidance for further examples: 
http://www.pepfar.gov/documents/organization/195702.pdf 

http://www.pepfar.gov/documents/organization/195702.pdf
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Treatment March 2015 
 

ARV Services 
Indicator code: 
TX_NEW 1 Number of adults and children newly enrolled on antiretroviral therapy (ART)    

Purpose: 
 
The indicator measures the ongoing scale-up and uptake of ART programs. This measure is critical to monitor along 
with number of patients currently on ART in relation to the number of PLHA that are estimated to be eligible for 
treatment to assess progress in the programs response to the epidemic in specific geographic areas and population 
as well as at the national level. This is particularly critical in the context of current revisions to country specific ART 
eligibility. Reporting the numbers of new patients enrolled on ART at both the national and overall PEPFAR 
program levels is critical to monitoring the HIV services cascade, specifically the successful linkage between HIV 
diagnosis, enrollment in care services and initiating ART. Disaggregation of pregnant women informs the quality of 
linkages between PMTCT and treatment programs, and disaggregations for pediatric and young children allow 
monitoring of EID and linkage to treatment programs. 
 
NGI Mapping:   T1.1.D continuing - same indicator with modified disaggregations; no impact on trend 

analysis   
PEPFAR Support 
Target/Result 
Type:  

Both Direct Service Delivery (DSD) and Technical Assistance-Service Delivery Improvement 
(TA-SDI) targets and results should be reported to HQ 

Numerator: 1 Number of adults and children newly enrolled on ART 
Denominator: N/A 
Disaggregation(s): 

1 
Age/Sex: <1 Male, <1 Female, 1-4 Male, 1-4 Female, 5-9 Male, 5-9 Female, 10-14 Male, 
10-14 Female, 15-19 Male, 15-19 Female, 20-24 Male, 20-24 Female, 25-49 Male, 25-
49 Female, 50+ Male, 50+ Female 

1 Pregnancy Status , Breastfeeding Status 

3 Recommended: Key populations: SW, MSM/TG, PWID 

Data Source: Facility ART registers/databases, program monitoring tools, or drug supply management 
systems. 

Data Collection 
Frequency: 

Data should be collected continuously at the facility level as part of service delivery and 
aggregated in time for PEPFAR reporting cycles. Data should be reviewed regularly for the 
purposes of program management, to monitor progress towards achieving targets, and to 
identify and correct any data quality issues. 

Method of Measurement: 
 
The numerator can be generated by counting the number of adults and children who are newly enrolled in ART in 
the reporting period, in accordance with the nationally approved treatment protocol (or WHO/UNAIDS standards). 
  
Patients with records who transfer in from another facility, or who temporarily stopped therapy and have started 
again in the time period should not be counted.  
 
NEW is a state defined by an individual’s beginning in a program. It is expected that the characteristics of new 
clients are recorded at the time they newly initiate into a program.  
 
Patients are “new” on ART only if they are naive to lifelong HAART, even though they may have received ARVs for 
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the purposes of prevention of mother-to-child transmission (PMTCT) or post-exposure prophylaxis (PEP). ART 
taken only for the purpose of prevention of mother-to-child transmission and post-exposure prophylaxis are not 
included in this indicator. HIV-positive pregnant women who are eligible for and initiate antiretroviral drug 
therapy for their own treatment are included in this indicator. 
 
HIV-positive pregnant women initiating lifelong ART through PMTCT (including Option B+) will also count as “new” 
on ART under this indicator. These include HIV-positive pregnant women who newly initiated ART during the 
current pregnancy. 
 
DO NOT count other HIV-positive pregnant women taking other ARV regimens for PMTCT in this indicator, 
including those taking maternal triple ARV prophylaxis (provided with the intention to stop at the end of the 
breastfeeding period), maternal AZT (prophylaxis component of WHO Option A during pregnancy and delivery), 
and single-dose nevirapine (with or without tail). 
 
Patients are counted as pregnant if they were pregnant at initiation of ART. Age represents an individual’s age at 
initiation of therapy. For example, if a 14 year old child begins ART and then shortly after turns age 15, the child 
will still be counted under NEW in the <15 age category. 
 
The number of adults and children with HIV infection who are newly receiving ART can be obtained through data 
collected from drug supply management systems or facility-based ART registers. 
 
WHO Recommendations for initiating ART: 
 
Consolidated guidelines on the use of antiretroviral drugs for treating and preventing HIV infection: recommendations 
for a public health approach- June 2013. World Health Organization. ISBN 978 92 4 150572 7 (NLM classification: 
WC 503.2) © World Health Organization 2013 
 
Explanation of Numerator: 
 
The numerator is generated by counting the number of adults and children who are newly enrolled in ART in the 
reporting period, in accordance with the nationally approved treatment protocol (or WHO/UNAIDS standards). 
Explanation of Denominator : 
N/A 
Interpretation: 
 
The indicator measures the ongoing scale-up and uptake of ART programs. This measure is critical to monitor along 
with number of patients currently on ART in relation to the number of PLHA that are estimated to be eligible for 
treatment to assess progress in the programs response to the epidemic in specific geographic areas and population 
as well as at the national level. This is particularly critical in the context of current revisions to country specific ART 
eligibility. 
 
This indicator permits monitoring trends in initiation but does not attempt to distinguish between different lines or 
regimens of ART or to measure the cost, quality or effectiveness of treatment provided. These will each vary within 
and between countries and are liable to change over time.  
 
Since age and pregnancy status change over time, the comparison of NEW, CUMULATIVE, and CURRENT clients by 
age and pregnancy status is challenging. CURRENT is a state defined by vital/treatment status when last seen, so it 
is expected that characteristics of these clients would be updated each time they are seen by a program. On the 
contrary, NEW and CUMULATIVE are states defined by beginning in a program, it is expected that the 
characteristics of new and cumulative clients are recorded at the time they newly initiate or transfer into a program 
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and will remain at that same status over time. 
PEPFAR Support: 
 
DSD: Individuals will be counted as receiving direct service delivery support from PEPFAR when BOTH of 
the below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, 
support to improve the quality of services. 
 
TA-SDI: Individuals will be counted as supported through TA-SDI when the point of service delivery 
receives support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to 
improve the quality of services. 
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key staff and/or essential commodities for routine service 
delivery. For PLHIV receiving ART, this can include ongoing procurement of critical commodities, such as 
ARVs, or funding for salaries of HCW who deliver HIV treatment services. Staff who are responsible for the 
completeness and quality of routine patient records (paper or electronic) can be counted here; however, 
staff who exclusively fulfill MOH and donor reporting requirements cannot be counted. 

 
 AND/OR 
 

2. PEPFAR provides an established presence at and/or routinized, frequent (at least quarterly) support to 
those services at the point of service delivery. For ART services, this ongoing support for service delivery 
improvement can include: clinical mentoring and supportive supervision of staff at HIV sites providing ART, 
support for quality improvement activities, patient tracking system support, routine support of ART M&E 
and reporting, commodities consumption forecasting and supply management. 

 
Additional References: 
 
• Three interlinked patient monitoring systems for HIV care/ART, MCH/PMTCT (including malaria prevention 

during pregnancy), and TB/HIV: standardized minimum data set and illustrative tools. World Health 
Organization 2012 Revision. (http://www.who.int/hiv/pub/me/patient_monitoring_systems/en/) 

• Refer to the PEPFAR Adult Treatment TWG with further inquiries.  
  

http://www.who.int/hiv/pub/me/patient_monitoring_systems/en/
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Treatment March 2015 
 

ARV Services 
Indicator code: 
TX_CURR 1 Number of adults and children currently receiving antiretroviral therapy 

(ART) 
Purpose: 
 
This indicator measures the ongoing scale-up and uptake of ART and retention in ART programs as a critical step in 
the HIV service cascade and assesses progress towards coverage of ART for all eligible HIV-positive individuals 
when reviewed against the number of PLHA that are estimated to be eligible for treatment. It allows us to track the 
response to the epidemic in specific geographic areas and among specific populations as well as at the national 
level.  
 
NGI Mapping:  T1.2.D continuing - same indicator with modified disaggregations; no impact on 

trend analysis  
PEPFAR Support 
Target/Result Type:  

Both Direct Service Delivery (DSD) and Technical Assistance-Service Delivery 
Improvement (TA-SDI) targets and results should be reported to HQ 

Numerator: 1 Number of adults and children with HIV infection receiving antiretroviral 
therapy (ART) 

Denominator: N/A 
Disaggregation(s): 

1 
Age/Sex:  <1 Male, <1 Female, 1-4 Male, 1-4 Female, 5-14 Male, 5-14 Female, 
15-19 Male, 15-19 Female, 20+ Male, 20+ Female 

3 Recommended: Key populations: SW, MSM/TG, PWID 
Data Source: Facility ART registers/databases, program monitoring tools, or drug supply 

management systems. 
Data Collection 
Frequency: 

Data should be collected continuously at the facility level as part of service delivery 
and aggregated in time for PEPFAR reporting cycles. Data should be reviewed 
regularly for the purposes of program management, to monitor progress towards 
achieving targets, and to identify and correct any data quality issues. 

Method of Measurement: 
 
Data for this indicator can be generated by counting the number of adults and children who are currently receiving 
ART in accordance with the nationally approved treatment protocol (or WHO/UNAIDS standards) at the end of the 
reporting period.  
 
The current on ART count should equal the number of adults and children with HIV infection who ever started ART 
minus those patients who are not currently on treatment at the end of the reporting period.  

• Patients on ART who initiated or transferred in during the reporting period should be counted. 
• Patients that pick up several months of antiretroviral drugs at one visit, which include ART received for the 

last month of the reporting period, but not be recorded as visits for the last month should be included in the 
count.  

• HIV-positive pregnant women who are eligible for and are receiving antiretroviral drugs for their own 
treatment are included. HIV-positive pregnant women initiating lifelong ART through PMTCT (including 
Option B+) will count as “current” on ART under this indicator. These include HIV-infected pregnant women 
who: 

o Have newly initiated ART during the current pregnancy 
o Are already on ART at the beginning of the current pregnancy 
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Patients excluded from the Current on ART count are patients who died, stopped treatment, transferred out, or are 
lost to follow-up (patient not seen for 3 months from last visit).  
 
DO NOT count other HIV-positive pregnant women taking other ARV regimens for PMTCT only in this indicator, 
including those taking maternal triple ARV prophylaxis (provided with the intention to stop at the end of the 
breastfeeding period), maternal AZT (prophylaxis component of WHO Option A during pregnancy and delivery), 
and single-dose nevirapine (with or without tail). 
 
ART taken only for the purpose of post-exposure prophylaxis is NOT included in this indicator.  
 
The number of adults and children with HIV infection who are currently receiving ART can be obtained through 
data collected from drug supply management systems (e.g., found at the pharmacy) or facility-based ART registers. 
Patients receiving ART in the private sector and public sector should be included in the numerator for the country 
as a whole. 
 
CURRENT is a state defined by vital/treatment status when last seen, so it is expected that characteristics of these 
clients would be updated each time they are seen by a program. Age represents an individual’s age at the end of the 
reporting period or when last seen at the facility. For example, a 14-year-old child will be counted as currently 
receiving treatment in the <15 age category at the end of reporting period “A”. During reporting period “B” the child 
turns age 15 and so at the end of this reporting period the child will be counted under the 15+ age category. 
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Explanation of Numerator:  
 
The current on ART count should equal the number of adults and children with HIV infection who ever started ART 
minus those patients who are not currently on treatment at the end of the reporting period.  

• Patients on ART who initiated or transferred in during the reporting period should be counted. 
• Patients who pick up several months of antiretroviral drugs at one visit, including ART received for the last 

month of the reporting period, should be included in the count even if their visit for the last month is not 
recorded.  

• HIV-positive pregnant women who are eligible for and are receiving antiretroviral drugs for their own 
treatment are included. HIV-positive pregnant women initiating lifelong ART through PMTCT (including 
Option B+) will count as “current” on ART under this indicator. These include HIV-infected pregnant women 
who: 

o Have newly initiated ART during the current pregnancy 
o Are already on ART at the beginning of the current pregnancy 

 
Explanation of Denominator: 
N/A 
Interpretation: 
 
This indicator permits monitoring trends in coverage but does not attempt to distinguish between different 
regimens of ART or to measure the cost, quality or effectiveness of treatment provided. These will each vary within 
and between countries and are liable to change over time. The proportion of people needing ART varies with the 
stage of the HIV epidemic and the cumulative coverage and effectiveness of ART among adults and children. 
Countries will have varying ways of collecting the inputs for the modeling the number of HIV-infected people in 
need of ART. The degree of utilization of ART will depend on factors such as cost relative to local incomes, service 
delivery infrastructure and quality, availability and uptake of voluntary counseling and testing services, and 
perceptions of effectiveness and possible side effects of treatment. 
 
A basic level of retention (or attrition) can be calculated as current clients divided by cumulative clients; that is the 
proportion of clients that remain on ART at the end of the reporting period of those ever started on ART. This crude 
approximation should not supplant cohort analysis of retention (See indicator TX_RET). 
 
Since age and pregnancy status change over time, the comparison of NEW, CUMULATIVE, and CURRENT clients by 
age and pregnancy status is challenging. CURRENT is a state defined by vital/treatment status when last seen, so it 
is expected that characteristics of these clients would be updated each time they are seen by a program. On the 
contrary, NEW is a state defined by beginning in a program, it is expected that the characteristics of new clients are 
recorded at the time they newly initiate or transfer into a program and will remain at that same status over time. 
 
PEPFAR Support:  
 
DSD: Individuals will be counted as receiving direct service delivery support from PEPFAR when BOTH of 
the below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, 
support to improve the quality of services. 
 
TA-SDI: Individuals will be counted as supported through TA-SDI when the point of service delivery 
receives support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to 
improve the quality of services. 
 
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
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psychological, etc.) care needs by providing key staff and/or essential commodities for routine service 
delivery. For PLHIV receiving ART, this can include ongoing procurement of critical commodities, such as 
ARVs, or funding for salaries of HCW who deliver HIV treatment services. Staff who are responsible for the 
completeness and quality of routine patient records (paper or electronic) can be counted here; however, 
staff who exclusively fulfill MOH and donor reporting requirements cannot be counted. 
 

AND/OR 
 

2. PEPFAR provides an established presence at and/or routinized, frequent (at least quarterly) support to 
those services at the point of service delivery. For ART services, this ongoing support for service delivery 
improvement can include: clinical mentoring and supportive supervision of staff at HIV sites providing ART, 
support for quality improvement activities, patient tracking system support, routine support of ART M&E 
and reporting, commodities consumption forecasting and supply management. 

 
Additional References: 
 
• Three interlinked patient monitoring systems for HIV care/ART, MCH/PMTCT (including malaria prevention 

during pregnancy), and TB/HIV: standardized minimum data set and illustrative tools. World Health 
Organization 2012 Revision. (http://www.who.int/hiv/pub/me/patient_monitoring_systems/en/) 

• #4.1, Global AIDS Response Progress Reporting 2013. Construction of Core Indicators for monitoring the 2011 
UN Political Declaration on HIV/AIDS. January 2013. 
(http://www.unaids.org/en/media/unaids/contentassets/documents/document/2013/GARPR_2013_guidelin
es_en.pdf)  

• Treatment indicator (HIV-T1), The Global Fund to Fight AIDS, Tuberculosis and Malaria Monitoring and 
Evaluation Toolkit: HIV, Tuberculosis and Malaria and Health Systems Strengthening Part 2: Tools for 
monitoring programs for HIV, tuberculosis, malaria and health systems strengthening, Fourth Edition, 
November 2011. 
(http://www.theglobalfund.org/documents/monitoring_evaluation/ME_Part2HIV_Toolkit_en/)   

• Refer to the PEPFAR Adult Treatment TWG with further inquiries. 
 

 

  

http://www.who.int/hiv/pub/me/patient_monitoring_systems/en/
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2013/GARPR_2013_guidelines_en.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2013/GARPR_2013_guidelines_en.pdf
http://www.theglobalfund.org/documents/monitoring_evaluation/ME_Part2HIV_Toolkit_en/
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Treatment March 2015 
 

ARV Services 
Indicator code: 
TX_RET 1 Percentage of adults and children known to be alive and on treatment 12 months after 

initiation of antiretroviral therapy  
Purpose: 
 
This indicator measures the proportion of individuals who have retained on antiretroviral therapy (ART). ART is 
viewed by the scientific community and PEPFAR not only as essential for decreasing morbidity and mortality, but 
also as a highly effective approach to prevent HIV transmission. Death and loss to follow-up are the two highest 
causes of patient attrition from ART, especially in the first few months after initiating on ART. High retention is one 
important measure of program success, specifically in reducing morbidity and mortality, and is a proxy for overall 
quality of the ART program. Monitoring the program level retention is a critical quality of service indicator at the 
site, national and PEPFAR program levels as it can highlight barriers to health seeking behaviors and/or gaps in 
access to and provision of health services. This indicator is also important for long term sustainability of the ART 
programs. 
 
NGI Mapping:  T1.3.D continuing; same indicator with modified disaggregations  
PEPFAR Support 
Target/Result 
Type:  

Both Direct Service Delivery (DSD) and Technical Assistance-Service Delivery Improvement 
(TA-SDI) - targets and results should be reported to HQ 

Numerator: 1 Number of adults and children who are still alive and on treatment at 12 months after 
initiating ART 

Denominator: 
1 

Total number of adults and children who initiated ART in the 12 months prior to the 
beginning of the reporting period, including those who have died, those who have 
stopped ART, and those lost to follow-up. 

Disaggregation(s): 
1 

Age/Sex (disaggregation required for both numerator and denominator):  
<5 Male, <5 Female, 5-14 Male, 5-14 Female, 15-19 Male, 15-19 Female, 20+ Male, 20+ 
Female  

1 Pregnant at ART initiation, Breastfeeding at ART initiation (disaggregation 
required for both numerator and denominator) 

3 Recommended: Retention at 6, 24, 36 months 
3 Recommended: Key populations: SW, MSM/TG, PWID  

Data Source: Program monitoring tools; ART registers/databases and cohort/group analysis forms. 
Data Collection 
Frequency: 

Data should be collected continuously at the facility level as part of service delivery and 
aggregated in time for PEPFAR reporting cycles. Data should be reviewed regularly for the 
purposes of program management, to monitor progress towards achieving targets, and to 
identify and correct any data quality issues. 

Method of Measurement: 
 
Explanation of Numerator: The numerator requires that adult and pediatric patients must be alive and on ART at 12 
months following their initiation of treatment. 
For a comprehensive understanding of survival, the following data must be collected: 
• Number of adults and children in the ART start-up groups initiating ART at 12 months prior to the end of the 

reporting period (denominator) 
• Number of adults and children still alive and on ART at 12 months after initiating treatment (numerator) 
 
The reporting period is defined as a continuous 12-month period that has ended within a pre-defined number of 
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months from the submission of the report. The pre-defined number of months can be determined by PEPFAR or 
national reporting requirements. If the PEPFAR reporting period is 1 October 2014 to 30 September 2015, 
countries will calculate this indicator by using all patients who started ART any time during the 12-month period 
from 1 October 2013 to 30 September 2014. A 12-month outcome is defined as the outcome, i.e., whether the 
patient is still alive and on ART, dead or lost to follow-up, 12 months after starting. For example, patients who 
started ART during August 2014 will have reached their 12-month outcomes in August 2015 (e.g., August 4th 2014-
August 3rd 2015). Patients who started ART during January 2014 will have reached their 12-month outcomes in 
January 2015. 
 
The numerator does not require patients to have been on ART continuously for the 12-month period. Patients may 
be included in the numerator (and denominator) if they have missed an appointment or drug pick-up or 
temporarily stopped treatment during the 12 months since initiating treatment, as long as they are recorded as still 
being on treatment at month 12.  
 
For example, a patient who started ART in September 2014 would be considered “alive and on ART at 12 months” 
(in September 2015) if: 

• The patient visited the facility and received ARVs in September 2015; OR 
• The patient had enough ARVs to last through the end of September 2015 (month 12) based on the last drug 

pick-up (e.g., patient received 60 days of drug on August 15th, or patient received 30 days of drug on September 
1st, etc.). 
 

However, the patient would NOT be considered “alive and on ART at 12 months” if: 
• The patient did NOT have enough ARVs to last through the end of September 2015 (e.g., patient received 30 

days of drug on August 1st); AND 
• The patient was dead, transferred out, stopped, or lost to follow-up at the end of September 2015. 

 
At the facility level, patients who have transferred in with a known treatment initiation date that falls within the 
reporting period should be counted. Conversely, patients who transferred out of the facility should not be counted 
in that facility’s cohort. See “Explanation of Net Current Cohort” in the “Interpretation” section below for further 
details. 
 
For those patients who started ART in September 2014, if at any point during the period September 2014 to 
September 2015 these patients die, are lost to follow-up (and do not return), or stop treatment (and do not restart), 
then at month 12 (September 2015), they are NOT on ART, and NOT included in the retention numerator.  
 
Conversely, a patient who started ART in September 2014 and who missed an appointment in December 2014, but 
is recorded as on ART in September 2015 (at month 12) is on ART and will be included in the numerator. The 
number of adults and children on ART at 12 months includes patients who have transferred in (and their initiation 
date is known) at any point from initiation of treatment to the end of the 12-month period and excludes patients 
who have transferred out during this same period to reflect the net current cohort at each facility. What is 
important is that the patient who has started ART in September in 2014 is recorded as being alive and on ART 12 
months after initiation, regardless of what happens after that initiation date within the reporting period of interest 
(i.e., for this example, 1 October 2014 to 30 September 2015). 
 
Explanation of Denominator: The denominator is the total number of adults and children in the (monthly) ART 
start-up groups who initiated ART at a point 12 months prior to the beginning of the reporting period, regardless of 
their 12-month outcome. (i.e., died, LTFU, stopped); this includes those “New” on ART as well as those who 
“Transferred In” if they have a cohort-start date within the reporting period of interest. At the facility level, the 
Transfers Out (TO) will be taken out of the denominator as well as the numerator. It is assumed that if a patient 
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transfers out from an ART facility, that patient will be a “transfer in” at a new ART facility. Logically, facilities and 
programs may visualize this calculation of the denominator as the facility or program is no longer responsible for 
an ART patient who has officially transferred out to another ART facility. 
 
For example, for the reporting period October 1, 2014 to September 30, 2015, this will include all patients who 
started ART during the 12-month period from October 1, 2013 to September 30, 2014. This includes all patients, 
both those on ART as well as those who are dead, have stopped treatment or are lost to follow-up at month 12. 
Again the denominator includes patients that have transferred in (and their initiation date is known) and excludes 
patients that transferred out during the time period. 
 
This indicator should NOT be estimated. This indicator should be calculated directly from information gathered in 
standard cohort ART registers or tabular analysis from electronic patient level databases.   

Country teams should ensure that all sites are reporting on the same 12 ART start-up groups. Only sites that have 
been operational for at least 24 months prior to the end of the reporting period should report, so that all sites 
report on the same 12 ART start-up groups. PEPFAR country teams may use the USG FY reporting period as the 
timeframe for the 12 ART start-up groups. Teams may also wish to ‘lag’ by 1-3 months the cohort-months 
comprising the annual cohort, in order to allow sufficient time for reporting from data sources (i.e., implementing 
partners and/or national systems). 

Country teams should record how many ART sites are reporting on this indicator and seek to ensure reporting 
among all eligible ART sites (i.e., operational for 24 months) by the end of FY 2015.  

Sites are encouraged to disaggregate retention by health status at initiation (e.g., CD4 count or WHO stage), to 
review the retention of every ART start up group on a continuous basis, to summarize the data at regular intervals 
(e.g., monthly), and to use this information to improve follow-up and retention of patients. 
 
Explanation of Numerator: 
 
The numerator requires that adult and pediatric patients must be alive and on ART at 12 months after their 
initiation of treatment. 
 
Explanation of Denominator: 
 
The denominator is the total number of adults and children in the (monthly) ART start-up groups who initiated 
ART at a point 12 months prior to the beginning of the reporting period, regardless of their 12-month outcome. (i.e., 
died, LTFU, stopped); this includes those “New” on ART as well as those who “Transferred In” if they have a cohort-
start date within the reporting period of interest.   
 
Interpretation: 
 
At the national level, the number of transferred-in patients should match the number of transferred-out patients. 
Therefore, the net current cohort (the patients whose outcomes the facility is currently responsible for recording—
the number of patients in the start-up group plus any transfers in, minus any transfers out) at 12 months should 
equal the number in the start-up cohort group 12 months prior.  
 
Using this denominator may underestimate true “survival”, since a proportion of those lost to follow-up are alive. 
The number of people alive and on ART (i.e., people retained on ART) in a treatment cohort is captured here. WHO 
recommends a target of at least 75% of adults and children alive and on ART at 6 months of follow-up. 
 
Priority reporting is for aggregate survival reporting. If comprehensive cohort patient registries are available then 
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it is encouraged for countries to track survival at 6, 24, and 36 months. If at 6 months of therapy, the retention rate 
is lower than 75%, this information along with other data gleaned can be used to identify areas of adult and 
pediatric care that require strengthening and increased attention. In addition, this will enable comparison over 
time of survival on ART. As it stands, it is possible to identify whether survival at 12 months increases or decreases 
over time. However, it is not possible to attribute cause to these changes. For example, if survival at 12 months 
increases over time, this may reflect an improvement in care and treatment practices or earlier initiation of ART. 
Therefore, collection and reporting of survival over longer durations of treatment outcomes may provide a better 
picture of the long-term success of ART. 
 
PEPFAR Support: 
 
DSD: Individuals will be counted as receiving direct service delivery support from PEPFAR when BOTH of 
the below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, 
support to improve the quality of services. 
 
TA-SDI: Individuals will be counted as supported through TA-SDI when the point of service delivery 
receives support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to 
improve the quality of services. 
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key staff and/or essential commodities for routine service 
delivery. For PLHIV receiving ART, this can include ongoing procurement of critical commodities, such as 
ARVs, or funding for salaries of HCW who deliver HIV treatment services. Staff who are responsible for the 
completeness and quality of routine patient records (paper or electronic) can be counted here; however, 
staff who exclusively fulfill MOH and donor reporting requirements cannot be counted. 

 
AND/OR 
 

2. PEPFAR provides an established presence at and/or routinized, frequent (at least quarterly) support to 
those services at the point of service delivery. For ART services, this ongoing support for service delivery 
improvement can include: clinical mentoring and supportive supervision of staff at HIV sites providing ART, 
support for quality improvement activities, patient tracking system support, routine support of ART M&E 
and reporting, commodities consumption forecasting and supply management. 

 
Additional References: 
 
• Three interlinked patient monitoring systems for HIV care/ART, MCH/PMTCT (including malaria prevention 

during pregnancy), and TB/HIV: standardized minimum data set and illustrative tools. World Health 
Organization 2012 Revision. (http://www.who.int/hiv/pub/me/patient_monitoring_systems/en/) 

• 4.2, Global AIDS Response Progress Reporting 2013. Construction of Core Indicators for monitoring the 2011 
UN Political Declaration on HIV/AIDS. January 2013. 
(http://data.unaids.org/pub/Manual/2007/20070411_ungass_core_indicators_manual_en.pdf) 

• HIV impact indicator (HIV-I6), The Global Fund to Fight AIDS, Tuberculosis and Malaria Monitoring and 
Evaluation Toolkit: HIV, Tuberculosis and Malaria and Health Systems Strengthening Part 2: HIV, Fourth 
Edition, November 2011. 
(http://www.theglobalfund.org/documents/monitoring_evaluation/ME_Part2HIV_Toolkit_en/) 

• WHO updated HIV Drug Resistance Early Warning Indicators and targets – 2012. 
(http://www.who.int/hiv/pub/meetingreports/ewi_meeting_report/en/index.html). 

• Refer to the PEPFAR Adult Treatment TWG with further inquiries  
 

http://www.who.int/hiv/pub/me/patient_monitoring_systems/en/
http://data.unaids.org/pub/Manual/2007/20070411_ungass_core_indicators_manual_en.pdf
http://www.theglobalfund.org/documents/monitoring_evaluation/ME_Part2HIV_Toolkit_en/
http://www.who.int/hiv/pub/meetingreports/ewi_meeting_report/en/index.html
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Treatment March 2015 
 

ARV Services 
Indicator code: 
TX_VIRAL 1 Percentage of ART patients with a viral load result documented in the medical 

record within the past 12 months 
Purpose: 
 
ART is viewed by the scientific community and PEPFAR not only as essential for decreasing morbidity and 
mortality, but also as a highly effective approach to prevent HIV transmission. The ultimate desired outcome of ART 
is an undetectable viral load (usually defined as a viral load <1000 copies/ml). An unsuppressed viral load can be 
indicative of suboptimal treatment adherence, and can lead to the development and spread of drug resistance. In 
line with 2013 WHO guidelines that delineate viral load as the preferred ART monitoring test, PEPFAR countries 
are currently working to scale-up the use of routine viral load testing. This indicator monitors the proportion of 
adult and pediatric patients on ART who have received a viral load test within the recommended testing interval 
(i.e., 12 months). To ensure that the viral load testing can be used by providers for clinical patient management, 
documentation of the result on the patient’s medical record is required. This will be a key indicator for monitoring 
the scale-up of routine viral load testing and return of results to the facility level. 
 
NGI Mapping:  N/A – this is a new indicator 
PEPFAR Support 
Target/Result 
Type:  

Both Direct Service Delivery (DSD) and Technical Assistance-Service Delivery Improvement 
(TA-SDI) targets and results should be reported to HQ. 

Numerator: 1 Number of adult and pediatric ART patients with a viral load result documented in the 
patient medical record within the past 12 months. 

Denominator: 1 Number of adults and children on ART for at least 6 months whose medical records 
were reviewed.  

Disaggregation(s): 
1 

Age/Sex: <1 Male, <1 Female, 1-4 Male, 1-4 Female, 5-14 Male, 5-14 Female, 15-19 
Male, 15-19 Female, 20+ Male, 20+ Female 

1 Result category: Undetectable (<1000 copies/ml); Detectable (>1000 copies/ml) 
Data Source: ART patient charts or ART registers/databases  
Data Collection 
Frequency: 

Viral load results should be collected and documented continuously at the facility level as 
part of routine service delivery and aggregated in time for PEPFAR reporting cycles.. Data 
should be reviewed regularly for the purposes of program management, to monitor 
progress towards achieving targets, and to identify and correct any data quality issues. 

Method of Measurement: 
 
Data collection for this indicator will be done through a sampling methodology. The USG and site teams should 
determine the appropriate number of patient charts that will be randomly selected for review. A suggested sample 
size is 10% of the current patients on ART for least 6 months, with a minimum of 20 and a maximum of 50.  
 
Explanation of Numerator: 
 
Data for the numerator should be generated by counting the number of patients with charts reviewed who have a 
viral load result documented in the medical record within the last 12 months. Review of the medical record is 
required to determine whether any viral load result is present. If yes, review of the time period of the result is 
necessary to determine if the viral load was collected within the past 12 months.  
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The numerator requires that adult and child patients must be alive and on ART for at least 6 months (as most 
national guidelines recommend the first viral load 6 months after ART initiation). The numerator does not require 
patients to have been on ART continuously. Patients may be included in the numerator if they have missed an 
appointment or drug pick-up or temporarily stopped treatment as long as they are still taking ART. On the contrary, 
those patients who have died, stopped treatment, or been lost to follow-up should not be sampled, and therefore, 
will not be included in the numerator.   
 
Explanation of Denominator: 
 
The denominator is the number of sampled adults and children who have been on ART at least 6 months (excluding 
those who have died, stopped ART, or been lost to follow-up) with charts reviewed. 
 
Interpretation: 
 
The indicator determines the proportion of adult or pediatric ART patients who have received a viral load test 
within the appropriate interval. Assessing the ability of ART sites to provide routine viral load testing for ART 
patients is critical to achieving widespread scale-up of viral load monitoring and thus measure virologic 
suppression. This information could also contribute to quality improvement activities designed to maximize rates 
of viral load testing and use of results for clinical and programmatic decision-making.  
 
The programmatic implications of the results include, but are not limited to: 

• Support for the scheduled use of viral load testing as part of routine monitoring and supervision functions 
within the national ART program 

• Modification of laboratory procedures and algorithms for return of viral load testing results to the facility 
level 

• Targeted assistance for countries with lags in scale-up of routine viral load testing 
 
Increasing ART coverage in resource-limited settings in the absence of routine viral load monitoring is raising 
concerns about the development of resistance to first-line ART regimens, long-term individual patient outcomes, 
and increased risk of transmission of HIV, including drug-resistant HIV. To sustain the progress made in reducing 
morbidity and mortality from HIV through ART, it is important that HIV-infected patients continue to have access to 
safe, tolerable, and potent ARVs. To accomplish this, the use of viral load testing to monitor HIV treatment will need 
to be expanded. Increasing the availability of viral load monitoring remains a challenge in most PEPFAR-supported 
countries. Wherever possible, PEPFAR should assist the country in expanding the capacity for VL testing through 
activities such as procurement of reagents and/or platforms and support for transportation systems for processing 
and shipment of specimens. 
 
PEPFAR Support: 
 
DSD: Individuals will be counted as receiving direct service delivery support from PEPFAR when BOTH of 
the below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, 
support to improve the quality of services. 
 
TA-SDI: Individuals will be counted as supported through TA-SDI when the point of service delivery 
receives support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to 
improve the quality of services. 
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key staff and/or essential commodities for routine service 
delivery. For PLHIV receiving ART/VL testing, this can include ongoing procurement of critical 
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commodities, such as for viral load testing or ARVs, or funding for salaries of HCW who deliver HIV 
treatment or laboratory services. Staff who are responsible for the completeness and quality of routine 
patient records (paper or electronic) can be counted here; however, staff who exclusively fulfill MOH and 
donor reporting requirements cannot be counted. 
 

AND/OR 
 

2. PEPFAR provides an established presence at and/or routinized, frequent (at least quarterly) support to 
those services to those individuals at the point of service delivery. For ART/VL services, this ongoing 
support for service delivery improvement can include: clinical mentoring and supportive supervision of 
staff at ART sites, support for quality improvement activities, patient tracking system support, routine 
support of ART M&E and reporting, commodities consumption forecasting and supply management. 

 
Additional References: 
 
• Three interlinked patient monitoring systems for HIV care/ART, MCH/PMTCT (including malaria prevention 

during pregnancy), and TB/HIV: standardized minimum data set and illustrative tools. World Health 
Organization 2009. 

• WHO updated HIV Drug Resistance Early Warning Indicators and targets – 2012. 
http://www.who.int/hiv/pub/meetingreports/ewi_meeting_report/en/index.html). 

• Refer to the PEPFAR Adult Treatment TWG with further inquiries. 
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Treatment March 2015 
 

ARV Services 
Indicator code:  
TX_UNDETECT 1 Proportion of viral load tests with an undetectable viral load (<1000 

copies/ml)  
Purpose: 
 
ART is viewed by the scientific community and PEPFAR not only as essential for decreasing morbidity and 
mortality, but also as a highly effective approach to prevent HIV transmission. This indicator monitors the 
proportion of viral load tests from adult and pediatric ART patients with an undetectable results (<1,000 
copies/ml), allowing ART programs to evaluate to what degree they are improving the clinical outcomes of patients 
in care. Unsuppressed viral load can be indicative of suboptimal treatment adherence, and can lead to the 
development and spread of drug resistance. Monitoring the program level viral suppression is a critical quality of 
service indicator at the site, national and PEPFAR program levels.  
NGI Mapping:   N/A – this is a new indicator 
PEPFAR Support 
Target/Result Type:  

Both Direct Service Delivery (DSD) and Technical Assistance-Service Delivery 
Improvement (TA-SDI) targets and results should be reported to HQ 

Numerator: 1 Number of viral load tests from adult and pediatric ART patients conducted in the 
past 12 months with a viral load <1,000 copies/ml 

Denominator: 1 Number of viral load tests performed from adults and children on ART within the 
current reporting period.  

Disaggregation(s): 1 Age/Sex: <1 Male, <1 Female, 1-4 Male, 1-4 Female, 5-14 Male, 5-14 Female, 15-
19 Male, 15-19 Female, 20+ Male, 20+ Female 

1 Pregnancy Status , Breastfeeding Status 
1 Test indication: Routine monitoring vs. targeted 

Data Source: Laboratory registers/databases 
Data Collection 
Frequency: 

Data should be collected continuously at the viral load testing laboratory as part of 
routine procedures, and all required disaggregations should be included on viral load test 
requisition forms. Results should be aggregated in time for PEPFAR reporting cycles. Data 
should be reviewed regularly for the purposes of program management, to monitor 
progress towards achieving targets, and to identify and correct any data quality issues. 

Method of Measurement: 
The information required for this indicator should be part of standard laboratory information management systems 
so all viral load tests should be included in the measurement.   
 
Explanation of Numerator 
 
Data for the numerator should be generated by counting the number of viral load tests conducted in the past 12 
months with a viral load result <1,000 copies/ml. 
 
Explanation of Denominator 
 
The denominator is the number of viral load tests conducted within the past 12 months from adults and children on 
ART.   
Interpretation 
 
The indicator objective is to determine the proportion of viral load tests conducted on adult or pediatric ART 
patients with an undetectable viral load (defined as viral load <1000 copies/ml). Assessing the ability of ART sites 
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to achieve virologic suppression in each population can inform national ART program monitoring and evaluation. 
This information could also contribute to quality improvement activities designed to maximize rates of viral 
suppression in patients on ART and therefore prevent the acquisition of HIVDR.  
 
Because most PEPFAR countries are gradually scaling-up routine viral load testing, it is essential to report the 
disaggregation of routine vs. targeted viral load tests. Without this information, interpretation of the indicator 
findings will be severely hampered, as targeted viral loads will likely have a higher proportion of detectable results. 
 
The programmatic implications of the indicator results include, but are not limited to: 

• Modification of national algorithms for management of suspected treatment failure, including targeted use 
of viral loads and intensification of adherence support 

• Assessment of need for intensified and/or modified procedures for viral load monitoring of pregnant and 
breastfeeding women 

• Support for national ART program efforts to identify and correct factors associated with suboptimal rates of 
viral suppression to minimize acquisition of HIVDR in patients on ART 

• Assessment of differences in virologic failure rates between adults and children and need for more focused 
interventions in ART clinic settings 

• Support for the scheduled use of viral load testing as part of routine monitoring and supervision functions 
within the national ART program 

 
PEPFAR Support:  
 
DSD: Individuals will be counted as receiving direct service delivery support from PEPFAR when BOTH of 
the below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, 
support to improve the quality of services. 
 
TA-SDI: Individuals will be counted as supported through TA-SDI when the point of service delivery 
receives support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to 
improve the quality of services. 
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key staff and/or essential commodities for routine service 
delivery. For PLHIV receiving ART and viral load services, this can include ongoing procurement of critical 
commodities, such as laboratory test commodities or ARVs, or funding for salaries of HCW who deliver HIV 
treatment or laboratory services. Staff who are responsible for the completeness and quality of routine 
patient records (paper or electronic) can be counted here; however, staff who exclusively fulfill MOH and 
donor reporting requirements cannot be counted. 
 

 AND/OR 
 

2. PEPFAR provides an established presence at and/or routinized, frequent (at least quarterly) support to 
services to those ART patients at the point of service delivery. For ART/VL services, this ongoing support 
for service delivery improvement can include: mentoring and supportive supervision of HIV clinical care or 
laboratory staff, support for quality improvement activities, patient tracking system support, routine 
support of ART or laboratory M&E and reporting, laboratory/ARV commodities consumption forecasting 
and supply management. 

 
Additional References: 
 
• Three interlinked patient monitoring systems for HIV care/ART, MCH/PMTCT (including malaria prevention 
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during pregnancy), and TB/HIV: standardized minimum data set and illustrative tools. World Health 
Organization 2009. 

• WHO updated HIV Drug Resistance Early Warning Indicators and targets – 2012. 
http://www.who.int/hiv/pub/meetingreports/ewi_meeting_report/en/index.html). 

 
Refer to the PEPFAR Adult Treatment TWG with further inquiries. 
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Health Systems Strengthening March 2015 
 

Laboratory 
Indicator code: 
LAB_CAP 1 Number of PEPFAR-supported testing facilities with capacity to perform clinical 

laboratory tests 
Purpose: 
 
An important component for clinical care is laboratory services. In order to support PEPFAR programs, an adequate 
number of clinical laboratories and testing sites are needed to perform testing for HIV/AIDS diagnostics, and care 
and treatment services. Determining the number of laboratories and testing sites that can perform clinical 
laboratory tests would measure the PEPFAR support to build laboratory-testing capacity. This indicator will also 
serve as a proxy for measuring coverage of HIV/AIDS patient monitoring testing. 
 
Countries are encouraged to monitor the numbers of laboratories and testing sites performing HIV/AIDS-related 
testing as well as the capacity of these sites. This effort seeks to evaluate PEPFAR support for laboratory capacity 
that will provide access to high quality, rapid, affordable diagnostic tests for care, treatment, prevention, and 
surveillance for HIV/AIDS.   
 
PEPFAR supports clinical laboratory testing by strengthening the laboratory workforce, development of quality 
management systems, improving infrastructure, supporting of laboratory information management systems, and 
providing supplies, reagents, and equipment. Laboratories are also supported by development of laboratory 
networks, implementation of National Laboratory Polices and Plans, supporting supply chain systems, equipment 
maintenance and service programs, and development or strengthening of referral systems to increase access to 
testing. 
 
PEPFAR also supports decentralization of testing to sites capable of performing rapid diagnostic tests in order to 
increase access to testing and improve HIV patient care.  
 
Knowing the number of HIV/AIDS clinical laboratories and testing sites can indicate if testing coverage is adequate 
or if more capable laboratories are needed.  
 
NGI Mapping:   H1.1.D continuing, same indicator with minimal change in definition; the clarification in 

definition may have a slight impact on trend analysis 
PEPFAR Support 
Target/Result 
Type:  

Both Direct Service Delivery (DSD) and Technical Assistance-Service Delivery Improvement 
(TA-SDI) targets and results should be reported to HQ (as defined in the disaggregation for 
this indicator) 

Numerator: 1 Number of PEPFAR-supported testing facilities with capacity to perform clinical 
laboratory tests 

Denominator: N/A 
Disaggregation(s): 

1 
Type of testing facility: 

• Clinical laboratories 
• POC testing sites  

Data Source: The number of laboratories and testing sites is obtained from program records of the 
PEPFAR-funded partners. 

Data Collection 
Frequency: 

Data should be collected continuously at the site level and aggregated in time for PEPFAR 
reporting cycles. 

Method of Measurement: 
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The number of laboratories is obtained from program records of the PEPFAR-funded partners. 
 
Explanation of Numerator: 
 
This indicator represents the sum of all PEPFAR-supported laboratories and testing sites that perform clinical 
laboratory testing supported with PEPFAR funds. 
 
According to ISO 22870 Point-of-care testing (POCT) – Requirements for quality and competence, POCT is "testing 
that is performed near or at the site of a patient with the result leading to possible change in the care of the patient”. 
POCT can be conducted in traditional laboratory settings or in POCT sites such as hospitals (critical care units, 
emergency care, surgery, maternity and neonatal units), nursing homes, outpatient settings (physician’s offices, 
pharmacies, remote locations), and in patients' homes. PEPFAR differentiates between Clinical Laboratory sites and 
POC Testing Sites according to the following: 
 
Clinical Laboratory is defined as: 

A) Having dedicated physical laboratory infrastructure and 
B) Having dedicated laboratory personnel and 
C) Conducting laboratory testing in one or more of the following areas:  

a.  diagnosis of HIV infection with EIA or molecular methods  
b.  HIV/AIDS care and treatment monitoring with CD4 testing or HIV viral loads  
c.  hematology  
d.  clinical chemistry  
e.  serology*  
f.  microbiology  
g.  blood banking  
h.  TB diagnostics  
i.  malaria infection diagnostics  
j.  STI diagnostics  
k.  OI (Opportunistic Infection) diagnostics, including Cryptococcal antigen  

 
*HIV rapid testing may be conducted in a clinical laboratory. However, sites conducting only HIV rapid testing 
are considered to be POCT sites.  

 
POC Testing Site* is defined as: 

A) No clinical laboratory infrastructure present in the testing environment even if there is a clinical 
laboratory present elsewhere in the facility and 

B) Testing is conducted near or at the site of a patient with the result leading to possible change in patient 
care and 

C) Testing is conducted by laboratory or non-laboratory personnel  
 
*Sites conducting only HIV rapid testing are considered to be POCT sites. For Site Improvement through Monitoring 
System (SIMS) assessments, HIV rapid testing POC sites should be scored using the relevant CEEs in the HTC Domain.  
 
Explanation of Denominator: 
N/A 
Interpretation: 
Monitoring the number of laboratories capable of providing testing for PEPFAR programs seeks to evaluate 
PEPFAR-support to build laboratory capacity. This indicator, because of different capacities of laboratories, does 
not measure adequacy of coverage of laboratory services, but will give indication of trends in delivering laboratory 
services. It should be noted, laboratories at the higher level will have greater capacity for testing than those at a 
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lower levels. This indicator also does not attempt to measure the quality, cost, and effectiveness of services 
provided. 
 
PEPFAR Support:  
 
DSD: Sites will be counted as receiving direct service delivery support from PEPFAR when BOTH of the 
below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, support 
to improve the quality of services. 
 
TA-SDI: Sites will be counted as supported through TA-SDI when the point of service delivery receives 
support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to improve 
the quality of services. 
 
PEPFAR support for laboratories and testing sites should ensure continuous access to clinical laboratory testing for 
HIV/AIDS patient diagnosis, care, and treatment. Access to clinical laboratory testing may be interrupted due to 
poor laboratory infrastructure, lack of equipment, reagents, or supplies, malfunction of equipment, personnel and 
technical skills issues, or poor laboratory management. PEPFAR support for laboratories should provide 
uninterrupted clinical laboratory testing, but also ensure that those laboratories provide quality results, which are 
monitored by Internal and External Quality Assurance Programs.   
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key laboratory staff and/or recurrent maintenance and 
operations that includes at least one of the following: 
• Laboratory/testing site construction/renovation/upgrade  
• Provision of laboratory/testing site equipment, reagents, or supplies 
• Provision of maintenance and support of laboratory/testing site equipment 
• Maintenance/implementation of information systems for laboratory/testing site 
• Compliance with workplace safety and security regulations and national policies 

 
AND/OR 
 

1. PEPFAR provides an established presence at and/or routinized, frequent (at least quarterly) support to 
those services at the point of service delivery. This ongoing support for laboratory service delivery 
improvement can include: monitoring the capacity of the laboratory/testing site to ensure the following: 
construction/renovation/upgrade are moving towards completion, equipment, reagents, or supplies are 
utilized effectively, equipment are functional and properly maintained, laboratory information systems are 
utilized and supported, or workplace safety and security regulations are followed. This can also include 
formal training or mentoring of laboratory staff or other healthcare workers conducting clinical laboratory 
tests, support for implementation of EQA and quality improvement activities, strengthening of specimen 
referral and result reporting systems, compliance with laboratory and testing site policies and plans, or 
strengthen the laboratory commodity management system.  

 
Additional References: 
• Nkengasong, J. et al (2010). Laboratory systems and services are critical in global health. Time to end the 

neglect? American Journal of Clinical Pathology, 134, 368-373. doi: 10.1309/AJCPMPSINQ9BRMU6  
• Gershy-Damet, G. et al (2010). The World Health Organization African Region laboratory accreditation process 

improving the quality of laboratory systems in the African Region. American Journal of Clinical Pathology, 134, 
393-400. doi: 10.1309/AJCPTUUC2V1WJQBM 
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Health Systems Strengthening March 2015 
 

Laboratory 
Indicator code: 
LAB_ACC 1 

Number of PEPFAR-supported testing facilities (laboratories) that are recognized by 
national, regional, or international standards for accreditation or have achieved a 
minimal acceptable level towards attainment of such accreditation 

Purpose: 
 
Laboratory services are an essential component in the diagnosis and treatment of persons infected with the human 
immunodeficiency virus (HIV), and other related diseases of public health significance, including malaria and TB. 
Presently, the laboratory infrastructure for HIV, malaria, and TB testing and quality assurance remains weak in 
most PEPFAR-supported countries. There is therefore an urgent need to strengthen the laboratory and improve the 
quality management systems to ensure the laboratory has the capacity to provide accurate and timely services for 
improved patient diagnosis and treatment.  Providing a stepwise approach to improve the laboratory has led to the 
establishment of quality improvement and accreditation preparedness systems. This is intended to enable 
countries to improve and strengthen the capacity of their laboratories and measure their progress. Accreditation 
provides documentation that the laboratory has the capability and the capacity to detect, identify, and promptly 
report all diseases of public health significance that may be present in clinical and research specimens. The 
stepwise quality improvement and accreditation preparedness process further provides a learning opportunity, a 
pathway for continuous improvement, a mechanism for identifying resource and training needs, and a measure of 
progress. 
 
This indicator measures the progress and extent to which USG-support has built laboratory capacity, quality, and 
sustainability by determining the number of laboratories continually improving quality towards accreditation or 
received accreditation and the laboratories’ ability to maintain accreditation over time. 
 
NGI Mapping:   H1.2.D continuing, same indicator with minimal change in definition; the clarification in 

definition may have a slight impact on trend analysis 
PEPFAR Support 
Target/Result 
Type:  

Both Direct Service Delivery (DSD) and Technical Assistance-Service Delivery Improvement 
(TA-SDI) targets and results should be reported to HQ (as defined in the disaggregation for 
this indicator) 

Numerator: 
1 

Number of PEPFAR-supported testing facilities (laboratories) that are recognized by 
national, regional or international standards for accreditation or have achieved a 
minimal acceptable level towards attainment of such accreditation 

Denominator: N/A 
Data Source: Counts of both the number of accredited laboratories as well as laboratories that have 

achieved the minimum level of recognition in an accreditation preparedness program are 
obtained from program records of the PEPFAR-funded partners. 

Data Collection 
Frequency: 

Data should be aggregated in time for PEPFAR reporting cycles. Laboratories must be 
audited at least once every two years to be counted.  

Method of Measurement: 
 
 The number of accredited laboratories as well as laboratories that have achieved the minimum level of recognition 
in an accreditation preparedness program are obtained from program records of the PEPFAR-funded partners.   
 
Explanation of Numerator: 
 
A PEPFAR-supported clinical laboratory is counted as being accredited if it has received national, regional, or 
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international accreditation. 
 
Full accreditation and levels of accreditation are assessed by a standardized set of criteria defined by acceptable 
international, regional, and national standards. Full accreditation is defined by meeting acceptable criteria in order 
to receive certification by a recognized approved accreditation organization, such as College of American 
Pathologists (CAP), International Organization for Standardization (ISO), regional accreditation bodies such as 
South African National Accreditation System (SANAS), or other approved accreditation organizations. Accreditation 
certificates are a formal recognition that a laboratory is competent to perform clinical testing. 
 
PEPFAR-supported laboratories that have achieved the minimum level of recognition in a nationally or regionally-
recognized quality improvement and accreditation preparedness scheme that uses the country or region’s 
equivalent to the WHO AFRO SLIPTA Checklist (i.e., a laboratory with at least one star on the WHO- AFRO SLIPTA 
checklist or at least tier one level of the CDC/PAHO Caribbean Laboratory Quality Management System Stepwise 
Improvement Process towards Accreditation checklist) by a qualified external auditor, should be counted. For the 
WHO AFRO region, this recognition should be issued by the African Society for Laboratory Medicine (ASLM), the 
implementing partner for WHO AFRO SLIPTA, for the laboratory to be counted. Similar organizations or bodies in 
other regions or countries may issue this recognition under their respective quality improvement and accreditation 
preparedness scheme, provided the audit is conducted by a qualified external auditor.  
 
Laboratories will be assessed in a stepwise process towards full laboratory accreditation using scores on the 
checklist. Levels of accreditation preparedness will be assigned after assessment and laboratories that meet a 
minimal acceptable level of recognition (e.g., one star on the WHO-AFRO SLIPTA checklist) will be counted.  
 
Internal assessments and audits, including those conducted as part of a training program curriculum, do not count 
towards this indicator. 
 
Laboratories working towards accreditation should be counted as long as they maintain at least one star on the 
WHO-AFRO SLIPTA checklist, or its equivalent. 
 
Laboratories that have enrolled in an accreditation preparedness process, but have not achieved any officially 
recognized progress towards accreditation through the official external audit, should not be counted. 
 
Any accredited laboratory that loses accreditation compared to the last reporting year will not be counted. 
 
Explanation of Denominator: 
N/A 
Interpretation: 
 
This indicator monitors the improvement of laboratory quality services in testing facilities (laboratories) supported 
by PEPFAR. This indicator assesses the quality systems of a laboratory and the ability of a laboratory to maintain 
quality. 
 
Determining the number of accredited clinical laboratories, the progress of a laboratory towards accreditation, and 
the laboratory’s ability to maintain accreditation over time provides documentation that the laboratory has the 
capability and the capacity to perform quality-assured clinical laboratory testing for HIV diagnostic and care and 
treatment services. Maintaining accreditation is a continuous process and can serve as a measure of sustainability 
of quality laboratory service. 
 
This indicator also counts the number of laboratories working towards accreditation, which may not deliver full 
quality services necessary to support PEPFAR. However, it will measure a laboratory’s effort to improve on quality 
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as compared to if the laboratory was unmonitored or unaccredited. 
 
Accreditation is an assessment of the ability of a laboratory to deliver quality laboratory service. This indicator will 
not measure the effectiveness of lab accreditation on the delivery of quality services for HIV/AIDS diagnosis, care 
and treatment. However, the process of assessing labs for accreditation will produce information that can help 
determine the effectiveness of the laboratory service. These processes include determining testing turn-around 
times, development of effective workflow, document management, and others. 
 
This indicator may undercount the number of accredited facilities as some countries may not at present have the 
ability to monitor progress toward accreditation or to implement an inspection scheme to accredit a clinical 
laboratory. Some labs may be capable of receiving an acceptable level of accreditation, but currently the system 
may lack the means to conduct an accreditation assessment. Development of these monitoring processes and 
accrediting schemes with the assistance of PEPFAR support and implementing partners will help to strengthen in-
country laboratory networks and build sustainability. 
 
PEPFAR Laboratory Definition: 
PEPFAR Indicator LAB_CAP defines laboratories according to the following definition: 
 
According to ISO 22870 Point-of-care testing (POCT) – Requirements for quality and competence, POCT is "testing 
that is performed near or at the site of a patient with the result leading to possible change in the care of the patient”. 
POCT can be conducted in traditional laboratory settings or in POCT sites such as hospitals (critical care units, 
emergency care, surgery, maternity and neonatal units), nursing homes, outpatient settings (physician’s offices, 
pharmacies, remote locations), and in patients' homes. PEPFAR differentiates between Clinical Laboratory sites and 
POC Testing Sites according to the following: 
 
Clinical Laboratory is defined as: 

D) Having dedicated physical laboratory infrastructure and 
E) Having dedicated laboratory personnel and 
F) Conducting laboratory testing in one or more of the following areas:  

a.  diagnosis of HIV infection with EIA or molecular methods  
b.  HIV/AIDS care and treatment monitoring with CD4 testing or HIV viral loads  
c.  hematology  
d.  clinical chemistry  
e.  serology*  
f.  microbiology  
g.  blood banking  
h.  TB diagnostics  
i.  malaria infection diagnostics  
j.  STI diagnostics  
k.  OI (Opportunistic Infection) diagnostics, including Cryptococcal antigen  

 
*HIV rapid testing may be conducted in a clinical laboratory. However, sites conducting only HIV rapid testing are 
considered to be POCT sites.  
 
POC Testing Site* is defined as: 

D) No clinical laboratory infrastructure present in the testing environment even if there is a clinical 
laboratory present elsewhere in the facility and 

E) Testing is conducted near or at the site of a patient with the result leading to possible change in patient 
care and 

F) Testing is conducted by laboratory or non-laboratory personnel  
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*Sites conducting only HIV rapid testing are considered to be POCT sites. For Site Improvement through Monitoring 
System (SIMS) assessments, HIV rapid testing POC sites should be scored using the relevant CEEs in the HTC Domain.  
 
PEPFAR Support:  
 
DSD: Sites will be counted as receiving direct service delivery support from PEPFAR when BOTH of the 
below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, support 
to improve the quality of services. 
 
TA-SDI: Sites will be counted as supported through TA-SDI when the point of service delivery receives 
support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to improve 
the quality of services. 
 
PEPFAR support for laboratories and testing sites should ensure continuous access to clinical laboratory testing for 
HIV/AIDS patient diagnosis, care, and treatment. Access to clinical laboratory testing may be interrupted due to 
poor laboratory infrastructure, lack of equipment, reagents, or supplies, malfunction of equipment, personnel and 
technical skills issues, or poor laboratory management. PEPFAR support for laboratories should provide 
uninterrupted clinical laboratory testing, but also ensure that those laboratories provide quality results, which are 
monitored by Internal and External Quality Assurance Programs.   
 

2. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key laboratory staff and/or recurrent maintenance and 
operations that includes at least one of the following: 
• Laboratory/testing site construction/renovation/upgrade  
• Provision of laboratory/testing site equipment, reagents, or supplies 
• Provision of maintenance and support of laboratory/testing site equipment 
• Maintenance/implementation of information systems for laboratory/testing site 
• Compliance with workplace safety and security regulations and national policies 

 
AND/OR 
 

2. PEPFAR provides an established presence at and/or routinized, frequent (at least quarterly) support to 
those services at the point of service delivery. This ongoing support for laboratory service delivery 
improvement can include: monitoring the capacity of the laboratory/testing site to ensure the following: 
construction/renovation/upgrade are moving towards completion, equipment, reagents, or supplies are 
utilized effectively, equipment are functional and properly maintained, laboratory information systems are 
utilized and supported, or workplace safety and security regulations are followed. This can also include 
formal training or mentoring of laboratory staff or other healthcare workers conducting clinical laboratory 
tests, support for implementation of EQA and quality improvement activities, strengthening of specimen 
referral and result reporting systems, compliance with laboratory and testing site policies and plans, or 
strengthen the laboratory commodity management system.  

 
Additional References: 
• Nkengasong, J. et al (2010). Laboratory systems and services are critical in global health. Time to end the 

neglect? American Journal of Clinical Pathology, 134, 368-373. doi: 10.1309/AJCPMPSINQ9BRMU6  
• Gershy-Damet, G. et al (2010). The World Health Organization African Region laboratory accreditation process 

improving the quality of laboratory systems in the African Region. American Journal of Clinical Pathology, 134, 
393-400. doi: 10.1309/AJCPTUUC2V1WJQBM 
 



124 
 

Health Systems Strengthening March 2015 
 

Laboratory 
Indicator code: 
LAB_PT 1 Percentage of PEPFAR-supported laboratories and testing sites that participate and 

successfully pass in a proficiency testing (PT) program 
Purpose: 
 
Accuracy of HIV diagnostic and monitoring testing (e.g., CD4, rapid test) impacts all HIV programs and therefore 
should be of high priority. This is even more important as countries move towards implementing B+ option. 
Participation in PT programs can help monitor and improve quality of HIV testing at the HIV testing sites. Although 
HIV testing occurs in many national, regional and district level laboratories and at HIV testing sites (VCT, PMTCT, 
HBTC, PITC, etc.), PT programs are not widely implemented to monitor quality of testing. This indicator will 
encourage countries to implement the PT program if none exists, expand the PT program to cover all HIV testing 
sites and will help improve quality of HIV diagnostic and monitoring testing at all sites.  
 
The indicator will allow collection of information about quality of testing data at the local, regional and national 
level including MoH and local implementing partners in a standardized manner. This will result in targeted 
technical assistance and improve quality of testing. 
 
The purpose is two-fold. To demonstrate:  

1) How many sites are participating in a PT program (Calculation 1), and  
2) (of participating sites) How many have achieved the accepted successful passing criteria (Calculation 2). 

This will be specific to each analyte, as specified in the disaggregation.  
 
Countries should report both the percentage and the data collection numbers (N, P, S) used to calculate the 
percentages. 
 
NGI Mapping:   N/A – this is a new indicator 
PEPFAR Support 
Target/Result 
Type:  

Both Direct Service Delivery (DSD) and Technical Assistance-Service Delivery Improvement 
(TA-SDI) targets and results should be reported to HQ (as defined in the disaggregation for 
this indicator) 

Variables and 
Formulas for 
Calculations: 

N, P and S are three data collection numbers that are needed for each analyte in order to 
calculate each %.  
 

N = Number of PEPFAR-supported laboratories and testing sites that perform 
analyte-specific testing. 
P = Number of PEPFAR-supported laboratories and testing sites that participate 
(i.e., receive panels and return the results) in an analyte-specific proficiency testing 
(PT) program.  
S = Number of PEPFAR-supported laboratories and testing sites that achieve 
acceptable successful passing criteria* in an analyte-specific proficiency testing 
(PT) program.  

 
Both Calculation 1 and 2 should be reported together to give a comprehensive view of the 
uptake, coverage and quality of the PEPFAR-supported PT programs. The reporting should 
include the percentages for Calculation 1 and 2 and the data collection numbers (N, P, S) for 
each. 
 
Calculation 1 demonstrates how far programs are from achieving 100% participation in a 
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PT program, and Calculation 2 shows how far the participating programs are from 
achieving 100% success rate based on the acceptable passing criteria*.  
 
For each analyte: 

Calculation 1: To calculate % of sites participating in PT program: (P/N) x 100 
Calculation 2: Of the sites participating in PT program, calculate % of sites that achieve 
acceptable successful criteria* in PT program: (S/P) x 100 
 
For example, for Country A: 

• There are 300 sites (N) that perform analyte-specific (e.g., CD4) testing. 
• Of the 300 sites (N), 270 sites participate (P) in that analyte-specific PT program.  
• Of the participating sites (P), 256 sites achieve acceptable successful (S) passing 

criteria* in their PT program. 
 
How to calculate: 
 
Calculation 1: (P/N) x 100 = (270/300) x 100 = 90% participation 
Calculation 2: (S/P) x 100 = (256/270) x 100 = 94.8% of participating sites successfully 
pass in PT program  

 
Interpretation: For CD4, 90% of PEPFAR-supported laboratories participated in a PT 
program, and of these laboratories, 94.8% have achieved acceptable successful passing 
score. 

Numerator: 

1 

The following variables should be collected for calculation of %: 
 

For Calculation 1:  
P = Number of PEPFAR-supported laboratories and testing sites that participate (i.e., 
receive panels and return the results) in an analyte-specific proficiency testing (PT) 
program.  
 
For Calculation 2:  
S = Number of PEPFAR-supported laboratories and testing sites that achieve 
acceptable successful passing criteria* in an analyte-specific proficiency testing (PT) 
program.  
 
*passing criteria should be indicated in the narrative and laboratories that have been 
successful in all PT challenges (for each analyte) enrolled for the reporting year. 

Denominator: 

1 

For Calculation 1:  
N = Number of PEPFAR-supported laboratories and testing sites that perform analyte-
specific testing. 
 
For Calculation 2: 
P = Number of PEPFAR-supported laboratories and testing sites that participate (i.e., 
receive panels and return results) in analyte-specific PT program.  
 
Note: P is the same number, used as a numerator in calculation 1 and denominator for 
calculation 2. 

Disaggregation(s): 1 Disaggregations required for both numerators and denominators 
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• HIV serologic/diagnostic testing 
• CD4  
• Early infant diagnostics (EID) 
• HIV viral load 
• TB diagnostics 

o AFB microscopy 
o Xpert MTB/RIF 
o Culture/DST 

Data Source: Data should be available from National Reference Laboratory or similar body implementing 
PT programs in the country 

Data Collection 
Frequency: 

Data should be aggregated in time for PEPFAR reporting cycles.  

Method of Measurement: 
 
These numbers will be derived from the national PT programs and participation rate for each diagnostic or POC 
test.  
 
Explanation of Numerator: 
 
This represents total number of laboratories and testing sites (including rapid testing) that participate and pass in 
national PT program specific for each analyte (e.g., HIV antibody test, CD4 test). 
 
Explanation of Denominator: 
 
This is total number of laboratories and testing sites (including rapid testing) in the country with capacity to 
perform analyte-specific HIV testing (e.g., HIV antibody test, CD4 test). 
 
Interpretation: 
 

• Participation in PT program indicates that country has developed and implemented the program 
• % participation (sites receiving panels and returning results) will provide information about the coverage 

of PT program and progress towards 100% coverage 
• % of sites with passing criteria will provide critical information about the quality of testing.  
• This helps in identification sites or laboratories that need additional technical assistance and improve their 

performance. 
• Participation also encourages testing sites to perform better and improve their practices. 
• Reporting requirement on this indicator will improve reliability of HIV testing services.   

 
All countries supported with USG funds and/or PEPFAR funded partners who provide funds to improve quality of 
laboratory services should report this indicator.   
 
Percentage of laboratories and HIV testing sites that are successfully participating in PT program and achieving 
passing criteria. This proportion should increase over time reaching 100% when all testing sites are enrolled and 
participating in HIV PT program regularly.   
 
Point-of-care testing sites are testing sites or facilities that perform clinical laboratory testing in a point-of-care, 
near-care, or in a non-traditional laboratory setting.  

• These may be sites where non-laboratory personnel perform clinical laboratory tests. 
• These may be sites using designated point-of-care tests, microscopy, or tests with the capacity to be 
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performed by non-laboratory personnel 
• Count testing sites that perform at least one type of clinical laboratory test for patient care  

The PT programs can include use of liquid, dried tube specimens (DTS) or dried blood spot (DBS) based specimens, 
depending on the analyte. 
 
PEPFAR Laboratory Definition: 
PEPFAR Indicator LAB_CAP defines laboratories according to the following definition: 
 
According to ISO 22870 Point-of-care testing (POCT) – Requirements for quality and competence, POCT is "testing 
that is performed near or at the site of a patient with the result leading to possible change in the care of the patient”. 
POCT can be conducted in traditional laboratory settings or in POCT sites such as hospitals (critical care units, 
emergency care, surgery, maternity and neonatal units), nursing homes, outpatient settings (physician’s offices, 
pharmacies, remote locations), and in patients' homes. PEPFAR differentiates between Clinical Laboratory sites and 
POC Testing Sites according to the following: 
 
Clinical Laboratory is defined as: 

G) Having dedicated physical laboratory infrastructure and 
H) Having dedicated laboratory personnel and 
I) Conducting laboratory testing in one or more of the following areas:  

a.  diagnosis of HIV infection with EIA or molecular methods  
b.  HIV/AIDS care and treatment monitoring with CD4 testing or HIV viral loads  
c.  hematology  
d.  clinical chemistry  
e.  serology*  
f.  microbiology  
g.  blood banking  
h.  TB diagnostics  
i.  malaria infection diagnostics  
j.  STI diagnostics  
k.  OI (Opportunistic Infection) diagnostics, including Cryptococcal antigen  

 
*HIV rapid testing may be conducted in a clinical laboratory. However, sites conducting only HIV rapid testing are 
considered to be POCT sites.  
 
POC Testing Site* is defined as: 

G) No clinical laboratory infrastructure present in the testing environment even if there is a clinical 
laboratory present elsewhere in the facility and 

H) Testing is conducted near or at the site of a patient with the result leading to possible change in patient 
care and 

I) Testing is conducted by laboratory or non-laboratory personnel  
 
*Sites conducting only HIV rapid testing are considered to be POCT sites. For Site Improvement through Monitoring 
System (SIMS) assessments, HIV rapid testing POC sites should be scored using the relevant CEEs in the HTC Domain.  
PEPFAR Support:  
 
DSD: Sites will be counted as receiving direct service delivery support from PEPFAR when BOTH of the 
below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, support 
to improve the quality of services. 
 
TA-SDI: Sites will be counted as supported through TA-SDI when the point of service delivery receives 
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support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to improve 
the quality of services. 
 
PEPFAR support for laboratories and testing sites should ensure continuous access to clinical laboratory testing for 
HIV/AIDS patient diagnosis, care, and treatment. Access to clinical laboratory testing may be interrupted due to 
poor laboratory infrastructure, lack of equipment, reagents, or supplies, malfunction of equipment, personnel and 
technical skills issues, or poor laboratory management. PEPFAR support for laboratories should provide 
uninterrupted clinical laboratory testing, but also ensure that those laboratories provide quality results, which are 
monitored by Internal and External Quality Assurance Programs.   
 

3. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key laboratory staff and/or recurrent maintenance and 
operations that includes at least one of the following: 
• Laboratory/testing site construction/renovation/upgrade  
• Provision of laboratory/testing site equipment, reagents, or supplies 
• Provision of maintenance and support of laboratory/testing site equipment 
• Maintenance/implementation of information systems for laboratory/testing site 
• Compliance with workplace safety and security regulations and national policies 

 
AND/OR 
 

3. PEPFAR provides an established presence at and/or routinized, frequent (at least quarterly) support to 
those services at the point of service delivery. This ongoing support for laboratory service delivery 
improvement can include: monitoring the capacity of the laboratory/testing site to ensure the following: 
construction/renovation/upgrade are moving towards completion, equipment, reagents, or supplies are 
utilized effectively, equipment are functional and properly maintained, laboratory information systems are 
utilized and supported, or workplace safety and security regulations are followed. This can also include 
formal training or mentoring of laboratory staff or other healthcare workers conducting clinical laboratory 
tests, support for implementation of EQA and quality improvement activities, strengthening of specimen 
referral and result reporting systems, compliance with laboratory and testing site policies and plans, or 
strengthen the laboratory commodity management system.  

 
Additional References: 
 
• Bharat S. Parekh, Mireille B. Kalou, George Alemnji, Chin-Yih Ou, Guy-Michel Gershy-Damet, PhD,4 and John N. 

Nkengasong. Scaling Up HIV Rapid Testing in Developing Countries: Comprehensive Approach for 
Implementing Quality Assurance. Am J Clin Pathol, 2010.134:573-584. 

• Bharat S. Parekh, Juliana Anyanwu, Hetal Patel, Marie Downer, Mireille Kalou, Catherine Gichimu, Bera Steven 
Keipkerich, Nelly Clement, Michael Omondi, Oren Mayer, Chin-Yih Ou, John N. Nkengasong. Dried tube 
specimens: A simple and cost-effective method for preparation of HIV proficiency testing panels and quality 
control materials for use in resource-limited settings. J. Virol. Methods, 2010, 163:295-300.  
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Blood Safety 
Indicator code: 
BS_COLL 1 Number of whole blood collections each year by the National Blood Transfusion 

Service (NBTS) network 
Purpose: 
 
Blood safety programs aim to ensure that all blood units are screened for transfusion-transmissible infections, 
including HIV, and that only those units that are non-reactive on screening tests are released for clinical use. Quality 
of services is monitored by the number of whole blood units that are screened and tested for infectious diseases in 
a blood bank that participates in regular, external technical review, subscribes to an external quality assurance 
program, performs quarterly proficiency testing program or has received international accreditation by AABB 
(formerly the American Association of Blood Banks), the African Society for Blood Transfusion or similarly 
functioning entity. The expected number of whole blood units needed in a year should be known and used to set 
targets for blood collection and processing. The indicator of the number of whole blood units collected and tested is 
critical to monitoring availability of anticipated blood needed for annual transfusions. 
 
NGI Mapping:   P2.4.N continuing, same indicator with minor modifications; minimal impact on trend 

analysis 
PEPFAR Support 
Target/Result 
Type:  

N/A, above site indicator. Targets are not required. PEPFAR supported results should be 
reported to HQ. 

Numerator: 1 The total number of blood units that were donated in the country National Blood 
Transfusion Service (NBTS) network 

Denominator: N/A 
Disaggregation(s): 1 Number of whole blood donations screened for HIV in an NBTS network laboratory 

1 Number of whole blood donations screened for HIV in an NBTS network laboratory 
that are confirmed positive for HIV  

Data Source: Program monitoring. FRAME Tool (Framework for Assessment, Monitoring and 
Evaluation of blood transfusion services): a rapid assessment tool used by the 
WHO Global Database on Blood Safety 

Data Collection 
Frequency: 

Data should be aggregated in time for PEPFAR reporting cycles. Data should be reviewed 
regularly for program management and to identify and correct any data quality issues. 

Method of Measurement: 
 
Blood collection registers and testing results at NBTS collection sites.  
 
Explanation of Numerator:  
 
The total number of blood units that were donated in the country National Blood Transfusion Service (NBTS) 
network, and screened for HIV, and identified as reactive for HIV. 
 
Explanation of Denominator: 
N/A 
 
Interpretation: 
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Blood safety programs aim to ensure that all blood units are screened for transfusion-transmissible infections, 
including HIV, and that only those units that are non-reactive on screening tests are released for clinical use. In 
many countries, blood units are not screened for all the major transfusion-transmissible infections. Often, even 
when screening does occur, the safety of blood is compromised by inaccurate test results due to the poor quality or 
incorrect storage of test kits. Furthermore, inadequate staff training or a lack of standard operating procedures may 
result in laboratory errors. This could lead to blood units being classified as safe even when they are infectious, 
posing a serious risk of transmission of HIV through unsafe blood. Universal (100%) screening of donated blood for 
HIV and other transfusion transmissible infections cannot be achieved without mechanisms to ensure quality and 
continuity in screening. In some countries, interruptions to supplies of test kits and reagents, or emergency 
situations, can result in the use of blood for transfusion without screening for transfusion-transmissible infections. 
The development of systems for reliable and regular supplies of low-cost, high-quality test kits and reagents and 
effective stock management are therefore essential to ensure universal quality screening of blood units. Thus, it is 
crucial that all donated blood units be screened for HIV in a quality assured manner.  
 
The following methodologies are two key components of quality assurance in screening: 

1. The use of documented and standardized procedures (standard operating procedures) for the screening of 
every blood unit. 

2. Participation of the laboratories in an External Quality Assessment Scheme for HIV screening in which 
external assessment of the laboratory’s performance is conducted using samples of known, but undisclosed, 
content to assess its quality system and assist in improving standards of performance. 

 
Quality of services is monitored by the number of whole blood units that are screened and tested for infectious 
diseases in a blood bank that participates in regular, external technical review, subscribes to an external quality 
assurance program, performs quarterly proficiency testing program or has received international accreditation by 
AABB (formerly the American Association of Blood Banks), the African Society for Blood Transfusion or similarly 
functioning entity. While improving testing for infectious agents is a fundamental first step in a quality blood center, 
to improve the availability of blood, blood centers must extend their quality management systems to the entire 
process of blood banking including donor mobilization, donation collection, component production, blood testing, 
product storage, and inventory management. 
 
The expected number of whole blood units needed in a year should be known and used to set targets for blood 
collection and processing.  
 
PEPFAR Support: N/A  
 
As an above site indicator, the PEPFAR support categories of DSD and TA-SDI do not apply. To report results for this 
indicator, it is expected that PEPFAR provides ongoing technical support for the implementation of services and 
quality improvement of activities. 
 
Additional References: 
• Africa Society for Blood Transfusion. (http://www.afsbt.org/index.php) 
• The Africa Society for Blood Transfusion and AABB Present Standards, Assessment Tool, and Guidance. 

(http://www.aabb.org/sa/standards/Pages/afsbt.aspx)  
 

  

http://www.afsbt.org/index.php
http://www.afsbt.org/index.php
http://www.afsbt.org/index.php
http://www.aabb.org/sa/standards/Pages/afsbt.aspx
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Supply Chain and Essential Medicines 
Indicator code: 
SC_STOCK 1 Percentage of storage sites where commodities are stocked according to plan, by level 

in supply system 
Purpose:  
 
This indicator assesses whether the supply chain system is functioning as it was designed and if storage sites at all 
levels are able to maintain the designed quantity of stock/months of stock to treat patients or distribute to lower 
level facilities which treat patients.   
 
A view of each level of the system, using this metric can also help to locate bottlenecks within the system, which 
could prevent patients from receiving needed commodities, or cause needless stock-outs or expiries.    
NGI Mapping:   N/A – this is a new indicator 
PEPFAR Support 
Target/Result 
Type:  

N/A, above site indicator. Targets are not required. PEPFAR supported results should be 
reported to HQ. 

Numerator: 
1 

Number of stock status observations for one or more tracer commodities that are 
between the designed minimum and maximum quantities/months of stock from 
storage sites at a given level (Central, Regional, etc.) of the system. 

Denominator: 1 Total number of stock status observations for one or more tracer commodities from 
storage sites at a given level (Central, Regional, etc.) of the system. 

Disaggregation(s): 

1 

Each level of the system should have a different maximum and minimum stock level as 
defined in the Supply Chain Standard Operating Procedures or the Supply Chain 
system design, so smaller storage sites should be measured together and not in 
combination with larger ones.   
 
For the purposes of data collection, the only required disaggregation is the Central 
Medical Stores and at least one intermediate level, but countries are encouraged to 
look at all lower levels of the system if they have access to the data. 
 
System Level: Central Medical Stores (CMS), Regional Medical Stores, District stores 
which supply commodities to lower health facilities 

1 

By product or tracer products of interest: ARVs, RTKs, OI drugs, condoms, etc. 
When data are reported, OUs should identify the product or products and system level 
in the indicator narrative. 
 
By Commodity: Condoms, ARV drugs, rapid test kits, OI drugs, other 

Data Source: The country’s supply chain standard operating procedures should outline the min and max 
levels for each level of the system.   
 
Observations of storage site and level-specific quantity of stock should be available through 
one or several of the following: program monitoring reports, an existing logistics 
management information system, stock status reports/stock keeping records/regular 
physical counts, order forms from the central/regional/district/other levels, or regular 
supervision visits.  

Data Collection 
Frequency: 

A supply chain reporting schedule is often closely aligned with the ordering schedule; 
therefore, smaller district storage sites may report to larger regional storage sites on a 
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monthly basis when they order products, but regional sites may only report and order on a 
quarterly basis to the central level since they hold more product - unless there is an 
emergency order of a commodity. Whereas the central medical store may do a physical 
count on an annual or semi-annual basis.   
 
Ideally, data analysis and review should be done quarterly to monitor progress towards 
achieving the targets, and to identify and correct any data quality issues, particularly data 
from lower levels. 
 
For the central level, data collection should be done as frequently as the country permits – 
possibly quarterly or semi-annually. Most countries keep track of their stock at the central 
medical store through stock-keeping software, which is updated with every transaction 
(either the arrival of a shipment, or an issuance of product to a lower level). Data from the 
central level is often shared with stakeholders to keep them informed on the national need, 
particularly if the stock level for a product has fallen below the minimum. 

Method of Measurement: 
For the required central level and at least one intermediate level, there may be one or two observations (through 
physical counts performed) of stock status for the products of interest annually, or there may be monthly 
observations. The number of observations is determined by the capability of each country. This observation or 
observations should be analyzed in this fashion:  

• Document observations for each product of interest. 
• Sort observations for each product/set of products into “quantities between maximum and minimum 

quantities/months of stock” and quantities above or below maximum and minimum. 
• Number of observations where quantities are between maximum and minimum are the numerator.  
• Total observations available are the denominator. 

Example 1: if the CMS has monthly stock observations for RTKs, and nine of which are within max and min levels 
but the remaining three represent a stockout then for the CMS the resulting measurement would be 9/12 or 75% 
 
Example 2: If there are ten regions in a country and the regional medical stores report to the CMS quarterly, then 
ideally there should be 40 observations. Of these observations 25 are stocked according to plan for ARVs. In this 
scenario the resulting measurement for ARVs at the regional level is 25/40 or 62.5%.  
 
Explanation of Numerator: 
 
Sum the observations of stock status for tracer commodities that are between maximum and minimum 
quantities/months of stock from storage sites within a given level of the system.   
 
Explanation of Denominator: 
 
Total number of observations of stock status for tracer commodities at the same level of the system. 
Interpretation: 
 
For this indicator, the central medical stores and at least one intermediate level are the only level of the system 
where this measurement is required. Lower levels are suggested, particularly if stock-outs are believed to be a 
problem at the service delivery level. Analysis through this indicator can help to determine the location 
(geographical if disaggregation is done geographically or level within the supply chain system) of bottlenecks. This 
metric is meant to provide a view of the functionality of the supply chain for HIV/AIDS commodities across levels. 
 
Once prepared, this metric will tell you what percentage of storage sites, which may be multi-purpose sites (i.e., a 
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hospital which also resupplies small health facilities near it) are consistently able to care for their expected number 
of patients, because they will have the required treatment or prevention commodities stocked.  
 
If there are two observations for the central level stock of ARVs in a year and one is between the maximum and 
minimum quantities/months of stock and the second is not then the metric will be ½ or 50% and would be stated 
as, “Through the observations available, it has been determined that the central level of the system has ARVs 
stocked according to plan 50% of the time.” 
 
PEPFAR Support: N/A 
 
As an above site indicator, the PEPFAR support categories of DSD and TA-SDI do not apply. To report results for this 
indicator, it is expected that PEPFAR provides ongoing technical support for the implementation of services and 
quality improvement of activities. 
 
Additional References: 
 

• For Condoms – RHInterchange/the Reproductive Health Supplies Coalition (RHSC) consolidates 
procurement information across donors and governments to produce a shipment schedule for reproductive 
health commodities, including male and female condoms. Information also fed into RHInterchange is central 
level stock status for these products through the Procurement Planning and Monitoring Report (PPMR). 
This data is provided by Ministries, USAID Partners, social marketing organizations and the UN. Presently, 
there are over 30 countries which report regularly, most of which are PEPFAR countries. Login information 
can be found here: http://ppmr.rhsupplies.org/Login 

• If further assistance is needed, you are encouraged to contact the SCMS field office in your country or the 
SCMS headquarters. 

 
 

  

http://ppmr.rhsupplies.org/Login
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Human Resources for Health 
Indicator code: 
HRH_PRE 1 

Number of new health workers who graduated from a pre-service training institution 
or program as a result of PEPFAR-supported strengthening efforts, within the 
reporting period, by select cadre 

Purpose:  
 
It is widely acknowledged that the lack of trained health workers is a major barrier to scaling up health services. 
The lack of a sufficient workforce in countries presents a serious challenge to every area of health. 
 
The data will tell us the number of new health workers who are available to enter the health workforce each year as 
a result of PEPFAR support. 
 
NGI Mapping:   H2.1.D continuing; same indicator with modified disaggregations; no impact on trend 

analysis   
PEPFAR Support 
Target/Result 
Type:  

 N/A, above site indicator. PEPFAR supported targets and results should be reported to HQ. 

Numerator: 
1 

Number of new health workers who graduated from a pre-service training institution 
or program as a result of PEPFAR-supported strengthening efforts, within the 
reporting period, by select cadre 

Denominator: N/A 
Disaggregation(s): 1 Graduates: Doctors, nurses, midwives, social service workers, laboratory 

professionals, other 
Data Source: MOH Human Resource Information Systems (HRIS), pre-service training institutions, 

Ministry of Education, Public Service, and/or private sector HRIS, Ministry of Social Welfare 
HRIS, professional boards and councils, alumni or graduates networks. 

Data Collection 
Frequency: 

Data should be collected continuously at the institution level (or community level). Data 
analysis and review should be done regularly to monitor progress towards achieving the 
targets, and to identify and correct any data quality issues. 

Method of Measurement: 
 
Training under this indicator is defined as “pre-service” training – the training of “new” health workers (see 
definition below). Training generally occurs prior to the individual entering the health workforce in his or her new 
position (with the exception of certain training that may occur on-the job but that prepares health workers to 
function as a new cadre or with an expanded scope of practice in the health system). A health worker who advances 
to a higher cadre (e.g., a clinical assistant who completes training to become a clinical officer) shall be counted as a 
“new” health worker for the purposes of this indicator. The HRH goal is to expand the number of workers in the 
workforce and increase access to care through the advancement of current workers to higher level cadres through 
additional training and education. 
 
Pre-service training institutions are university-based or affiliated schools of medicine, nursing, public health, social 
work, laboratory science, pharmacy, and other health-related fields. Non-professional or paraprofessional training 
would be any accredited and nationally recognized pre-service program that is a requirement for this cadre’s entry 
into the workforce. 
 
“In-service” and “continuing education” training should not be included in the count for this indicator, but continue 
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to be encouraged. These types of training may be captured by other indicators within program areas (e.g., supply 
chain). 
 
In order to count the duration of training must meet or exceed a minimum of 6 months. For example, 
community health workers who receive a 3-month training course cannot be counted here. The training duration 
may be a combination of classroom and practical field time to arrive at 6 months. 
 
A pre-service training program must be nationally accredited, or at the minimum meet national and international 
standards. The program must also have specific learning objectives, a course curriculum, expected knowledge, 
skills, and competencies to be gained by participants, as well as documented minimum requirements for course 
completion. The duration and intensity of training will vary by cadre; however, all training programs should have at 
a minimum the criteria listed above. 
 
Individuals may be in training over many reporting periods; however, only participants who have successfully 
completed their training should be counted.  
 
Successful completion of training may be documented by diploma, certificate or other evidence of completion of the 
program and subsequent eligibility to enter service. 
 
Individuals not meeting these documented requirements should not be counted in this indicator. 
 
“Health workers” refers to individuals involved in safeguarding and contributing to the prevention, promotion and 
protection of the health of the population (both professional and auxiliary-professionals). The categories below 
describe the different types of health workers to be considered under this indicator. This is not an exhaustive list of 
all health workers and position titles may vary from country to country. 
 
For the purposes of this indicator, health workers may include the following but is not limited to: 

• Clinical professionals, including doctors, nurses, midwives, laboratory scientists, pharmacists, medical 
technologists, and psychologists. They usually have a tertiary education and most countries have a formal 
method of certifying their qualifications. 

• Clinical officers, medical and nursing assistants, lab and pharmacy technicians, auxiliary nurses, auxiliary 
midwives, T&C counselors. They should have completed a diploma or certificate program according to a 
standardized or accredited curriculum and support or substitute for university-trained professionals. 

• Workers in a health ministry, hospital and facility administrators, human resource managers, monitoring 
and evaluation advisors, epidemiologists and other professional staff critical to health service delivery and 
program support. 

• Social service workers including social workers, child and youth development workers, social welfare 
assistants. 

 
PEPFAR support includes funding in the areas of curriculum development, teacher training and support, 
tuition/scholarships, infrastructure, materials/equipment, and practica/internships. For example, full or partial 
support of student tuition or scholarships, teacher salaries, and expansion/refurbishment of pre-service training 
facilities could all count under this indicator depending on the investment. 
 
Explanation of Numerator: 
 
The numerator is the sum of new health workers from the host country who graduated from a pre-service training 
institution within the reporting period with full or partial PEPFAR support. Individuals may be in pre-service 
training over a number of years, but can be counted as graduated when they have completed their program. 
Graduates do not need to attend a formal ceremony – completing the program and receiving documentation 
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conferring eligibility to enter into service is sufficient. Local pre-service institutions may support other host country 
nationals under their program but those graduates should not be included in a country’s report on this indicator. 
 
Explanation of Denominator: 
N/A 
 
Interpretation: 
 
Pre-service training is an essential component of human resources for health that is planned as part of an overall 
HRH strategy, which links the production of new health workers with service delivery needs and health systems 
capacity to recruit and retain newly trained health workers. 
 
However, this indicator does not measure the quality of the pre-service training, competencies of individuals 
trained, ability to obtain professional recognition subsequent to graduation (except when including the 
disaggregate - licensure), or on-the-job performance. Additionally, this indicator does not measure the placement 
or retention in the health workforce of trained individuals from their host country.  
 
PEPFAR Support: N/A 
 
As an above site indicator, the PEPFAR support categories of DSD and TA-SDI do not apply. To report results for this 
indicator, it is expected that PEPFAR provides support for this activity as defined below. 
 
New health worker graduates of pre-service training institution or program will be counted as PEPFAR supported 
when:  
 

1. PEPFAR is supporting the training of new health worker graduates, including:  
• Tuition and fees - At least 50% of the students' tuition and fees were or will be provided by PEPFAR 

for at least six months of their education 
• Curriculum development - The students received or will receive training where PEPFAR curriculum 

development was essential to qualify them for their trained role 
• Infrastructure - The students received or will receive six months or more of education at an 

institution that could not have supported their education without PEPFAR-supported infrastructure 
improvements (classrooms, dormitories, utilities) 

• Faculty support - The students received or will receive six months of more of education at an 
institution that could not have supported their education without one or more faculty members 
present and qualified due to PEPFAR support 

• Practica / internship support - The students would not have received or will not receive adequate 
practica or internship training without PEPFAR support (including transportation to or sufficient 
resources at the practicum facility) 

• Materials / equipment - The students would not have received or will not receive education without 
materials or equipment (including books and supplies) provided by PEPFAR 

• PEPFAR educational programs (for non-university-based training institutions) - The students 
received or will receive their education in a PEPFAR-funded, non-university-based education 
program for one or more courses without which they would not graduate or be qualified for the 
intended role 

• Please refer to the HRH flowchart and worksheet for further information 
(https://www.pepfarii.net/twg/hrh/SitePages/Home.aspx) 

 
Additional References: 
 

https://www.pepfarii.net/twg/hrh/SitePages/Home.aspx
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• WHO, World Bank, USAID. Handbook on monitoring and evaluation of human resources for health. 2009. 
(http://whqlibdoc.who.int/publications/2009/9789241547703_eng.pdf) 

• MSH, WHO. Tools for planning and developing human resources for HIV/AIDS and other health services. 2006. 
(http://www.who.int/hrh/tools/tools_planning_hr_hiv-aids.pdf) 

 
 

  

http://whqlibdoc.who.int/publications/2009/9789241547703_eng.pdf
http://www.who.int/hrh/tools/tools_planning_hr_hiv-aids.pdf
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Human Resources for Health 
Indicator code: 
HRH_HRIS 1 Health Resource Information System (HRIS) Assessment Framework 

Purpose:  
 
Accurate measurement of HRH indicators will require a well-functioning data capture system on HRH, i.e., a 
national Human Resource Information System (HRIS).   
 
As PEPFAR moves from an emergency response to shared responsibility, there is an increasingly significant need 
for partner countries to have systems to collect, manage, report, and act on health systems data. This is especially 
true of data on the health workers who deliver lifesaving HIV/AIDS prevention, treatment, and care services. This 
shift needs to be accompanied by significant capacity building to ensure that national systems can provide accurate, 
timely, and quality information on the health workforce and utilize it effectively to improve health service delivery.  
 
The objective of the HRIS Assessment Framework is to provide a framework that countries can use to assess the 
developmental stage of their HRIS and to understand the requirements for advancing to higher stages of 
development.   
NGI Mapping:   N/A – this is a new indicator 
PEPFAR Support 
Target/Result 
Type:  

N/A, above site indicator. Targets are not required. PEPFAR supported results should be 
reported to HQ. 

Numerator: TBD 
Denominator: TBD 
Disaggregation(s): TBD 
Data Source: HRIS Assessment Framework Tool (TBD) 
Data Collection 
Frequency: 

TBD 

Method of Measurement: 
 
The HRIS Assessment Framework Tool should be used to assess the step level of the HRIS.   
Explanation of Numerator: 
TBD 
 
Explanation of Denominator: 
TBD 
 
Interpretation: 
 
This indicator monitors the progression of HRIS in countries receiving PEPFAR support for HRIS. The indicator 
measures a combination of characteristics of an HRIS which demonstrate progress along a continuum from “basic” 
to “advanced”.     
 
Considerations: 
HRH TWG has funding/action plan to develop a HRIS Assessment Framework and tool and have countries self-
assess; envisioned to be similar to lab model/indicator (e.g., Steps along a staircase) 
PEPFAR Support: N/A  
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As an above site indicator, the PEPFAR support categories of DSD and TA-SDI do not apply. To report results for this 
indicator, it is expected that PEPFAR provides ongoing technical support for the implementation of services and 
quality improvement of activities. 
Additional References: 
 
• WHO, World Bank, USAID. Handbook on monitoring and evaluation of human resources for health. 2009. 

(http://whqlibdoc.who.int/publications/2009/9789241547703_eng.pdf) 
• MSH, WHO. Tools for planning and developing human resources for HIV/AIDS and other health services. 2006. 

(http://www.who.int/hrh/tools/tools_planning_hr_hiv-aids.pdf) 
 

 

 

  

http://whqlibdoc.who.int/publications/2009/9789241547703_eng.pdf
http://www.who.int/hrh/tools/tools_planning_hr_hiv-aids.pdf
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Strategic Information – Health Information Systems 
Indicator code: 
SI_HIS 1 Existence of a standardized national registry of health facilities that is managed and 

updated by stakeholders 
Purpose: 
 
The purpose of this indicator is to measure the country’s progress towards establishing and maintaining a registry 
of health facilities and sites, including PEPFAR-only lists for programmatic purposes as well as national facility 
registries as part of a broader health system electronic information infrastructure. 
 
Health facilities provide valuable information about a country’s health program – the kind of health services being 
provided, the type of clients/patients served, and health problems and outcomes of those served.  In many 
countries, health facilities such as antenatal care clinics also serve as sentinel surveillance sites for reportable 
diseases like HIV/AIDS.  Therefore, health facilities are a prominent source for research and public health surveys, 
in addition to their role in routine program monitoring. A frequent challenge public health researchers and 
surveyors face in collecting high-quality data from health facilities, however, is the lack of a national unduplicated 
registry of health facilities. Such a registry would provide, at a minimum, the name of the facility, its location and – 
over time - a description of the type of services it offers.   
 
In addition, PEPFAR is focusing on a number of new, data-driven initiatives focused on Accountability, 
Transparency, and Impact. Building on the PEPFAR Quality Strategy and the existing MER process, these new 
activities (such as Site Improvement Through Monitoring System [SIMS]) will help us better understand where we 
work, what types of services we provide, and the quality and impact of our efforts. At the foundation of this next 
phase is the Integrated PEPFAR-Supported Site List (iPSL). This list aggregates PEPFAR-supported sites across 
agencies and implementing partners for each country in which we work and assigns each site a unique identifier, 
which is critical to linking USG, partner, and national government information systems. 
 
Facility- and community-level reporting has always been implicit in PEPFAR’s partner reporting requirements.  The 
iPSL builds on this requirement by providing a structured approach for generating a reviewed list of PEPFAR-
supported sites. The iPSL is foundational to: 1) understanding where USG is providing/supporting services; 2) 
associating targets with results at a more discrete level; 3) understanding quality of services; and 4) achieving the 
long-term goals of developing a host country Master Facility List & Registry.  
 
Developing an iPSL is an important step for each PEPFAR country to take towards understanding and improving its 
services and achieve epidemic control. However, it is not intended to supplant any existing or concurrent efforts 
associated with building a national Master Facility List or Facility Registry to be owned by host governments. 
 
NGI Mapping:   N/A – this is a new indicator 
PEPFAR Support 
Target/Result 
Type:  

N/A, above site indicator. Targets are not required. PEPFAR supported results should be 
reported to HQ. 

Numerator: 

1 

Existence of a standardized national registry of health facilities that is managed and 
updated by stakeholders  
Possible values: 

0. No Government-developed facility list and no USG-developed PEPFAR-
Supported Site List  

1. No Government-developed facility list but existence of USG-developed 
PEPFAR-Supported Site List (iPSL)  
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2. Government-developed facility list and USG-developed integrated PEPFAR-
Supported Site List (iPSL). The two lists are managed separately and are not 
coordinated. 

3. Full National Master Facility List coordinated with the iPSL  
4. Full Coordinated Master Facility List made available as a common and 

managed Registry 
 

Denominator: N/A 
Disaggregation(s): 1 N/A  
Data Source: MOH and Implementing Partners 
Data Collection 
Frequency: 

Routinely, not less than annually 

Method of Measurement: 
 
Obtaining a copy of the national registry of health facilities. 
 
Explanation of Numerator: 
N/A 
 
Explanation of Denominator: 
N/A 
 
Interpretation: 
 
There is an urgent need to develop efficient and sustainable health infrastructure monitoring mechanisms for 
effective delivery of health care services.  Developing and maintaining a comprehensive Master Health Facility List 
(MFL) is a cornerstone in monitoring the health infrastructure and the services provided to the population. Hence, 
the MFL should be a part of the health system that provides information to guide decision-making.  
 
A Master Health Facility List is a complete listing of health facilities in a country (both public and private) and is 
comprised of a set of identification items for each facility and basic information on the service capacity of each 
facility. The unique identifier for each facility prevents duplication or omission of facilities from the list. The service 
description contains a basic inventory of available services and facility capacity, providing essential information for 
health systems planning and management. Consolidating health systems information through the MFL will improve 
record-keeping and reporting efficiency as well as transparency in the health sector. In addition, a MFL is a 
prerequisite for the sampling of health facilities to conduct more detailed assessments of service delivery. 
Moreover, linking health facility data and other core health system data (clinical, financing, human resources, and 
infrastructure) through the unique identifiers defined in the MFL will allow better analysis and synthesis of 
information to improve health systems reporting and planning. [From Creating a Master Health Facility List, WHO, 
March 2012]14 
 
An integrated PEPFAR-Supported Site List (iPSL) is a standardized list of facilities and community sites that receive 
funding and/or support from PEPFAR in country. This will be a subset list of the MFL, at least with respect to 
clinical facility listings.  
 
PEPFAR Support: N/A  
 
As an above site indicator, the PEPFAR support categories of DSD and TA-SDI do not apply. To report results for this 

                                                           
14 http://www.who.int/healthinfo/systems/WHO_CreatingMFL_draft.pdf  

http://www.who.int/healthinfo/systems/WHO_CreatingMFL_draft.pdf
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indicator, it is expected that PEPFAR provides ongoing technical support for the implementation of services and 
quality improvement of activities. 
 
Additional References: 
 
• WHO Guidance for developing a common Master Facility List is located under the Resources for Implementing 

Partners tab on www.pepfar.gov.  Technical assistance is also available.  Contact the Health Information 
Systems TWG co-chairs for additional information.   

• Information on implementing the MFL as a shared service for software interoperability can be found on the 
Open Health Information Exchange website (http://ohie.org/). 
 

 

 

  

http://www.pepfar.gov/
http://ohie.org/
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Strategic Information – Monitoring and Evaluation 
Indicator code: 
SI_ME 1 Existence of national HIV/AIDS M&E system based on the UNAIDS 12 components 

model   
Purpose: 
 
An effective national HIV/AIDS program must have a functional monitoring and evaluation system capable of 
generating quality data that can be used in evidence-based decision making.  The UNAIDS Monitoring and 
Evaluation Reference Group (MERG) introduced an organizing framework that describes the main components of a 
functional M&E system.  The USG endorses this framework, which includes the following 12 components:  
 

1. Organizational Structures with HIV M&E Functions 
2. Human Capacity for HIV M&E 
3. Partnerships to Plan, Coordinate &Manage HIV M&E system 
4. National,  Multi-sectoral HIV M&E Plan 
5. Annual, Costed HIV M&E Work Plan 
6. Advocacy, Communications and Culture for HIV M&E 
7. Surveys and Surveillance Plan 
8. Routine HIV Program Monitoring 
9. National  and Sub-national HIV Databases (HIS Plan) 
10. Supportive Supervision & Data Auditing (Data Quality Plan) 
11. HIV Evaluation Plan and Research  Plan 
12. Data Dissemination and Use Plan 

 
NGI Mapping:   N/A – this is a new indicator 
PEPFAR Support 
Target/Result Type:  

N/A, above site indicator. Targets are not required. PEPFAR supported results should be 
reported to HQ. 

Numerator: 1 Existence of national HIV/AIDS M&E system based on the UNAIDS 12 components 
model      

Denominator: N/A 
Disaggregation(s): N/A 
Data Source: National HIV/AIDS M&E Plan, 12 Components Monitoring & Evaluation Systems 

Strengthening Tool Assessments. UNAIDS, 2009.15 
Data Collection 
Frequency: 

Annually 

Method of Measurement: 
 
PEPFAR Operating Units will need to provide an update on the status of national M&E systems on an annual basis 
to the M&E TWG.  If national governments have completed the UNAIDS Monitoring and Evaluation System 
Strengthening Tool (MESST)16 or a similar assessment, operating units should attach the most recent assessment to 
their COP along with a description on how USG is providing TA to address identified gaps. 
 
PEPFAR Operating Units are encouraged to work with the MOH, NAC, and other relevant stakeholders to determine 

                                                           
15http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/1_MERG_Assessment_12_
Components_ME_System.pdf    
16http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/2_MERG_Strengthening_T
ool_12_Components_ME_System.pdf  

http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/1_MERG_Assessment_12_Components_ME_System.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/1_MERG_Assessment_12_Components_ME_System.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/2_MERG_Strengthening_Tool_12_Components_ME_System.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/2_MERG_Strengthening_Tool_12_Components_ME_System.pdf
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which assessments have been conducted, when, and how PEPFAR can support identified gaps. If an assessment has 
not been conducted in the last 3 years, the operating unit needs to support the national government to implement 
an assessment.   
 
If a national government has not completed an assessment, the M&E TWG will send out a tool to those countries 
which they will have to complete by APR. 
 
Explanation of Numerator: 
N/A 
 
Explanation of Denominator: 
N/A 
 
Interpretation: 
 
The existence of a national HIV M&E system and its implementation guarantees that the national HIV/AIDS 
program is being monitored and evaluated efficiently. The availability of skilled staff, sufficient funds for M&E 
related activities and the existence of a supportive M&E culture are critical ingredients for sound collection and use 
of strategic information for program effectiveness and improvement.   
 
Determining the effectiveness and efficiency of the programmatic response requires a sustainable, comprehensive, 
strategic, multi-method M&E system. Such a system should effectively integrate the information from monitoring 
key indicators with findings from selected evaluation studies and qualitative methods to help us understand better 
the progress and success of the overall HIV response. Establishing one national HIV M&E system (also called for in 
the ‘Three Ones’) is challenging since the system needs to function across different sectors (e.g., Ministry of Health, 
Ministry of Education, Ministry of Social Welfare, Ministry of Finance), different service delivery areas (e.g., 
prevention of mother-to-child transmission of HIV, antiretroviral treatment, palliative care), and different levels of 
implementation (national, sub-national, and service-delivery levels). Establishing such a system takes time.  
Assessing the 12 steps that form a national HIV M&E system will provide information to the national program on 
how to address the necessary human capacity and partnerships to support the collection of good quality data and 
to the USG on how to support national counterparts in this effort. 
 
The 12 components are not intended to be implemented sequentially; rather, are 12 components that are needed 
and should be working at an acceptable level for the national M&E system to function effectively.  ,Also, not all 
components need to be implemented at all levels of the system; what is relevant at the national level, for example, 
may not be relevant at the service delivery level and this should be part of the discussions with national programs.   
 
PEPFAR operating units may have already conducted an assessment based on the 12 components listed below. 
These assessments offer operating units a unique opportunity to target assistance on those components already 
identified by MoH/NAC as areas that need additional strengthening and support. Operating units should request 
the latest version of the assessment and work with national governments to identify specific areas where PEPFAR 
has a comparative advantage in providing support.  
 
The follow description of the 12 components is from the Making Monitoring and Evaluation Systems Work: A 
Capacity Development Toolkit. 17  
 
Component 1: Organizational Structures with HIV M&E Functions 
For the national HIV M&E system to function effectively, a variety of organizations need to work together at different 
levels. Ideally, the system should be coordinated by one organization, such as the national AIDS coordinating authority 

                                                           
17 https://openknowledge.worldbank.org/handle/10986/2702 

https://openknowledge.worldbank.org/handle/10986/2702
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(NAC) or its equivalent. The NAC should have a dedicated M&E unit with the mandate and authority to coordinate M&E 
activities and to request data from all relevant partners; it should also have sufficient independence to report openly on 
M&E data. Additional M&E staff are required at the national level, including HIV M&E focal points at the Ministry of 
Health (MOH) and other line ministries, as well as at sub-national governmental levels and in organizations or facilities 
providing HIV services. Deliberate efforts should be made to mainstream HIV into already existing structures for 
planning and coordination of health and development program at the sub-national level. In addition to human resources, 
there is also a need for financial resources, as well as basic infrastructure, equipment and supplies. 
 
Component 2: Human Capacity for HIV M&E 
Not only it is necessary to have dedicated and adequate numbers of M&E staff, it is essential for this staff to have the 
right skills for the work. Human capacity building should focus on all levels; have measurable performance objectives; 
include a capacity building plan with clearly defined outputs; and include ways to track progress over time. M&E human 
capacity building requires a wide range of activities, including formal training, in-service training, mentorship, coaching 
and internships. M&E capacity building should focus not only on the technical aspects of M&E, but also address skills in 
leadership, financial management, facilitation, supervision, advocacy and communication. 
 
Component 3:  Partnerships to Plan, Coordinate &Manage HIV M&E system 
It is important that all stakeholders in HIV M&E work together. Several countries have been successful in establishing 
and maintaining M&E partnerships through a national M&E Technical Working Group that meets regularly and includes 
all relevant stakeholders, including all organizations responsible for M&E activities listed in the costed national HIV M&E 
work plan. 
 
Component 4: National,  Multi-sectoral HIV M&E Plan 
The M&E mandate should be clearly defined in the National HIV Policy and other relevant policy documents. A wide 
variety of stakeholders should participate in the development and regular updating of the national M&E plan, including 
sub-national authorities and representatives from civil society. The objectives of the national M&E plan should be 
explicitly linked to the HIV National Strategic Plan to ensure that relevant data are collected to measure the progress in 
the country’s HIV response. Because the national M&E plan is the basis for the implementation of a functional national 
HIV M&E system, it should describe how all 12 components of the M&E system will be implemented over time. The 
national M&E plan should describe a 3-5 year implementation strategy, indicate resource requirement estimates and 
outline a strategy for resource mobilization. The national M&E plan, and specifically the national indicators, should 
adhere to explicit global and national technical standards and agreed best practices. The M&E plan should also adhere to 
national laws; for example, the National Statistical Act may specify that the National Bureau of Statistics is responsible 
for all data collection in the country, which needs to be reflected in the flow of data within the M&E system. In addition to 
the national multi-sectoral M&E plan, different sectors, development partners and sub-national entities involved in the 
HIV response may develop their own M&E plans that detail how each will collect and report HIV data to contribute to the 
one national HIV M&E System. The national M&E plan should be reviewed and updated regularly to make adjustments in 
data collection needs associated with revisions of the National Strategic Plan, and to strengthen M&E system 
performance based on periodic M&E assessments. 
 
Component 5: Annual Costed HIV M&E Plan 
For the national HIV M&E plan to be operationalized, an annual costed national M&E work plan needs to be 
developed that describes the priority M&E activities for the year with defined responsibilities for implementation, 
costs for each activity, identified funding, and a clear timeline for delivery of outputs. This work plan enables the 
NAC and the national M&E TWG to ensure that financial and human resources are mobilized and allows for 
monitoring progress towards implementation of one national HIV M&E system. The costed national M&E work plan 
should reflect agreement on who will implement and finance each activity. The costed national M&E work plan is 
not the NAC work plan for M&E; rather, it is a joint work plan that integrates the HIV M&E activities of all relevant 
stakeholders.  
 
Component 6: Advocacy, Communications and Culture for HIV M&E 
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It is important to demystify M&E, create a supportive M&E culture, and reduce any negative connotations of M&E.  
A communication and advocacy strategy for M&E can help to achieve these objectives. The strategy needs to be 
multi-dimensional, with tailored messages for different audiences, including the general public. One important 
message that will help to rally public support is that the national M&E system is not for government purposes 
alone; it is useful to all stakeholders in the HIV response. M&E fosters transparency, but also requires a transparent 
environment to function effectively. Obtaining political support for transparency and accountability related to the 
HIV response is an important component of the communication and advocacy strategy. One way to gain political 
support is to identify an ‘M&E champion’, a high level official who can promote M&E among his/her peers, to help 
foster an understanding about the importance of investing in quality data for policy formulation and program 
decision-making. The communication and advocacy strategy for HIV M&E should be part of the country’s national 
HIV communication strategy to ensure that M&E is being mainstreamed into all NAC functions. 
 
Component 7: Routine HIV Program Monitoring 
The NAC and sub-national authorities need a routine system to track the demand for and supply of HIV services. 
Standardized data from all providers, including facility and community-based HIV service providers should be 
collected on a routine basis. To guide decision-making at all levels, the data needs of different stakeholders should 
be determined and routine data made available in a timely fashion. Standardized data include inputs (resources, 
such as staff, funds, materials, facilities, supplies), activities (interventions and services, such as training, 
antiretroviral treatment) and outputs (immediate results, such as number of staff trained, number of clients 
treated). 
 
Component 8: Surveys and Surveillance 
Description: Biological and behavioral surveillance and surveys are essential to determine the drivers and the 
spread of the HIV epidemic in each country. HIV surveillance and HIV surveys may focus on the general population, 
most-at-risk populations or both. 

 
Component 9: National and Subnational Databases (HIS) 
An information system consists of the infrastructure (hardware), a database (software), and skilled individuals to 
use the databases to capture, verify, transfer, analyze, and share data. Clear roles and responsibilities need to be 
established at national, sub-national, and service-delivery levels to ensure an appropriate and timely data flow 
between the different levels. 
 
Component 10:  Supportive Supervision and Data Auditing (Data Quality) 
Supportive supervision refers to overseeing and directing the performance of others and transferring the 
knowledge, attitudes, and skills that are essential for successful M&E of HIV activities. It offers an opportunity to 
take stock of the work that has been done; critically reflect on it; provide feed-back to local staff; and where 
appropriate, provide specific guidance to make improvements. For more information on data quality and PEPFAR 
please refer to the upcoming document: Improving HIV/AIDS Data Quality forthcoming by December 2013.  
 
Component 11:  Evaluation and Research Plans 
Evaluation and research are essential but often neglected components of a comprehensive HIV M&E system. 
Appropriate use of evaluation and research data ensures that the planning of the HIV response is based on the best 
available evidence and guides ongoing program improvement. Establishing a national process for identifying 
evaluation and research gaps relevant to the National Strategic Plan and for coordinating evaluation and research 
partners helps ensure that evaluation and research 
studies are relevant to the country’s needs and provide actionable results; that evaluation and research efforts are 
coordinated to avoid duplication of effort; and that study results are shared and available for use in decision-
making. For further information on evaluation standards of practice specific to PEPFAR, please refer to PEPFAR 
Evaluation Standards of Practice document to be published by December 2013.  
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Component 12:  Data Use and Dissemination Plan 
The most important reason for conducting M&E is to provide the data needed for guiding policy formulation and 
program operations. A detailed data use plan should be included in the national M&E plan; this plan should link 
data needs and data collection efforts with specific information products for different audiences, as well as a 
timetable for dissemination. It should also include activities to encourage data use, such as workshops to discuss 
the implications of M&E data for program planning and improvement. A functional M&E system collates and 
presents the data in a way that facilitates data use at all levels, including the general public and beneficiaries of HIV 
services. 
 
Selecting an Appropriate Tool  
(Adopted from UNAIDS 12 Components M&E System Assessment) 
 
The table below provides an overview of the focus of each standardized tool with reference to the twelve 
components of a national M&E system. All tools, except the 12 Components HIV M&E System Strengthening Tool, 
focus solely on specific components of the system and are used for a detailed assessment of the individual 
component(s). For tools that assess the same M&E component, there may still be a difference in the extent to which 
the component is assessed. Therefore, it is important to look at the detailed content of each tool before making a 
selection. See Operational Guidance on the Selection of Tools & Approaches for the Assessment of HIV Monitoring and 
Evaluation Systems (UNAIDS 2009b) for more detailed information on each of the tools. 
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PEPFAR Support: N/A  
 
As an above site indicator, the PEPFAR support categories of DSD and TA-SDI do not apply. To report results for 
this indicator, it is expected that PEPFAR provides ongoing technical support for the implementation of services 
and quality improvement of activities. 

Additional References: 
 
• Making Monitoring and Evaluation Systems Work: A Capacity Development Toolkit. Marelize Görgens and Jody 

Zall Kusek. The World Bank Group. Washington, DC, 2009. 
(https://openknowledge.worldbank.org/handle/10986/2702) 

• Organizing Framework for Functional National HIV Monitoring and Evaluation, UNAIDS, 2008. 
(http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/20080430_JC1769_Or
ganizing_Framework_Functional_v2_en.pdf) 

• 12 Components Monitoring and Evaluation System Assessment. Guidelines to Support Preparation, 

https://openknowledge.worldbank.org/handle/10986/2702
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/20080430_JC1769_Organizing_Framework_Functional_v2_en.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/20080430_JC1769_Organizing_Framework_Functional_v2_en.pdf
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Implementation, and Follow-Up Activities. UNAIDS, 2010. 
(http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/1_MERG_Assessment_
12_Components_ME_System.pdf) 

• 12 Components Monitoring and Evaluation System Strengthening Tool. UNAIDS, 2010. 
(http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/2_MERG_Strengthenin
g_Tool_12_Components_ME_System.pdf) 

• Basic Terminology and Frameworks for Monitoring and Evaluation.  UNAIDS. 
(http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/7_1-Basic-
Terminology-and-Frameworks-MEF.pdf) 
 

 

 

  

http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/1_MERG_Assessment_12_Components_ME_System.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/1_MERG_Assessment_12_Components_ME_System.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/2_MERG_Strengthening_Tool_12_Components_ME_System.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/2_MERG_Strengthening_Tool_12_Components_ME_System.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/7_1-Basic-Terminology-and-Frameworks-MEF.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/7_1-Basic-Terminology-and-Frameworks-MEF.pdf
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Health Systems Strengthening March 2015 

 
Leadership, Governance, and Finance – Policy Tracking Table 
Indicator code: 
LGF_PTT 1 Key HIV/AIDS-related policies monitored through Policy Tracking Tables (PTTs) 

Purpose: 
 
To monitor development, passage, and implementation of key HIV/AIDS related policies.  

NGI Mapping:   H6.1.D continuing - same indicator with a modified reporting requirements/table 
PEPFAR Support 
Target/Result 
Type:  

If an operating unit is providing ongoing technical support in a priority policy area, 
reporting is expected in the PTT.  

Numerator: 

1 

Select the stage completed in policy process for this specific policy, of the following five 
stages:  
 

1. Identify Baseline Policy Issue(s) / Problem(s) 
2. Develop Policy Intervention & Document 
3. Official Government Endorsement of Policy 
4. Implement Policy 
5. Evaluation of Policy Impact on Health 

Denominator: N/A 
Disaggregation(s): N/A  
Data Source: National policy documents and additional sources, collected by PEPFAR team.  

Examples of sources for stage 4 Implement Policy include: reports on number of persons 
trained to implement the policy, the amount of funding allocated to implement the policy, 
and others. 

Data Collection 
Frequency: 

Annually in accordance with PEPFAR reporting cycles.. 

Method of Measurement: 
 
Each PEPFAR operating unit is to complete one Policy Tracking Table for each specific policy monitored over one or 
more years.   
Explanation of Numerator: 
 
Number of the stage completed in policy process for the specific policy reported on in that particular Policy 
Tracking Table. 
Explanation of Denominator: 
N/A 
 
Interpretation: 
 
Policy progress is difficult to quantify but can be measured using a staged framework. Completing Policy Tracking 
Tables should help PEPFAR country teams identify barriers as well as facilitators to achieving key policy and 
program goals. In addition to reporting on completed stages of the policy process, progress within each stage is also 
measured using the PTT.  
 
One PTT must be completed for each specific policy targeted by the PEPFAR country team and the partner 



151 
 

government and prioritized for tracking (5-7 in total; up to 3 per program area). These policies are often listed in 
Partnership Frameworks or similar multi-year agreements between the USG and partner governments. The PTT 
facilitates monitoring of the development, adoption and implementation of key governmental policy reforms 
needed to achieve and sustain HIV-service scale-up, health system strengthening, and country ownership. It is 
important to collect quality data that reflects the policy process to complement program monitoring data. Data 
collected about each stage of the policy process allows PEPFAR to understand the progress being made in 
strengthening the HIV and AIDS policy environment, and where there may be need for additional intervention or 
guidance to advance the policy development process or policy implementation. 
PEPFAR Support: N/A  
 
As an above site indicator, the PEPFAR support categories of DSD and TA-SDI do not apply. To report results for this 
indicator, it is expected that PEPFAR provides ongoing technical support for the implementation of services and 
quality improvement of activities. 
Additional References: N/A 
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Level 2 Indicators Table  

Program Area Group Indicator Code Indicator Name 
Prevention Services PMTCT_CTX Percentage of infants born to HIV-positive pregnant women who were 

started on Cotrimoxazole (CTX) prophylaxis within two months of birth  
Care and Support  FN_ASSESS Proportion of PLHIV who were nutritionally assessed via anthropometric 

measurement 
Care and Support TB_OUTCOME TB treatment outcomes among registered new and relapsed TB cases 

who are HIV-positive 
Care and Support TB_SCREEN Percentage of PLHIV in HIV clinical care who were screened for TB 

symptoms at the last clinical visit 
Health Systems 
Strengthening 

HRH_DENS Density/distribution of key cadres  

Health Systems 
Strengthening 

HRH_VAC Vacancy rate  
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Prevention Services March 2015 

  
Pediatric 
Indicator code:  
PMTCT_CTX 2 

Percentage of infants born to HIV-positive pregnant women who were 
started on Cotrimoxazole (CTX) prophylaxis within two months of 
birth  

Purpose: 
 
Cotrimoxazole prophylaxis is a simple and cost-effective intervention to prevent Pneumocystis pneumonia (PCP) 
among HIV-exposed and -infected infants. PCP is the leading cause of serious respiratory disease among young 
HIV-infected infants in resource-limited countries and often occurs before HIV infection can be diagnosed. Because 
diagnosing HIV infection among young infants is difficult, all infants born to women living with HIV should receive 
Cotrimoxazole (CTX) prophylaxis starting at 4–6 weeks after birth and continuing until HIV infection has been 
excluded and the infant is no longer at risk of acquiring HIV through breastfeeding. 
 
NGI Mapping:  C4.2.D continuing - same indicator; no impact on trend analysis 
PEPFAR Support 
Target/Result Type:  

Direct Service Delivery (DSD) and Technical Assistance-Service Delivery 
Improvement (TA-SDI) targets and results should be kept and used in country only 

Numerator: 
2 

Number of infants born to HIV-positive women who were started on CTX 
prophylaxis within two months of birth at USG supported sites within the 
reporting period  

Denominator: 1 Number of HIV-positive pregnant women identified in the reporting period 
(including known HIV-positives at entry) 

Disaggregation(s): N/A 

Data Source: Patient records, service outlet log books, HIV-exposed infant registers or other 
auditable source documentation at PEPFAR supported facilities. 

Data Collection Frequency: Data should be collected continuously at the facility level as part of routine service 
delivery and aggregated in time for in-country PEPFAR reporting cycles. Data 
should be reviewed regularly for the purposes of program management, to 
monitor progress towards achieving targets, and to identify and correct any data 
quality issues. 

Method of Measurement: 
All PEPFAR supported facilities that provide CTX for HIV-exposed infants should report this indicator. 
Explanation of Numerator 
 
The numerator is the sum of infants having received CTX within 2 months of birth during the reporting period at 
PEPFAR-supported facilities.  
The numerator is calculated from national program records aggregated from facility registers such as stand-alone 
or integrated HIV-exposed infant registers. The register used may depend on where services are offered. For 
example, where HIV-exposed infants are followed by health workers in HIV care and treatment facilities, countries 
could aggregate information from a register based at that site. 

Explanation of Denominator: 
 
By using the number of the HIV-positive pregnant women identified in the reporting period as the denominator, 
this indicator is harmonized with the PEPFAR PMTCT_ARV indicator. This is a facility-based denominator and not 
representative of the population.  
This denominator includes a sum of categories a-d below at PEPFAR-supported sites:  
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e. number of pregnant women who were tested and received an HIV+ result at ANC 
f. pregnant women known to be HIV-positive attending ANC for a new pregnancy  
g. pregnant women tested during L&D and received a new HIV+ result 
h. Women with unknown HIV status attending postpartum services within 72 hours of delivery who were 

tested for HIV and received their result  
Interpretation: 
 
A limitation of this indicator is that it counts mothers and infants at one time point and there will be some women 
in the denominator who deliver in the reporting period whose children may receive CTX prophylaxis in the next 
reporting period. It is anticipated that this will happen consistently during each reporting period and therefore the 
children who receive CTX in a different reporting period from when they were actually be born will be captured.  
PEPFAR Support  
 
DSD: Individuals will be counted as receiving direct service delivery support from PEPFAR when BOTH of 
the below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, 
support to improve the quality of services. 
 
TA-SDI: Individuals will be counted as supported through TA-SDI when the point of service delivery 
receives support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support 
to improve the quality of services. 
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key staff and/or essential commodities for routine service 
delivery. For HIV exposed infants receiving PMTCT services, this can include ongoing procurement of 
critical commodities such as test kits, ARVs, lab commodities or funding for salaries of HCW who deliver 
PMTCT services. Staff who are responsible for the completeness and quality of routine patient records 
(paper or electronic) can be counted here; however, staff who exclusively fulfill MOH and donor reporting 
requirements cannot be counted. 

 
 AND/OR 
 

2. PEPFAR provides an established presence at and/or routinized, frequent (at least quarterly) support to 
those services at the point of service delivery. For HEI/PMTCT services, this ongoing support for service 
delivery improvement can include: training of PMTCT service providers, clinical mentoring and supportive 
supervision of staff at PMTCT service sites, infrastructure/renovation of facilities, support of PMTCT service 
data collection, reporting, data quality, QI/QA of PMTCT services support, ARV consumption forecasting and 
supply management, support of lab clinical monitoring of patients, supporting patient follow up/retention, 
or support of mother mentoring programs. 

Additional References: 
• Adapted from #9, Guidance and Specifications for Additional Recommended Indicators, Addendum to: 

UNGASS. Monitoring the Declaration of Commitment on HIV/AIDS. Guidelines on Construction of Core 
Indicators. 2008 Reporting. April 2008. 
http://data.unaids.org/pub/BaseDocument/2009/20090305_additionalrecommendedindicators_finalprin
tversio_en.pdf 

• Adapted from Prevention #HIV-P14, The Global Fund to Fight AIDS, Tuberculosis and Malaria Monitoring 
and Evaluation Toolkit: HIV, Tuberculosis and Malaria and Health Systems Strengthening, Part 2: Tools for 
monitoring programs for HIV, tuberculosis, malaria and health systems strengthening, Third Edition, 
February 2009 http://www.theglobalfund.org/documents/me/M_E_Toolkit_P2-HIV_en.pdf 

 

http://data.unaids.org/pub/BaseDocument/2009/20090305_additionalrecommendedindicators_finalprintversio_en.pdf
http://data.unaids.org/pub/BaseDocument/2009/20090305_additionalrecommendedindicators_finalprintversio_en.pdf
http://www.theglobalfund.org/documents/me/M_E_Toolkit_P2-HIV_en.pdf
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Care and Support March 2015 
 

Food and Nutrition / Nutrition Assessment, Counseling and Support 
Indicator code: 
FN_ASSESS 2 Percentage of People Living with HIV (PLHIV) in care and treatment who were 

nutritionally assessed 
Purpose: 
 
The purpose of this indicator is to monitor the extent to which nutrition interventions are provided as a 
component of HIV care and treatment services for PLHIV. Among PLHIV, under nutrition is associated with faster 
disease progression and higher risk of mortality. Thus, nutrition assessment is an essential component of care and 
treatment for HIV-infected individuals.  
 
Nutrition assessment via anthropometric measurement can provide data for clinical staging and can identify 
patients at higher risk who may benefit from additional medical and/or nutrition interventions, such as counseling 
and therapeutic or supplementary feeding. Nutrition assessment data are also a means for monitoring the number 
and proportion of undernourished individuals at the facility, regional, and national levels.  
 
These data can inform the development of nutrition interventions for HIV care and support services. This indicator 
is also critical because it is a companion to the indicators that track the number and proportion of PLHIV that are 
identified as undernourished, as well as the number and proportion of undernourished PLHIV who received 
therapeutic and supplementary feeding.  
 
NGI Mapping:  N/A – this is a new indicator 
PEPFAR Support 
Target/Result 
Type:  

Direct Service Delivery (DSD) and Technical Assistance-Service Delivery Improvement 
(TA-SDI) targets and results should be kept and used in country only 

Numerator: 2 Number of PLHIV who were nutritionally assessed via anthropometric 
measurement 

Denominator: 
2 

Number of HIV positive adults and children who received care and treatment 
services during the period (Examples include: clinical assessment/WHO staging, 
CD4 count, viral load) 

Disaggregation(s): 2 Age:  <1, 1-4, 5-14, 15-17, 18+  

2 Pregnancy Status, Postpartum status 

3 Sex: Male, Female 

3 ART status: ART, no ART 

3 Age: 0-6 months, 6–24 months, 24–59 months 

Data Source: The sources of data for this indicator are program and site records that document whether 
clients have received a nutrition assessment. Each time a client is nutritionally assessed 
using anthropometric measurement, the measurement should be recorded on the client 
record and/or clinic register.  
 
Since the indicator includes ART and pre-ART clients, PMTCT clients, and pediatric HIV 
clients, in some settings information will be drawn from multiple record systems, such as 
routine health information systems, especially those that target PLHIV. This may require 
aggregation at the district or national level. 

Data Collection Data should be collected continuously at the facility level and aggregated in time for in-
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Frequency: country PEPFAR reporting cycles. Data should be reviewed regularly for the purposes of 
program management, to monitor progress towards achieving targets, and to identify and 
correct any data quality issues. 

Method of Measurement: 
 
The measures associated with this indicator require documentation of the number of individuals who were 
nutritionally assessed via anthropometric measurement. Tools needed for nutrition assessment may include 
weight scales, MUAC measurement tapes, stadiometers/height-measuring devices, and recumbent length devices, 
among others. 
 
For adults greater than 18 years of age who are not pregnant or within six months post-partum, BMI is the 
preferred method of nutrition assessment. BMI is calculated by dividing weight in kilograms (kg) by height in 
meters (m) squared (BMI = kg/m2).  
 
For children and adolescents 5-18 years of age who are not pregnant or within six months post-partum, BMI-for-
age z-score is the preferred method of nutrition assessment. Because children and adolescents are still 
experiencing growth and development, it is necessary to consider the age and sex of the child or adolescent when 
using BMI as an assessment method for determining nutrition status. 
 
For children 6-59 months, weight-for-height (WFH) z-scores are the preferred method of nutrition assessment. A 
z-score allows comparison of a child’s weight-height ratio to that of a reference population of the same age and 
requires data on height, weight, and age of the child. Growth charts may be used to facilitate data collection and 
interpretation of z-scores. A child’s weight and height can also be plotted on a pre-printed graph.  
 
Middle upper arm circumference (MUAC) is also recommended by the WHO as a method of assessment for severe 
acute malnutrition among children 6-59 months. MUAC measures the circumference of the left upper arm in 
millimeters (mm). It is taken at a point midway between the tip of the shoulder and the elbow. MUAC is a proxy 
measure of nutrient reserves in muscle and fat that are not affected by pregnancy and are independent of height. It 
can be used as an assessment tool for women who are pregnant or up to 6 months post-partum and of non-
pregnant/post-partum clients whose height or weight cannot be measured (e.g., the client cannot stand or no 
weighing or measuring equipment is available).  
 
Explanation of Numerator:  
 
The numerator is the number of PLHIV who were nutritionally assessed via anthropometric measurement at any 
point during the reporting period.  
 
To tabulate the number of PLHIV that were nutritionally assessed at any point during the reporting period, 
program staff review individual client records and/or clinic registers to determine the number of clients that 
received nutrition assessment. Clients that were assessed multiple times during the reporting period should be 
counted only once. 
 
Explanation of Denominator: 
 
The denominator is the number of PLHIV receiving HIV care and treatment services during the reporting period. 
Since the indicator unit is PLHIV, every PLHIV who received care and treatment services at least once during the 
reporting period is counted once in the denominator, irrespective of whether s/he received services more than 
once during the reporting period.  
 
Interpretation: 
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This indicator is interpreted to measure the extent to which nutrition assessment services are reaching PLHIV 
within a facility or a geographic area. As such, it provides valuable information about coverage of this service and 
where gaps in service delivery may exist. 
PEPFAR Support:  
 
DSD: Individuals will be counted as receiving direct service delivery support from PEPFAR when BOTH of 
the below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, 
support to improve the quality of services. 
 
TA-SDI: Individuals will be counted as supported through TA-SDI when the point of service delivery 
receives support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support 
to improve the quality of services. 
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key staff and/or essential commodities for routine service 
delivery. For PLHIV receiving nutrition assessment, this can include ongoing provision of recurring costs or 
commodities (e.g., therapeutic and supplementary feeding commodities) or funding of salaries for HCW 
who provide nutrition assessment, counseling and support services. Staff who are responsible for the 
completeness and quality of routine patient records (paper or electronic) can be counted here; however, 
staff who exclusively fulfill MOH and donor reporting requirements cannot be counted. 
 

AND/OR 
 
2. PEPFAR provides an established presence and/or routinized, frequent (at least quarterly) support to those 

services at the point of service delivery. For nutrition assessment services, this ongoing support for service 
delivery improvement can include: clinical mentoring and supportive supervision of staff at NACS sites, 
support for quality improvement activities, patient tracking system support, routine support of NACS M&E 
and reporting, commodities consumption forecasting and supply management.  

 
Additional References: 
 

• Cogill, Bruce. Anthropometric Indicators Measurement Guide. Food and Nutrition Technical Assistance 
(FANTA) Project. Academy for Educational Development. Washington, D.C., 2003. 

• Maas, J et al. Body mass index course in asymptomatic HIV-infected homosexual men and predictive value 
of a decrease of body mass index for progression to AIDS. Journal of Acquired Immune Deficiency Syndromes 
and Human Retrovirology;19 (3), 1998, 254-259.  

• Liu, E. et al. Nutritional Status and Mortality among HIV-infected patients receiving anti-retroviral therapy 
in Tanzania. Journal of Infectious Diseases; 2004 (2), 2011, 282-290. 

• Maas, J et al. Body mass index course in asymptomatic HIV-infected homosexual men and predictive value 
of a decrease of body mass index for progression to AIDS. Journal of Acquired Immune Deficiency Syndromes 
and Human Retrovirology;19 (3), 1998, 254-259. 

• Liu, E. et al. Nutritional Status and Mortality among HIV-infected patients receiving anti-retroviral therapy 
in Tanzania. Journal of Infectious Diseases; 2004 (2), 2011, 282-290. 

• WHO (World Health Organization). 1999. Management of Severe Malnutrition: A Manual for Physicians and 
Other Senior Health Workers. Geneva, Switzerland.  

• WHO Reference 2007 for children and adolescents 5-19 years of age: http://www.who.int/growthref/en/ 
and WHO 2009. Guidelines for an Integrated Approach to the Nutrition Care of HIV-infected Children. 

• WHO Reference 2007 for children and adolescents 5-19 years of age: http://www.who.int/growthref/en/ 
and WHO 2009. Guidelines for an Integrated Approach to the Nutrition Care of HIV-infected Children. 

http://www.who.int/growthref/en/
http://www.who.int/growthref/en/
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Care and Support March 2015 
  
TB/HIV  
Indicator code: 
TB_OUTCOME 2 TB treatment outcomes among registered new and relapsed TB cases who are 

HIV-positive  
Purpose: 
 
To reduce the burden of TB among PLHIV and reduce the burden of HIV among registered TB cases, the WHO has 
recommended a package of TB/HIV collaborative activities (including TB symptom screening for PLHIV, TB 
diagnostic evaluation for PLHIV who screen positive for TB symptoms, provision of TB treatment for PLHIV 
diagnosed with active TB disease, provision of IPT to eligible PLHIV in HIV clinical care, provision of HIV testing to 
registered TB cases, and ART and CPT for registered TB cases who are HIV-positive). This indicator measures the 
ability of these activities to affect TB treatment outcomes for co-infected patients who enter the TB/HIV service 
cascade from both the TB and HIV programs, including PLHIV in HIV clinical care who are diagnosed with active TB 
disease, and registered TB cases who are diagnosed with HIV. 
 
NGI Mapping:  N/A – this is a new indicator 
PEPFAR Support 
Target/Result 
Type:  

Direct Service Delivery (DSD) and Technical Assistance-Service Delivery Improvement (TA-
SDI) targets and results should be kept and used in country only 

Numerator: 2 Aggregated outcomes of TB treatment among registered new and relapsed TB cases 
who are HIV-positive in the treatment cohort 

Denominator: 2 The total number of registered new and relapsed TB cases who are HIV-positive 
registered in the treatment cohort 

Disaggregation(s): 

2 

By outcome (see definitions below)  
• By Age (<1, 1-4, 5-9, 10-14, 15-19, 20+)  
• By Sex (male, female) 

Outcomes are defined as: 
• Cured 
• Treatment completed 
• Treatment failed 
• Died 
• Lost to follow-up 
• Not evaluated 

Data Source: Basic management unit TB registers. Programs should modify the register as needed to 
easily capture this information. 

Data Collection 
Frequency: 

Data should be collected continuously at the facility level as part of service delivery and 
aggregated in time for in-country PEPFAR reporting cycles. Data should be reviewed 
regularly for the purposes of program management, to monitor progress towards achieving 
targets, and to identify and correct any data quality issues. 

Method of Measurement: 
 
The numerator can be generated by counting the outcomes (cured, treatment completed, treatment failed, died, lost 
to follow up, not evaluated) of TB treatment among documented HIV-positive new and relapsed TB cases in the 
treatment cohort. The treatment cohort is defined as TB cases registered in the 12 months immediately 
preceding the start of the reporting period. For example, the PEPFAR FY 2015 reporting period would be Oct 1, 
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2014 to Sept 30, 2015, and the treatment cohort would be all HIV-positive new and relapsed TB cases registered 
during Oct 1, 2013 to Sept 30, 2014. However, some countries may only be able to define cohorts based on the 
calendar year, not the PEPFAR FY.  
 
Outcome data for HIV-positive new and relapsed TB cases can be found in the TB treatment register. The 
denominator can be generated by counting the number of documented HIV-positive new and relapsed TB cases in 
the treatment cohort. Outcome definitions are guided by national standards, which should be in alignment with 
WHO recommendations:  
 
• Cured: A pulmonary registered TB case with bacteriologically confirmed TB at the beginning of treatment who 

was smear- or culture-negative in the last month of treatment and on at least one previous occasion. 
• Treatment completed: A registered TB case who completed treatment without evidence of failure but with no 

documentation of negative sputum smear or culture results in the last month of treatment and on at least one 
previous occasion, either because tests were not done or because results are unavailable. 

• Treatment failed: A registered TB case whose sputum smear or culture is positive at month 5 or later during 
treatment. 

• Died: A registered TB case who dies for any reason before starting or during the course of treatment. 
• Lost to follow-up: A registered TB case who did not start treatment or whose treatment was interrupted for 2 

consecutive months or more. 
• Not evaluated: A registered TB case for whom none of the above treatment outcomes can be assigned. This 

includes cases transferred out to another treatment unit as well as cases for whom the treatment outcome is 
unknown to the reporting unit. 

 
Registered TB cases who transfer in or are found to have a rifampicin resistant TB or multidrug resistant TB strain 
at any point in time are excluded from the TB cohort when calculating treatment outcomes.  
 
Explanation of Numerator: 
 
The numerator includes the outcomes of all registered new and relapsed TB cases who are HIV-positive in the 
treatment cohort. The treatment cohort is defined as TB cases registered in the 12 months immediately preceding 
the start of the reporting period (see below under Explanation of Denominator). 
 
Explanation of Denominator : 
 
The denominator includes all registered new and relapsed TB cases who are HIV-positive in the treatment cohort. 
The treatment cohort is defined as TB cases registered in the 12 months immediately preceding the start of the 
reporting period. For example, the FY 2015 reporting period would be Oct 1, 2014 to Sept 30, 2015, and the 
treatment cohort would be all TB cases registered during Oct 1, 2013 to Sept 30, 2014. 
 
Interpretation: 
 
The WHO has recommended that National TB Programs achieve an 85% TB treatment success rate (including both 
cured and treatment completed) for sputum smear positive, drug susceptible TB disease. However, TB treatment 
outcomes for PLHIV would be expected to be poorer due to complications of TB/HIV co-infection, resulting in 
higher mortality or loss to follow up. Nevertheless, with early initiation of ART and timely diagnosis and treatment 
of TB—including the use of near point of care diagnostic technology such as Xpert—country achievement can seek 
to reach the WHO TB treatment success target. Therefore, 85% achievement TB treatment success should be the 
starting point for target setting, from which target reductions can be made to account for local capacity, history of 
program performance, evolving programs, and national norms of care. 
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PEPFAR Support:  
 
DSD: Individuals will be counted as receiving direct service delivery support from PEPFAR when BOTH of 
the below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, 
support to improve the quality of services. 
 
TA-SDI: Individuals will be counted as supported through TA-SDI when the point of service delivery 
receives support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support to 
improve the quality of services. 
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key staff and/or essential commodities for routine service 
delivery. For co-infected PLHIV and TB patients, this can include ongoing procurement of commodities, such 
as those needed for TB diagnostic evaluation and/or TB treatment, diagnostic/ clinical monitoring 
equipment, or funding of salaries for HCW who deliver TB/HIV services. These staff could include those 
who provide TB/HIV services, or where TB and HIV services are not integrated, personnel critical to patient 
referral, transfer or tracking that ensures patient linkage between the TB and HIV programs. Staff who are 
responsible for the completeness and quality of routine patient records (paper or electronic) can be 
counted here; however, staff who exclusively fulfill MOH and donor reporting requirements cannot be 
counted. 

 
AND/OR 
 

2. PEPFAR provides an established presence at and/or routinized, frequent (at least quarterly) support to 
those services at the point of service delivery. For TB/HIV services, this ongoing support for service delivery 
improvement can include: clinical mentoring and supportive supervision of staff at HIV clinical sites, 
support for quality improvement activities, patient tracking system support, routine support of TB/HIV 
M&E and reporting, commodities consumption forecasting and supply management, and patient referral 
and transfer that ensures patient linkages between HIV and TB programs and facilities. 

 
Note: Outcomes of TB treatment among registered new and relapsed TB cases who are HIV-positive should be 
reported by sites that register TB cases, including stand-alone TB basic management units or sites where TB and 
HIV services are integrated. Stand-alone HIV clinical care sites that do not register TB cases should not report on 
this indicator.  
 
Additional References: 
 

• WHO recommendations for collaborative TB/HIV activities can be found in WHO policy on collaborative 
TB/HIV activities 
(http://www.who.int/tb/publications/2012/tb_hiv_policy_9789241503006/en/index.html).  

• WHO recommendations for TB treatment outcome categories can be found in Definitions and reporting 
framework for tuberculosis – 2013 revision 
(http://apps.who.int/iris/bitstream/10665/79199/1/9789241505345_eng.pdf). 

• WHO recommendations for TB case categories can be found in Definitions and reporting framework for 
tuberculosis – 2013 revision 
(http://apps.who.int/iris/bitstream/10665/79199/1/9789241505345_eng.pdf). 
 
 
 

http://www.who.int/tb/publications/2012/tb_hiv_policy_9789241503006/en/index.html
http://apps.who.int/iris/bitstream/10665/79199/1/9789241505345_eng.pdf
http://apps.who.int/iris/bitstream/10665/79199/1/9789241505345_eng.pdf
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Care and Support March 2015 

  
TB/HIV  
Indicator code: 
TB_SCREEN 2 Percentage of PLHIV in HIV clinical care who were screened for TB symptoms 

at the last clinical visit 
Purpose: 
 
Early identification of TB symptoms followed by diagnosis and prompt initiation of TB treatment in PLHIV 
increases the chances of survival, improves quality of life and reduces transmission of TB. TB screening is also the 
entry point for TB prevention services, as it is used to exclude active TB disease and thereby contribute to the 
identification of PLHIV eligible for isoniazid preventative therapy (IPT). The TB screening algorithm applied to 
identify persons with presumptive TB who require additional diagnostic evaluation for TB disease should be 
consistent with WHO and National TB Program recommendations and best practices. This may include a symptom 
screening questionnaire that checks for the presence of specific TB-related symptoms, i.e., cough, fever, night 
sweats, and recent weight loss. 
 
NGI Mapping: 
 

NEW. Replacing C2.4.D. Given the significant modification to the denominator, trend 
analysis will be impacted. Data collected for the numerator can be compared to data 
collected for P2.4.D in prior years, although trends in the proportion should be interpreted 
with care.  

PEPFAR Support 
Target/Result 
Type:  

Direct Service Delivery (DSD) and Technical Assistance-Service Delivery Improvement 
(TA-SDI) targets and results should be kept and used in country only 
 

Numerator: 2 Number of PLHIV who were screened for TB symptoms at the last clinical visit to an 
HIV care facility during the reporting period 

Denominator: 
2 

Number of HIV positive adults and children who received at least one of the 
following during the reporting period: clinical assessment (WHO staging) OR CD4 
count OR viral load 

Disaggregation(s): 2 Age: <1, 1-4, 5-9, 10-14, 15-19, 20+ 

2 Sex:  Male, Female 

Data Source: These data should be captured in pre-ART and ART registers. Programs should modify the 
register as needed to easily capture this information. 

Data Collection 
Frequency: 

 Data should be collected continuously at the facility level as part of routine service 
delivery and aggregated in time for in-country PEPFAR reporting cycles. Data should be 
reviewed regularly for the purposes of program management, to monitor progress 
towards achieving targets, and to identify and correct any data quality issues. 

Method of Measurement: 
 
The numerator can be generated by counting the number of PLHIV in HIV clinical care screened for TB symptoms 
at last visit to an HIV clinical care facility during the reporting period. The denominator can be generated by 
counting the number of PLHIV in HIV clinical care (defined as all PLHIV who received one of the following at 
enrollment: clinical assessment (WHO staging) OR CD4 count OR viral load), including PLHIV receiving these 
services at maternal and child health facilities providing ARV prophylaxis or ART to HIV-positive pregnant or 
postpartum women or HIV-exposed infants in the context of PMTCT, during the reporting period. For more 
information on the denominator, see indicator “CARE_CURR”.  
 
Explanation of Numerator: 
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The numerator includes PLHIV in HIV clinical care (defined as all PLHIV who received at least one of the following: 
clinical assessment [WHO staging] OR CD4 count OR viral load), including PLHIV receiving these services at 
maternal and child health facilities providing ARV prophylaxis or ART to HIV-positive pregnant or postpartum 
women or HIV-exposed infants in the context of PMTCT, who were screened for TB symptoms according to 
national guidelines at the last clinical visit, during the reporting period. PLHIV who are screened with Gene Xpert 
at last clinical visit are also considered to have been screened for TB. 
 
Explanation of Denominator : 
 
The denominator includes all PLHIV in HIV clinical care (defined as all PLHIV who received at least one of the 
following during the reporting period: clinical assessment (WHO staging) OR CD4 count OR viral load), including 
PLHIV receiving these services from maternal and child health facilities providing ARV prophylaxis or ART to HIV-
positive pregnant or postpartum women or HIV-exposed infants in the context of PMTCT, during the reporting 
period. For more information, see indicator “CARE_CURR”. 
 
Interpretation: 
 
The WHO recommends that all PLHIV in HIV clinical care should be screened for TB at each clinical visit. 
Therefore, 100% achievement should be the starting point for target setting, from which target reductions can be 
made to account for local capacity, history of program performance, evolving programs, and national norms of 
care. In addition, somewhat less than 100% of PLHIV in HIV clinical care would be expected to be screened for TB 
symptoms at each visit as a small number of PLHIV may already be on TB treatment at the time of an HIV clinical 
visit.  
 
PEPFAR Support: 
 
DSD: Individuals will be counted as receiving direct service delivery support from PEPFAR when BOTH of 
the below conditions are met: Provision of key staff or commodities AND frequent, at least quarterly, 
support to improve the quality of services. 
 
TA-SDI: Individuals will be counted as supported through TA-SDI when the point of service delivery 
receives support from PEPFAR that meets the second criterion only: Frequent, at least quarterly support 
to improve the quality of services. 
 

1. PEPFAR is directly interacting with the patient or beneficiary in response to their health (physical, 
psychological, etc.) care needs by providing key staff and/or essential commodities for routine service 
delivery. For PLHIV receiving TB screening, this can include delivery of TB symptom screening to the 
counted individuals, such as through funding of salaries for HCW who deliver TB/HIV services. Staff who 
are responsible for the completeness and quality of routine patient records (paper or electronic) can be 
counted here; however, staff who exclusively fulfill MOH and donor reporting requirements cannot be 
counted. 

AND/OR 
 

2. PEPFAR provides an established presence at and/or routinized, frequent (at least quarterly) support to 
those services at the point of service delivery. For TB/HIV services, this ongoing support for service 
delivery improvement can include: clinical mentoring and supportive supervision of staff at HIV clinical 
sites, support for quality improvement activities, patient tracking system support, routine support of 
TB/HIV M&E and reporting, commodities consumption forecasting and supply management, and patient 
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referral and transfer that ensures patient linkages between HIV and TB programs and facilities. 
 

Additional References: 
 

• WHO TB/HIV indicator B.1.1. A Guide to Monitoring and Evaluation for Collaborative TB/HIV Activities. 
2009. (http://www.who.int/hiv/pub/tb/hiv_tb_monitoring_guide.pdf) 

•  WHO Universal Access indicator E4. A Guide on Indicators for Monitoring and Reporting on the Health 
Sector Response to HIV/AIDS. February 2012. 
(http://www.who.int/hiv/data/UA2012_indicator_guide_en.pdf)  

•  WHO recommendations for TB symptom screening among PLHIV can be found in Guidelines for intensified 
tuberculosis case-finding and isoniazid preventive therapy for people living with HIV in resource-constrained 
settings (http://www.who.int/hiv/pub/tb/9789241500708/en/index.html).  

 
 

  

http://www.who.int/hiv/pub/tb/hiv_tb_monitoring_guide.pdf
http://www.who.int/hiv/data/UA2012_indicator_guide_en.pdf
http://www.who.int/hiv/pub/tb/9789241500708/en/index.html
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Health Systems Strengthening March 2015 
 

Human Resources for Health 
Indicator code: 
HRH_DENS 2 Density/distribution of key cadres 

Purpose:  
 
Many countries experience HRH shortages and/or imbalances by population density (e.g., shortages in rural areas) 
that is not related to population health needs, including HIV epidemiology. Addressing density and distribution of 
HRH is important in increasing access to HIV services.  
 
In many PEPFAR countries, there are overall shortages of HRH, particularly in rural and remote areas, leading to 
insufficient numbers of health workers according to internationally recommended levels (2.3 doctors, nurses, 
midwives/1,000 population). There are also countries where there is large overproduction of health workers, with 
medical unemployment in urban areas, and at the same time with shortages in rural areas. Included in this 
indicator is the density of workers per PLHIV – the density of health workers should be measured against the 
population in need. 
 
Measuring distribution of HRH by target population and location helps identify imbalances within countries where 
an overall workforce density figure might mask significant variations within a country in access to health 
personnel. 
 
NGI Mapping:  N/A – this is a new indicator 
PEPFAR Support 
Target/Result Type: 

N/A, above site indicator. Targets are not required. PEPFAR supported results should be 
reported to HQ. 

Numerator: 2 Number of health workers (doctors, nurses, midwives, laboratory professionals, 
social service workers)  

Denominator: 2 Total population, PLHIV, pregnant women (for PMTCT) – as applicable 
Disaggregation(s): 

2 

Key cadres: 
• Doctors 
• Nurses 
• Midwives 
• Laboratory professionals 
• Social Service Workers 

 
For more specific information country teams may consider the number of health 
workers providing key HIV-related services compared to the number of those in 
need in the targeted population (e.g., PMTCT providers/pregnant women) 

2 
Geographic location: 

1. Rural 
2. Urban 

Data Source: HRIS, Population census, labor force survey, health facility assessment, civil service 
payroll registries, registries of professional regulatory bodies 

Data Collection 
Frequency: 

Data should be collected annually. 

Method of Measurement: 
 
A number of data sources can be used to measure geographical distribution. They include: household censuses and 
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surveys with questions on labor force activity and occupation; health facility assessments; and administrative 
registries such as payroll or health professional licensing. Depending on the data source, numbers of health 
workers may be estimated in terms of head-counts (physical persons) or filled job positions (with positions 
weighted for full-time equivalency on the basis of working hours). 
 
The definition of rural/urban population or location may vary – country teams are encouraged to use their 
country’s definition of rural/urban population. The UN also tracks these figures (http://esa.un.org/unup/CD-
ROM/Urban-Rural-Population.htm) which may be used where nationally generated numbers are not available.  
 
Additional documentation of the extent of the inequalities and maldistribution of health workers can be done using 
a variety of measures. The most commonly used are the health workers densities in urban compared with rural 
areas. Other measures include the vacancy rates, turn-over rates, attrition rates, absenteeism, and unemployment 
rates. 
 
Explanation of Numerator 
 
Depending on the data source, numbers of health workers may be estimated in terms of head-counts (physical 
persons) or filled job positions (with positions weighted for full-time equivalency on the basis of working hours). 
 
Explanation of Denominator 
 
Population may vary depending on the country’s definition. For rural/urban use the official country figures for total 
population. 
 
For PLHIV, UNAIDS to http://www.unaids.org/en/dataanalysis/datatools/spectrumepp2011/) has estimates on 
the number of people living with HIV and AIDS using Spectrum and Estimation Projection Package (EPP).  
 

For PMTCT programs, use the estimated number of pregnant women or births: 
• Modeled using software such as Spectrum 
• United Nations Children’s Fund (UNICEF) “State of the World’s Children” report 
• U.S. Census international database Web site 
 
Interpretation 
 
HIV/AIDS is imposing huge burdens on the health workforce in many low-income countries. The rapid roll-out of 
ART is placing great demands on the health workforce, increasing the need for health workers significantly. In 
addition, increasing numbers of people in care and prevention programs requires a larger workforce trained and 
deployed to meet those needs. At the same time, large variations in HIV/AIDS prevalence rates have been 
documented within countries. 
 
Measuring rural/urban distribution of health workers does not take into account any other variables, aside from 
population size, which are known to play a part in determining the impact of health workforce performance on 
health outcomes in a given context. These other variables include population structure; epidemiology and burden of 
disease; patterns of service and provider utilization; organizational efficiency; health policies, regulations and 
standards; technological capacity; distribution of the health workforce by occupation, place of work and socio-
demographic characteristics; individual provider performance; public demand and expectations; and availability 
and means of financing. Approaches to HRH benchmarking that take into any or all of these factors are much more 
demanding in terms of data requirements. 
 

http://esa.un.org/unup/CD-ROM/Urban-Rural-Population.htm
http://esa.un.org/unup/CD-ROM/Urban-Rural-Population.htm
http://www.unaids.org/en/dataanalysis/datatools/spectrumepp2011/
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Another approach to measuring HRH sufficiency is the workforce-to-population ratio method. A health worker-to-
population ratio estimates the current workforce density or supply, for example physicians per 1000 population or 
health professionals per 1000 population. This ratio can then be compared against an identified threshold density 
(e.g., 2.3 doctors, nurses, midwives/1000 population) that is assumed to correspond with a health system’s ability 
to deliver essential health services (World Health Report 2006).  
 
Individual program areas (e.g., PMTCT, OVC) may have guidance on the appropriate provider to client ratio. 
 
PEPFAR Support: N/A  
 
As an above site indicator, the PEPFAR support categories of DSD and TA-SDI do not apply. To report results for this 
indicator, it is expected that PEPFAR provides ongoing technical support for the implementation of services and 
quality improvement of activities. 
 
Additional References: 
 
Handbook on monitoring and evaluation of human resources for health 
http://whqlibdoc.who.int/publications/2009/9789241547703_eng.pdf 
 
Tools for planning and developing human resources for HIV/AIDS and other health services 
http://www.who.int/hrh/tools/tools_planning_hr_hiv-aids.pdf 
 

 

 

  

http://whqlibdoc.who.int/publications/2009/9789241547703_eng.pdf
http://www.who.int/hrh/tools/tools_planning_hr_hiv-aids.pdf
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Health Systems Strengthening March 2015 
 

Human Resources for Health 
Indicator code: 
HRH_VAC 2 Vacancy rate 

Purpose: 
 
Vacancies (sanctioned/budgeted positions that are unfilled) give an indication of the ability of an organization to fill 
a post according to needs.  
 
Experts make use of indicators such as vacancy rates and personnel turnover to understand the magnitude of 
worker shortfalls so that appropriate recruitment and retention strategies can be identified and implemented. In 
many situations, high vacancy rates reflect inability rather than unwillingness to fill posts, often due to financial, 
organizational and/or contextual constraints (e.g., reduction in public expenditure, hiring freezes, inadequate pool 
of qualified candidates).  
 
Vacancy rates can be calculated by position or by facility and can be specific to certain cadres. Vacancy rates for the 
purpose of this indicator apply to MOH positions, at all levels of the health system. 
 
NGI Mapping:  N/A – this is a new indicator 
PEPFAR Support 
Target/Result 
Type: 

N/A, above site indicator. Targets are not required. PEPFAR supported results should be 
reported to HQ. 

Numerator: 2 Number of vacant job-specific positions 
Denominator: 2 Number of job-specific positions 
Disaggregations: 2 Cadre: as applicable 

2 Type of facility: as applicable 

2 
Geographic Location: as applicable 
• Rural 
• Urban 

Data Source: HRIS, MOH HR department administrative records payroll registries,  
Data Collection 
Frequency: 

 
Data should be collected annually. 

Method of Measurement: 
 
The number of vacant job-specific positions (or positions within the whole organization) within the MOH, divided 
by the total number of job-specific positions (or within the whole organization) within the MOH, multiplied by 100 
equals vacancy rate. 
 
Explanation of Numerator 
 
Depending on the data source, the numerator may reflect existing vacant positions or needed vacant positions. 
Staffing norms may indicate a number of positions that are needed but which have not been either funded or 
approved by the MOH/facility. Counting needed positions would yield a higher vacancy rate than counting only 
currently existing vacant positions. 
 
Explanation of Denominator 
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As with the numerator, the denominator may reflect currently approved and funded positions versus needed 
positions which have not yet been approved or funded.  
 
The numerator and denominator should include the same measure- either needed positions or approved/funded 
positions. 
 
Interpretation 
 
Vacancy rates may indicate bottlenecks in the system – high vacancy rates may be high due to bureaucratic delays 
in posting health workers. Alternatively, health workers who do not report to post may be miscounted as filled 
positions, when in reality the position is unfilled. It is important to understand how vacant positions are counted to 
avoid confusion. 
Low vacancy rates are desirable as it suggests that health workers are onsite providing services. However, low 
vacancy rates can also exist where the number of positions needs to be increased to meet client needs. Again, it is 
important to understand how vacant positions are counted to avoid confusion. 
 
The data does not measure how well health workers are performing or he quality of HIV services being delivered.  
  
PEPFAR Support: N/A  
 
As an above site indicator, the PEPFAR support categories of DSD and TA-SDI do not apply. To report results for this 
indicator, it is expected that PEPFAR provides ongoing technical support for the implementation of services and 
quality improvement of activities. 
 
Additional References: 
 
Handbook on monitoring and evaluation of human resources for health 
http://whqlibdoc.who.int/publications/2009/9789241547703_eng.pdf 
 
Tools for planning and developing human resources for HIV/AIDS and other health services 
http://www.who.int/hrh/tools/tools_planning_hr_hiv-aids.pdf 
 

 

 

 

 

 

http://whqlibdoc.who.int/publications/2009/9789241547703_eng.pdf
http://www.who.int/hrh/tools/tools_planning_hr_hiv-aids.pdf
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President’s Emergency Plan for AIDS Relief 

 

 Chapter 3:  
National Level 1 Indicators 
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National Level 1 Indicators Table 
 

 
  

Program Area 
Group 

Indicator Code Indicator Name 

Prevention Services PMTCT_STAT_NAT Percentage of pregnant women with known HIV status (includes 
women who were tested for HIV and received their results) 

Prevention Services PMTCT_ARV_NAT Percentage of HIV-positive pregnant women who received 
antiretrovirals to reduce risk of mother-to-child-transmission during 
pregnancy and delivery 

Prevention Services VMMC_CIRC_NAT Number of males circumcised as part of the voluntary medical male 
circumcision (VMMC) for HIV prevention program  within the 
reporting period 

Prevention Services KP_MAT_NAT Number of people who inject drugs (PWID) on medication assisted 
therapy 

Treatment TX_CURR_NAT Percentage of adults and children currently receiving antiretroviral 
therapy (ART) 

Country Ownership CO_SC_NAT Estimated percentage of key HIV program supply chain components 
funded by each partner type 

Supply Chain SC_COMM_NAT Percentage of key HIV program supply chain components funded by 
PEPFAR 

Country Ownership CO_FIN_NAT Domestic and international HIV/AIDS Spending by financing sources 
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Prevention Services March 2015 

 
Prevention of Mother to Child Transmission 
Indicator code: 
PMTCT_STAT_NAT 1 Percentage of pregnant women with known HIV status (includes women who were 

tested for HIV and received their results) 
Purpose: 
 
This indicator reflects one goal of PMTCT, which is to increase the number of pregnant women who know their HIV 
status. Identification of a pregnant woman’s HIV status is the key entry point into PMTCT services and other HIV 
care and treatment services.  
 
These data will be important to determine national coverage of PMTCT HIV testing and support national scale-up. 
 
NGI Mapping:   P1.1.N 
Target/Result 
Type:  

National 

Numerator: 1 Number of pregnant women who were tested for HIV and know their results plus 
number of pregnant women with known HIV status at entry to services 

Denominator: 1 Estimated number of pregnant women in the last 12 months 
Disaggregation(s): 

2 
Numerator disaggregated by  

• Known positive at entry 
• Number of new positives identified 

Data Source: Facility registers and other program monitoring tools 
Data Collection 
Frequency: 

Annually, according to national reporting cycles 

Method of Measurement: 
 
This indicator is meant to measure the number of pregnant women who know their HIV status and is not meant to 
provide programmatic guidance.  All HIV testing programs should be based on national or international standards.    
 
The numerator is a composite of the following two data components:  
 

3) The number of women with known (positive) HIV infection attending ANC for a new pregnancy over the 
last reporting period  

 
4) The number of women attending ANC, L&D who were tested for HIV and received results  
 

The numerator can be summed from categories a-d below: 
c) Number of pregnant women with unknown HIV status attending ANC who received an HIV test and 

result during the current pregnancy  
d) Pregnant women with known HIV infection attending ANC for a new pregnancy 
c)    Number of pregnant women with unknown HIV status attending L&D who received an HIV test and 
result during  their current pregnancy  
d)   Women with unknown HIV status attending postpartum services within 72 hours of delivery who were 
tested for the first time in the current pregnancy and received results 

 
A “known HIV status” is defined as a confirmed positive test result from a test during this pregnancy, an already 
known positive test result, or a confirmed negative test result during the current pregnancy.  An indeterminate test 
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result should not be counted or reported as a part of this indicator.   
 
Explanation of Numerator:  
 
The numerator is calculated using national program records aggregated from facility registers in the ANC and L&D. 
In countries with high L&D attendance rates (>90%), data can be collected from L&D registers only.  
  
Health facility registers should reflect known HIV infection among HIV-positive pregnant women coming to the 
ANC for a new pregnancy, such as through a code, circle, or other method, in order for them to receive subsequent 
PMTCT interventions.  
  
Pregnant women with unknown status: women who were not tested during ANC or at L&D for this pregnancy or did 
not have documented proof of having been tested during ANC or at L&D for this pregnancy. 
  
Pregnant women with known HIV-infection: women who were tested and confirmed HIV-positive at any point prior 
to the current pregnancy, who are attending ANC for a new pregnancy.  Pregnant women with known HIV infection 
attending ANC for a new pregnancy do not need retesting if that is in line with the national guidelines on testing 
pregnant women and/or, as long as they bring documented proof of their positive status with them.  However, 
these women do need subsequent PMTCT services, and should be counted in the numerator.  
  
In this case, documented proof may include (but is not limited to), a health card with HIV status noted in it, test 
results from another testing center, or any other document that denotes that the bearer of the document is HIV 
positive.   
 
Pregnant women with known status should be counted only once in this indicator.  This may be difficult if national 
guidelines recommend testing a pregnant woman more than once during a pregnancy or if a woman seroconverts 
during her pregnancy and has multiple tests.  For sites that are doing cohort monitoring of pregnant women in ANC, 
reporting a woman’s final status at the end of pregnancy is fine.   
 
Explanation of Denominator: 
 
The denominator is generated through a population estimate of the number of pregnant women giving birth in the 
last 12 months, which can be obtained from the Central Statistics Office estimates of births or the UN Population 
Division estimates. 

 
Interpretation: 
 
This indicator enables the monitoring of trends and uptake in HIV testing among pregnant women at the National 
level.  
 
The points at which drop-outs occur during the testing and counseling process and the reasons why they occur are 
not captured by this indicator. This indicator does not measure the quality of the testing or counseling. It also does 
not capture the number of women who received pre-test counseling.  
 
There is a risk of double counting with this indicator, as a pregnant woman could be tested multiple times during 
ANC, L&D, or postpartum. This is particularly true where women get re-tested in different facilities, or where they 
come to the L&D without documentation of their test. While not feasible to avoid double counting entirely, 
countries should ensure a data collection and reporting system is in place to minimize it, such as using patient held 
and facility held ANC records to document that testing took place. 
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Additional References: 
 
• Partially harmonized with Prevention indicator (HIV-P10), The Global Fund to Fight AIDS, Tuberculosis and 

Malaria Monitoring and Evaluation Toolkit: HIV, Tuberculosis and Malaria and Health Systems Strengthening, 
Part 2: Tools for monitoring programs for HIV, tuberculosis, malaria and health systems strengthening, Fourth 
Edition, November 2011  
(http://www.theglobalfund.org/documents/monitoring_evaluation/ME_Part2HIV_Toolkit_en/) 

• Global Monitoring Framework and Strategy for the Global Plan towards the elimination of new HIV infections 
among children by 2015 and keeping their mothers alive (EMTCT). 
(http://apps.who.int/iris/bitstream/10665/75341/1/9789241504270_eng.pdf)   
#7. Core Indicators for National AIDS Programmes. Guidance and Specifications for Additional Recommended 
Indicators. April 2008 
(http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/JC1768-
Additional_indicators_v2_en.pdf) 
 

 

  

http://www.theglobalfund.org/documents/monitoring_evaluation/ME_Part2HIV_Toolkit_en/
http://apps.who.int/iris/bitstream/10665/75341/1/9789241504270_eng.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/JC1768-Additional_indicators_v2_en.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/JC1768-Additional_indicators_v2_en.pdf
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Prevention Services March 2015 
 

Prevention of Mother to Child Transmission 
Indicator code: 
PMTCT_ARV_NAT 1 Percentage of HIV-positive pregnant women who received antiretrovirals to reduce 

risk of mother-to-child-transmission during pregnancy and delivery 
Purpose: 
 
This indicator measures the provision and coverage of antiretroviral prophylaxis and treatment, by regimen type, 
for HIV-positive pregnant women in order to:  

1. Identify progress toward the global goals of increasing ARV coverage (prophylaxis and treatment) among 
pregnant women living with HIV  

2. Assess progress toward implementing more efficacious PMTCT ARV regimens  
3. Determine the coverage of HIV+ pregnant women on ARV prophylaxis and ART for life among all HIV+ 

pregnant women identified 
4. Provide data for models estimating the country-specific and global impact of PMTCT programs 

 
NGI Mapping:   P1.2.N 
Target/Result 
Type:  

National 

Numerator: 1 Number of HIV-positive pregnant women who received antiretrovirals to reduce risk 
of mother-to-child-transmission 

Denominator: 1 Estimated number of pregnant women living with HIV needing antiretrovirals for 
preventing mother-to-child transmission based on UNAIDS/WHO methods 

Disaggregation(s): 

2 

Regimen type (mutually exclusive choices) 
• Life-long ART (including Option B+) disaggregated by 

o newly initiated on treatment during the current pregnancy 
o already on treatment at the beginning of the current pregnancy 

• Maternal triple-drug ARV regimen provided with the intention to stop at the end 
of the breastfeeding period  

• Maternal AZT (prophylaxis component of WHO Option A during pregnancy and 
delivery) 

• Single-dose nevirapine (with or without tail) 
Data Source: Facility registers and other program monitoring tools 
Data Collection 
Frequency: 

Annually, according to national reporting cycles 

Method of Measurement: 
 
Numerator: The number of HIV-positive pregnant women who received antiretrovirals for prophylaxis or 
treatment during pregnancy or during labor and delivery (L&D). 
 
Denominator: Estimated number of pregnant women living with HIV needing antiretroviral medicine for 
preventing mother-to-child transmission based on UNAIDS/WHO methods 
 
Explanation of Numerator:  
 
The numerator can be generated by counting the number of HIV-positive pregnant women who received 
antiretrovirals to reduce MTCT in the reporting period, by regimen. 
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The number of HIV-positive pregnant women who received antiretrovirals for prophylaxis or treatment during 
pregnancy or during labor and delivery (L&D), deduplicated.  
 
Disaggregation of regimen definitions 

Categories Further clarification Common examples 

1) Life-long 
antiretroviral therapy 
(including Option B+)  

Required  
disaggregations by: 

1a) newly initiated on 
treatment during the 
current pregnancy 

1b) already  on 
treatment at 
beginning of 
pregnancy 

A three-drug regimen intended to provide ART for 
life 

1a) # of HIV-positive pregnant women 
identified in the reporting period newly 
initiated on ART for life 

1b) # of HIV-positive pregnant women 
identified in the reporting period who were 
already on ART at their first ANC visit. 

If a woman is initiating ART for life (including 
Option B+) at L&D then she should be counted in 
category 1a.   

Standard  national treatment 
regimen, for example: 

• TDF+3TC (or FTC)+EFV 
• AZT+3TC+NVP 
  

2) Maternal triple ARV 
prophylaxis 
(prophylaxis 
component of WHO 
Option B during 
pregnancy and 
delivery) 

A three-drug regimen provided for MTCT 
prophylaxis started antenatally or as late as 
during L&D with the intention of stopping at the 
end of the breastfeeding period (or stopping at 
delivery if not breastfeeding) 

If a woman is receiving ARVs for the first time at 
L&D then she should still be counted in this 
category if the facility is implementing Option B. 

 

• TDF+3TC (or FTC)+EFV 
• AZT+3TC+EFV 
• AZT+3TC+LPV/r 
 

3) Maternal AZT 
(prophylaxis 
component of WHO 
Option A during 
pregnancy and 
delivery) 

A prophylactic regimen that uses AZT (or another 
NRTI) started as early as 14 weeks or as late as 
during L&D to prevent HIV transmission  

If a woman is receiving ARVs for the first time at 
L&D, then she should still be counted in this 
category if the facility is implementing Option A.  

• AZT at any point before 
L&D + intrapartum NVP 

• AZT at any point before 
L&D + intrapartum NVP +7 
day post-partum tail of 
AZT/3TC 

• Intrapartum NVP +/- 7 day 
post-partum tail + extended 
NVP for infant   

4) Single-dose 
nevirapine (with or 
without a tail)  

Count SD-NVP if: 
• It is the ONLY option provided to an HIV-

positive pregnant woman either antenatally or 
during L&D (this includes use of a tail*) 

  
Do NOT count SD-NVP if: 

• SD-NVP for mother ONLY at 
onset of labor 

• SD-NVP + 7 day AZT/3TC 
tail ONLY 

• SD-NVP for mother at onset 
of labor and SD NVP for 
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• NVP is provided as part of Option A antenatally 
or 

• An HIV+ pregnant woman is initiated on Option 
A, B, or B+ at labor and delivery 

  
*The tail is used to prevent NVP resistance. It does 
not alter risk of transmission and therefore does 
not constitute a different regimen. 

baby ONLY  

 

The following should be considered in reporting: 
• A woman should only be counted in a regimen category if she actually received the regimen. Referral alone 

for ARVs or ART should not be counted unless regimen initiation is confirmed. 
• Each ARV regimen category is mutually exclusive. Each pregnant woman should only be counted once. If a 

pregnant woman receives different ARV regimens at different points during the pregnancy, count only the 
most recent regimen provided to her in the reporting period. 

• Because ARVs can be provided to HIV-positive women at different sites including ANC, L&D and HIV care & 
treatment, steps should be taken to de-duplicate patients counted at multiple sites. For example: 

o A woman who is already on treatment, becomes pregnant and enrolls in ANC/PMTCT because she is 
HIV-positive.  While she may not be receiving drugs at the ANC/PMTCT site, she should be counted 
within the life-long ART disaggregation for this indicator.   

o In settings with high facility delivery rates (>90%), countries may consider aggregating the 
numerator entirely from the L&D register by counting the number of HIV-positive pregnant women 
who received a specific ARV regimen by the time of delivery. This method likely minimizes double-
counting. 

• The disaggregation of newly initiating on treatment during the current pregnancy vs already on treatment 
at the beginning of the current pregnancy are important distinctions for program planning, target setting, 
and forecasting. Clients who transfer in from another facility, or who temporarily stopped therapy and have 
started again in the time period should not be counted as new on treatment.  

o A woman receives AZT prophylaxis at her first ANC visit.  After receiving her CD4 results, she is 
moved to a life-long ART regimen. In this case she should be counted and reported only once under 
life-long ART 

• The number of HIV-positive pregnant women receiving ART (disaggregation of the PMTCT ARVs/ART 
indicator) and the number individuals newly initiated on ART who are pregnant (disaggregation of the new 
on treatment indicator) likely have large overlaps, but in many countries are not the same groups of 
women. The indicator narrative should clearly explain the source of the data for PMTCT ARVs/ART 
disaggregation and how it relates to what is reported in the new on treatment indicator. 

 
Explanation of Denominator: 
 
Two methods can be used to generate the estimate for the denominator: 

1. Via a projection model such as Spectrum, or 
2. Multiplying: The total number of women who gave birth in the last 12 months, which can be obtained from 

the Central Statistics Office estimates of births or the UN Population Division estimates, by the most recent 
national estimate of HIV prevalence in pregnant women, which can be derived from HIV sentinel 
surveillance in antenatal clinic estimates.1 

 
Where services are offered in different service units (ie. SD-NVP is dispensed at ANC and AZT is dispensed at care 
and treatment) - it is recommended that countries use a single register source from which to compile data, such as 
the ANC/PMTCT register.  This could be done by transferring data on ARVs provided, from one service unit to the 
ANC/PMTCT register.     
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Where ARVs are dispensed at different points in time, countries could include a mechanism to subtract women who 
have already received another drug during pregnancy in the summary reporting form, and to then report by 
regimen.   

 
Report data retrospectively by reviewing data at the end of pregnancy period. National estimates of HIV-infected 
pregnant women should be derived by adjusting surveillance data from antenatal clinic sentinel sites and other 
sources, taking into consideration characteristics such as rural/urban patterns of HIV prevalence that may affect 
the representation of surveillance sites. 
Interpretation: 
 
This indicator allows countries to monitor: 1) the coverage of antiretrovirals given to HIV-positive pregnant women 
to reduce the risk of HIV transmission to the child; and 2) increased access to more efficacious ARV regimens for 
PMTCT in countries that are scaling up newer regimen categories. One weakness of this indicator is the exclusion of 
mother-infant pairs who only received infant prophylaxis.  Therefore, partial prophylaxis for the infant only is not 
measured. The indicator measures ARVs dispensed and not ARVs consumed, thus it is not possible to determine 
adherence to the ARV regimen. 
 
It is recognized that due to the way in which data is collected and reported in many countries, some level of 
duplication may be inevitable. Additionally, there may be over or undercounting of certain regimens based on data 
collection methodologies.   
Additional References: 
 
• Global Plan Towards the Elimination of New HIV Infections Among Children by 2015 and Keeping their Mothers 

Alive Monitoring Framework  
• http://www.unaids.org/en/media/unaids/contentassets/documents/unaidspublication/2011/20110609_JC2

137_Global-Plan-elimination-HIv-Children_en.pdf 
• Monitoring the Declaration of Commitment on HIV/AIDS. Guidelines on Construction of Core Indicators 2010 

Reporting, United Nations General Assembly Special Session [UNGASS]. March 2009 
http://data.unaids.org/pub/manual/2009/jc1676_core_indicators_2009_en.pdf 

• Core Indicators for National AIDS Programmes. Guidance and Specifications for Additional Recommended 
Indicators. April 2008 
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/JC1768-
Additional_indicators_v2_en.pdf 

• The Global Fund to Fight AIDS, Tuberculosis and Malaria Monitoring and Evaluation Toolkit 4th Edition. 
November 2011 http://www.theglobalfund.org/en/me/documents/toolkit/ 
 

http://www.unaids.org/en/media/unaids/contentassets/documents/unaidspublication/2011/20110609_JC2137_Global-Plan-elimination-HIv-Children_en.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/unaidspublication/2011/20110609_JC2137_Global-Plan-elimination-HIv-Children_en.pdf
http://data.unaids.org/pub/manual/2009/jc1676_core_indicators_2009_en.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/JC1768-Additional_indicators_v2_en.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/JC1768-Additional_indicators_v2_en.pdf
http://www.theglobalfund.org/en/me/documents/toolkit/
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Voluntary Medical Male Circumcision (VMMC)  
Indicator code: 
VMMC_CIRC_NAT 1 Number of males circumcised as part of the voluntary medical male circumcision 

(VMMC) for HIV prevention program  within the reporting period 
Purpose: 
 
The total number of males circumcised indicates a change in the supply of and/or demand for VMMC services.  
Additionally, disaggregations are required and are used to evaluate whether prioritized services have been 
successful at reaching the intended population (by age, HIV status, and circumcision technique), targets have been 
achieved, modeling inputs should be adjusted.  An additional level of disaggregation below the circumcision 
technique level is required for follow-up status, since post-operative clinical assessments are part of good clinical 
care and low follow-up rates may indicate a problem in program quality.  The follow-up disaggregation of surgical 
circumcision also provides denominators for AE rates for indicator “VMMC_AE”. 
NGI Mapping:   N/A 
Target/Result 
Type:  

National 

Numerator: 1 Number of males provided with voluntary medical male circumcision 
Denominator: N/A 
Disaggregation(s): 1 Age: <1, 1-9, 10-14, 15-19, 20-24, 25-29, 30-49, 50+  

2 

HIV Status: 
• Number of HIV positive clients (tested HIV positive at VMMC site) 
• Number of HIV negative clients (tested HIV negative at VMMC site) 
• Number of clients with undocumented/indeterminate18 HIV status or not tested 

for HIV at site.  

Data Source: VMMC Register, or client medical records maintained by each program/site/service 
provider 

Data Collection 
Frequency: 

Data should be collected continuously at the program/site level as part of service delivery. 
Data should be aggregated in time for national reporting cycles.  

Method of Measurement:  
 
The sum of clients documented as having received VMMC within the reporting period in VMMC Registries or clients’ 
medical records maintained by programs. 
 
Explanation:  Males who are provided with circumcision as part of the VMMC for HIV prevention program and in 
accordance with the WHO/UNAIDS/Jhpiego Manual for Male Circumcision Under Local Anesthesia1, or other WHO 
normative guidance (in the case of device-based VMMC), and per national standards by funded programs/sites in 
the reporting period meet the definition for the numerator.  Males who are provided with circumcision using a 
medical device by funded programs/sites in the reporting period also meet the definition for the numerator as long 
as the device used is recognized or pre-qualified by WHO.   
 
Programs should focus on compiling data for the numerator from MC Registers or client medical records 
maintained by funded programs/sites.  For more detailed information on the VMMC minimum package of HIV 
prevention services, refer to the PEPFAR VMMC Technical Considerations. 

                                                           
18 Please note: HIV-indeterminate status is defined as the HIV status of an individual in whom the results did not 
lead to definitive diagnosis, meaning that no clear HIV status (either HIV positive or HIV negative) was assigned 
(Delivering HIV Test results and Messages for Re-testing and Counselling in Adults. WHO, 2010). 

Prevention Services March 2015 
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Implications for data collection systems 
Implications of the indicator changes on data collection systems are anticipated to be minimal but may require 
minor updates to forms, registers, and data collection tools.  The required disaggregation for follow-up status 
necessitates a system for documenting and reporting of client-level follow-up, which may be challenging. Existing 
VMMC registers may already be recording all requisite client-level data, but programs should confirm that these 
tools accurately reflect the new disaggregation requirements and revise/update registers as needed.  
Explanation of Numerator:  
 
Numerator is the number of males provided with voluntary medical male circumcision.  This number is comprised 
of those circumcised within the reporting period and disaggregated by age and HIV status.   
Explanation of Denominator: 
N/A  
Interpretation: 
 
Three randomized controlled clinical trials in sub-Saharan Africa demonstrated a 60% reduction in risk of female-
to-male HIV transmission among men randomized to receive circumcision (compared to uncircumcised controls).  
This evidence is supported by long-standing ecologic and observational data.  Elective medical male circumcision 
confers a partially protective effect against HIV acquisition for HIV-negative men at risk for acquiring HIV from HIV-
positive female sexual partners, and may be particularly beneficial in populations where HIV prevalence is high and 
male circumcision prevalence is low.  For maximal population impact, uptake of male circumcision should be as 
high and as rapid as safely possible and aligned with national policy.   
 
Programs are required to report on the actual number of males circumcised in accordance with the 
WHO/UNAIDS/Jhpiego Manual for Male Circumcision Under Local Anesthesia or other WHO normative guidance (in 
the case of device-based VMMC) so that the overall uptake and delivery VMMC for HIV prevention services in the 
country can be monitored, outcomes evaluated, and impact of male circumcision on HIV incidence at a population 
level can be modeled.  Comparing current and previous values of this indicator may reflect newly implemented 
service delivery or changes in volume of supply and/or demand.  When the number of male circumcisions is 
disaggregated by age and HIV status, it will be possible to adjust inputs used in models to determine impact of male 
circumcision programs on HIV incidence.  Disaggregation by age may be particularly helpful in determining 
whether age-specific communication strategies are working to create demand in particular age groups.   
 
Services are provided as part of a minimum package of MC for HIV prevention services per national standards and 
in accordance with the WHO/UNAIDS/Jhpiego Manual for Male Circumcision Under Local Anesthesia or other WHO 
normative guidance (in the case of device-based VMMC). 
Additional References: 
 
•  A Guide to Indicators for Male Circumcision Programmes in the Formal Health Care System. WHO and UNAIDS.  

December 2009. (http://whqlibdoc.who.int/publications/2009/9789241598262_eng.pdf)  
• Manual for Male Circumcision Under Local Anesthesia. WHO/UNAIDS/Jhpiego. December 2009. 

(http://www.who.int/hiv/pub/malecircumcision/who_mc_local_anaesthesia.pdf)  
 

  

http://whqlibdoc.who.int/publications/2009/9789241598262_eng.pdf
http://www.who.int/hiv/pub/malecircumcision/who_mc_local_anaesthesia.pdf
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Key Populations – Injection Drug Use 
Indicator code: 
KP_MAT_NAT 1 Number of people who inject drugs (PWID) on medication assisted therapy 

Purpose: 
 
Medication assisted therapy programs should be an access point for PWID and the program should refer and link to 
ARV treatment programs, PMTCT for female PWID and a range of other prevention services. 
 
It is important to know how many people are reached in order to monitor how well programs are reaching 
PWIDs with medication-assisted treatment. 
 
This information can be used to plan and make decisions on how well the PWID audience is being reached with 
medication-assisted treatment. If a small percentage of the intended audience is being reached, then it would be 
recommended that activities are adjusted to improve reach. If a large percentage of the intended audience is being 
reached, then headquarter staff would want to take these lessons learned and disseminate them to other countries. 
The country can use the information to improve upon the quality of the program as well as scale-up successful 
models. 
 
NGI Mapping:   N/A  
Target/Result 
Type:  

National 

Numerator: 1 Number of people who inject drugs (PWID) on MAT 
Denominator: N/A 
Disaggregation(s): 1 Sex: Male, Female 

Data Source: Program monitoring tools 
Data Collection 
Frequency: 

Data should be collected continuously at the organization level as part of service delivery 
and aggregated in time for national reporting cycles. 

Method of Measurement: 
 
The percent coverage can be determined if both the numerator and denominator are included. Country teams can 
encourage their partners to consider ways to estimate denominators, using similar methods used in estimating 
targets. 
 
Catchment area: Geographic region from which persons come to receive HIV prevention services, or from which 
persons are being recruited into HIV prevention services. The size and population of this area can vary, depending 
on organization or agency and the services provided. PWID estimates for sub districts/districts/regions can be used 
if available. 
 
Explanation of Numerator:  
 
The numerator is generated by counting the total number of individuals who have been on treatment for at least 6 
months since initiation of medication-assisted treatment (e.g. using methadone or buprenorphine to treat drug 
dependency) at any point in time within the reporting period. The numerator should equal the number of adults 
who initiated and remain on medication- assisted treatment for at least 6 months prior to the end of the reporting 
period. Adults who initiated or transferred in during the reporting period should be counted only if they have 
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been on treatment for at least 6 months after initiation prior to the end of the reporting period. 
 
Count all individuals who complete at least 6 months of treatment even if they drop-out, die, or are otherwise lost 
to follow-up. Do not count individuals who initiate treatment too late in the reporting period to be able to reach a 
minimum of 6 months. These individuals will be counted in the next reporting period assuming they complete at 
least 6 months of treatment. For example: If an adult initiates his/her treatment  in the last few months of 
reporting period, however, s/he does not complete at least 6 months in treatment before the end of the reporting 
period, then count this individual in the next reporting period.   
 
Explanation of Denominator: 
N/A 
 
Interpretation: 
 
This indicator provides information on the total number of PWID that received medication-assisted therapy. It 
examines the retention of patients in MAT for a minimum period of 6 months; evidence demonstrates that 
maximum benefit from MAT is gained when treatment lasts at least 6 months. Hence, this indicator can be 
understood as a measure both of how MAT is prescribed and of patient retention.  
 
The information collected will allow the country to assess any changes in risk behaviors as a result of the 
implemented interventions. The information will also help the country to understand the efficacy and effectiveness 
of evidence-based interventions and help in further expansion of similar interventions.  
 
Additional References: 
 
Medication-assisted treatment programs have been demonstrated to be an effective HIV prevention strategy. 
Substance abuse treatment reduces the frequency of drug use which in turn reduces HIV risk behaviors 
(Metzger, 1993, Gowing, 2008, and IOM, 2006). It also improves adherence to disease treatment regimens 
(Gowing, 2008 and IOM, 2006). Treatment modalities include non- pharmacological and pharmacological 
approaches; often, a combination of the two is used (National Institute on Drug Abuse, 1999b). An extensive 
body of evidence shows that medication assisted therapy (MAT) reduces the frequency of heroin injection 
and improves substance abuse treatment retention (Gowing, et al, 2008). Medication assisted therapy for opioid 
users is associated with reduced HIV risk behaviors including reduced frequency of injecting and sharing of 
injection equipment, reductions in the number of sex partners, and exchanges of sex for drugs or money 
(Gowing, et al, 2008). 
 
• World Health Organization. Guidelines for psychosocially-assisted pharmacotherapy for the management of 

opioid dependence. Geneva, World Health Organisation, 2009. 
(http://www.who.int/substance_abuse/publications/opioid_dependence_guidelines.pdf)  

• WHO, UNODC, UNAIDS.  For countries to set targets for Universal Access to HIV prevention, treatment and care 
for injecting drug users. Geneva, World Health Organisation, 2012. 
(http://apps.who.int/iris/bitstream/10665/77969/1/9789241504379_eng.pdf) 

• Gowing L, Farrell M, Bornemann R, Sullivan L, Ali R. Substitution treatment of injecting opioid users for 
prevention of HIV infection. Cochrane Database Syst Rev. 2008;(2):CD004145. doi(2):CD004145. 

• IOM. Preventing HIV infection among injecting drug users in high risk countries: An assessment of the 
evidence. 2006. 

• Metzger DS, Woody GE, McLellan AT, et al. Human immunodeficiency virus seroconversion among 
intravenous drug users in- and out-of-treatment: An 18-month prospective follow-up. J Acquir Immune Defic 
Syndr. 1993;6(9):1049-1056. 
 

  

http://www.who.int/substance_abuse/publications/opioid_dependence_guidelines.pdf
http://apps.who.int/iris/bitstream/10665/77969/1/9789241504379_eng.pdf
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Treatment March 2015 

 
ARV Services 
Indicator code: 
TX_CURR_NAT 1 Percentage of adults and children currently receiving antiretroviral therapy (ART) 

Purpose: 
 
To assess progress towards providing ART to all people with HIV infection, in accordance with the nationally 
approved treatment protocol (or WHO/UNAIDS standards). 

NGI Mapping:   T1.2.N 
Target/Result 
Type:  

National 

Numerator: 
1 

Number of adults and children who are currently receiving ART in accordance with 
the nationally approved treatment protocol (or WHO/UNAIDS standards) at the end 
of the reporting period 

Denominator: 1 The estimated number of adults and children living with HIV 
Disaggregation(s): 1 Sex: Male, Female 

1 Age: <1, 1-4, 5-14, 15+ years  

Data Source: Numerator:  Facility ART registers/databases, program monitoring tools, or drug supply 
management systems. 
Denominator: SPECTRUM model 

Data Collection 
Frequency: 

Annually, according to national reporting cycles 

Method of Measurement: 
N/A    
 
Explanation of Numerator:  
 
The numerator can be generated by counting the number of adults and children who received ART at the end of the 
reporting period. The numerator should equal the number of adults and children with HIV infection who ever 
started ART minus those patients who are not currently on treatment prior to the end of the reporting period. 
Patients excluded from the numerator are patients who died, stopped treatment, transferred out or are lost to 
follow-up (patient not seen for 3 months from last visit).  
 
Patients on ART who initiated or transferred in during the reporting period should be counted. Patients that pick up 
several months of antiretroviral drugs at one visit, which could include ART received for the last months of the 
reporting period, but not be recorded as visits for the last months should be included in the count. ART taken only 
for the purpose of prevention of mother-to-child transmission and post-exposure prophylaxis are not included in 
this indicator. HIV-positive pregnant women who are eligible for and on antiretroviral drugs for their own 
treatment are included in this indicator.  
 
The number of adults and children with HIV infection who are currently receiving ART can be obtained through 
data collected from drug supply management systems or facility-based ART registers. Patients receiving ART in the 
private sector and public sector should be included in the numerator for the country as a whole. 
 
CURRENT is a state defined by vital/treatment status when last seen, so it is expected that characteristics of these 
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clients would be updated each time they are seen by a program.  Age represents an individual’s age at the end of the 
reporting period or when last seen at the facility. For example, a 14-year-old child will be counted as currently 
receiving treatment in the <15 age category at the end of reporting period “A”.  During reporting period “B” the 
child turns age 15 and so at the end of this reporting period the child will be counted under the 15+ age category.  
 
Explanation of Denominator: 
The estimated number of adults and children living with HIV is obtained through modeling using SPECTRUM.  
 
Interpretation: 
 
This indicator permits monitoring trends in coverage but does not attempt to distinguish between different forms 
of ART or to measure the cost, quality or effectiveness of treatment provided. These will each vary within and 
between countries and are liable to change over time.  The proportion of people needing ART varies with the stage 
of the HIV epidemic and the cumulative coverage and effectiveness of ART among adults and children. The degree 
of utilization of ART will depend on factors such as cost relative to local incomes, service delivery infrastructure 
and quality, availability and uptake of voluntary counseling and testing services, and perceptions of effectiveness 
and possible side effects of treatment. 
 
Additional References: 
 
• Three interlinked patient monitoring systems for HIV care/ART, MCH/PMTCT (including malaria prevention 

during pregnancy), and TB/HIV: standardized minimum data set and illustrative tools. World Health 
Organization 2012 Revision. (http://www.who.int/hiv/pub/me/patient_monitoring_systems/en/) 

• #4.1, Global AIDS Response Progress Reporting 2013. Construction of Core Indicators for monitoring the 2011 
UN Political Declaration on HIV/AIDS. January 2013. 
(http://www.unaids.org/en/media/unaids/contentassets/documents/document/2013/GARPR_2013_guidelin
es_en.pdf)  

• Treatment indicator (HIV-T1), The Global Fund to Fight AIDS, Tuberculosis and Malaria Monitoring and 
Evaluation Toolkit: HIV, Tuberculosis and Malaria and Health Systems Strengthening Part 2: Tools for 
monitoring programs for HIV, tuberculosis, malaria and health systems strengthening, Fourth Edition, 
November 2011. 
(http://www.theglobalfund.org/documents/monitoring_evaluation/ME_Part2HIV_Toolkit_en/)    

• Refer to the PEPFAR Adult Treatment TWG with further inquiries. 
 

 

  

http://www.who.int/hiv/pub/me/patient_monitoring_systems/en/
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2013/GARPR_2013_guidelines_en.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2013/GARPR_2013_guidelines_en.pdf
http://www.theglobalfund.org/documents/monitoring_evaluation/ME_Part2HIV_Toolkit_en/
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Country Ownership March 2015 
 

Capabilities Dimension 
Indicator code: 
CO_SC_NAT 1 Estimated percentage of key HIV program supply chain components funded by each 

partner type 
Purpose: 
 
This indicator is intended to assess which partners are funding key components of the HIV program supply chain. 
This indicator is differentiated and disaggregated by definition components and partner groups. 
 
NGI Mapping:   N/A – this is a new indicator 
PEPFAR Support 
Target/Result 
Type:  

N/A 

Numerator: 
1 

Estimated obligated funding for key components of the HIV program supply chain 
defined in the disaggregation section, for each partner type defined in the 
disaggregation section 

Denominator: 1 Total estimated obligated funding from all sources for the key components of the HIV 
program supply chain defined in the disaggregations sections 

Disaggregation(s): 

1 

The key parts of the HIV supply chain for which this indicator should be estimated 
are: 

• ARV procurement 
• ARV supply chain distribution system 
• Rapid Test Kit supply chain purchasing system                      
• Rapid Test Kit supply chain distribution system                      
• Optional disaggregate for other key aspects of the HIV supply chain 

determined by the PEPFAR country team as necessary to monitor  
 

For each of these key components of the HIV supply chain above, the percentage of 
the obligated funding paid by each of the following partner types should be estimated 
as follows: 
• Estimated percentage obligated by the Host country government 
• Estimated percentage obligated by the PEPFAR  
• Estimated percentage obligated by the Global Fund 

Estimated percentage obligated by other sources 
Data Source: N/A 
Data Collection 
Frequency: 

Annually 

Method of Measurement: 
 
This is collected from the national AIDS Authority, PEPFAR country teams, non-government partners, and/or other 
supply chain authorities working in the selected program areas.  It is very important to describe in the 
accompanying narrative for results the source and the data quality of the data submitted. 
 
Explanation of Numerator: 
 
The numerator is the amount obligated by different partners (Host country government, PEPFAR, Global Fund, and 
Other sources) to support each key component of the HIV supply chain during the country’s program year. The 
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disaggregations are as follows: 
• Host country government 
• PEPFAR 
• Global Fund 
• Other sources 

 
This amount does not consider the amount spent, only the amount obligated to the program. 
 
In many countries, the numerator and denominator may have to be estimated, and the resulting percentage 
estimations are expected to be broad (e.g. 60-80%), rather than exact (e.g. 81%). 
 
Explanation of Denominator: 
 
The denominator is the total amount obligated by all partners to support each key component of the HIV supply 
chain during the country’s program year.  
 
In many countries, the numerator and denominator may have to be estimated, and the resulting percentage 
estimations are expected to be broad (e.g. 60-80%), rather than exact (e.g. 81%).   
 
Interpretation: 
 
The purpose of this indicator is to assess the partner proportion of financial support for key components of the HIV 
supply chain.  In many countries, increases over time in the host country government’s funding of key aspects of the 
HIV supply chain may be an important goal in the country’s plan to increase sustainability of the HIV response.   
 
It should also be noted that improvements in the ability to measure this indicator more exactly over time may also 
indicate improvements in the key components of the country’s HIV supply chain.  This is one reason why it is very 
important to describe in the accompanying narrative for results both the source and the data quality of the data 
submitted. 
 
PEPFAR Support:  
N/A 
 
Additional References: 
N/A 
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Health Systems Strengthening March 2015 
 

Capabilities Dimension 
Indicator code: 
SC_COMM_NAT 1 Percentage of key HIV program supply chain components funded by PEPFAR 

Purpose:  
 
This indicator should be reported by Operating Units where PEPFAR purchases key commodities at the national 
level. It is intended to assess PEPFAR’s investment in key HIV commodities in the HIV program supply chain: ARVs 
and Rapid Test Kits.  
 
This indicator is a sub component of National LEVEL CO_SC_National – but has been separated out to allow OUs that 
purchase commodities at the national level to report on their support.  
 
NGI Mapping:   N/A – this is a new indicator 
PEPFAR Support 
Target/Result 
Type:  

N/A, above site indicator. PEPFAR supported targets and results should be reported to HQ. 

Numerator: 1 PEPFAR funding for key components of the HIV program supply chain (by type of 
commodity) 

Denominator: 1 Total estimated obligated funding from all sources for the key components of the HIV 
program supply chain (by type of commodity) 

Disaggregation(s): 

1 

By HIV commodity: 
• ARV procurement 
• Rapid Test Kit procurement 

Data Source: National AIDS Authority and PEPFAR cooperative agreement documentation. May vary by 
context. 

Data Collection 
Frequency: 

Data should be aggregated in time for PEPFAR reporting cycles. 

Method of Measurement: 
 
This is collected from a combination of sources including PEPFAR cooperative agreement documentation for the 
numerator (e.g., SCMS implementing mechanism records) and the National AIDS Authority records for the 
denominator. It is very important to describe in the accompanying narrative for results the source and the data 
quality of the data submitted. 
 
Explanation of Numerator: 
 
The numerator is the amount obligated by PEPFAR to support each of the key components of the HIV supply chain 
during the country’s program year. This amount does not consider the amount spent, only the amount obligated to 
the program. 
 
The numerator and denominator may have to be estimated, and the resulting percentage estimations are expected 
to be broad (e.g., 60-80%), rather than exact (e.g., 81%). 
 
Explanation of Denominator: 
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The denominator is the total amount obligated by all partners to support each of the key components of the HIV 
supply chain during the country’s program year.  
 
In many countries, the numerator and denominator may have to be estimated, and the resulting percentage 
estimations are expected to be broad (e.g., 60-80%), rather than exact (e.g., 81%).   
 
Interpretation: 
 
The purpose of this indicator is to assess PEPFAR’s investment for these two key components of the HIV supply 
chain. In many countries, increases over time in the host country government’s funding of key aspects of the HIV 
supply chain may be an important goal in the country’s plan to increase sustainability of the HIV response.   
 
It should also be noted that improvements in the ability to measure this indicator more exactly over time may also 
indicate improvements in the key components of the country’s HIV supply chain. This is one reason why it is very 
important to describe in the accompanying narrative for results both the source and the data quality of the data 
submitted. 
 
PEPFAR Support: N/A 
 
As an above site indicator, the PEPFAR support categories of DSD and TA-SDI do not apply. To report results for this 
indicator, it is expected that PEPFAR provides ongoing technical support for the implementation of services and 
quality improvement of activities. 
 
Additional References: 
N/A 
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Country Ownership March 2015 
 

Mutual Accountability Dimension 
Indicator code: 
CO_FIN_NAT 1 Domestic and international HIV/AIDS Spending by financing sources 

Purpose:  
 
This indicator documents the degrees to which the host country government, specific donors and other groups are 
responsible for financing the HIV program. It measures how funds are spent at the national level and identifies the 
source of the funds.  
NGI Mapping:   H3.1.N continuing – same indicator 
PEPFAR Support 
Target/Result 
Type:  

N/A 

Numerator: 1 Total domestic and international HIV/AIDS spending 
Denominator: N/A  
Disaggregation(s): 

1 

Funding source: 
• Domestic Private Sector 
• Domestic public 
• Domestic private out-of-pocket expenditures 
• Global fund 
• Non- Global Fund multilateral 
• PEPFAR 
• Non- PEPFAR bilateral 
• Other international 

Data Source: Host country government financial tracking systems, National AIDS Spending Assessment, 
National Health Accounts, and/or other relevant data sources 

Data Collection 
Frequency: 

Annually 

Method of Measurement: 
 
The data for this indicator may come from the HCG and/or National AIDS Council financial tracking systems, from 
National AIDS Spending Assessment (NASA) data, from National Health Accounts (NHA) data, and/or from other 
relevant data sources available.  Details on NASAs and NHAs are given below.   
 
Because availability and/or quality of these expenditure data are expected to vary, it is very important to include in 
the accompanying narrative for this indicator when submitting targets and results both the source of the data and 
quality of the data. 
 
NASA 
The indicator on domestic and international AIDS spending is reported by completing the National Funding Matrix. 
Actual expenditures classified by eight AIDS Spending Categories and by financing source, including public 
expenditure from its own sources (i.e. government revenues such as taxes) and from international sources:  

• Prevention  
• Care and treatment 
• Orphans and vulnerable children 
• Program management and administration strengthening 
• Incentives for human resources 
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• Social protection and social services (excluding orphans and vulnerable children)  
• Enabling environment and community development 
• Research (excluding operations research included under program management) 

 
Three main groups of financing sources:  

• Domestic public  
• International  
• Domestic private (optional for global AIDS progress report reporting) 

 
See Global AIDS Response Progress Reporting 2013: Construction of Core Indicators for monitoring the 2011 UN 
Political Declaration on HIV/AIDS for details on the application of the NASA. 
 
National Health Accounts 
 National Health Accounts is a systematic, comprehensive and consistent monitoring of resource flows in a 
country’s health system for a given periods and reflect the main functions of health care financing: resource 
mobilization & allocation, pooling and insurance, purchasing of care and the distribution of benefits. They address a 
basic set of questions: where do the resources come from; where do the resources go; what kinds of services and 
goods do they purchase; who provides what services; what inputs are used for providing services; and whom do 
they benefit. 
 
Explanation of Numerator: 
 
The results for this numerator and its disaggregates submitted at the APR are the actual expenditures only (not 
planned funding).  Planned funding levels should instead be submitted for the targets for this indicator during the 
COP. 
 
This numerator and its disaggregates should be based on the country’s program year, not the USG FY. 
 
Explanation of Denominator: 
 
N/A 
 
Interpretation: 
 
This indicator documents the level and the sources of expended funding for the HIV response. This is critical 
information both for planning and evaluating HIV programs, and also serves as one indication of the sustainability 
of national HIV programs. 
 
Because availability and/or quality of these expenditure data are expected to vary, it is very important to include in 
the accompanying narrative for this indicator when submitting targets and results both the source of the data and 
quality of the data. 
 
PEPFAR Support:  
N/A 
 

http://www.unaids.org/en/media/unaids/contentassets/dataimport/pub/presentation/2007/20080116_5_nasa_framework_en.pdf
http://www.unaids.org/en/media/unaids/contentassets/dataimport/pub/presentation/2007/20080116_5_nasa_framework_en.pdf


191 
 

 

 
 

 

 

 

Additional References: 
• GARPR Indicator #6.1: Domestic and international AIDS spending by categories and financing sources. Pg 82 of 

Global AIDS Response Progress Reporting 2013 Guidelines. 
(http://www.unaids.org/en/media/unaids/contentassets/documents/document/2013/GARPR_2013_guidelin
es_en.pdf)  

• Avila, C. (2007) National AIDS Spending Assessment: Conceptual Framework Overview. Resource Tracking and 
Projections Unit, UNAIDS. Geneva Switzerland 
(http://www.unaids.org/en/media/unaids/contentassets/dataimport/pub/presentation/2007/20080116_5_
nasa_framework_en.pdf)  

• UNAIDS NASA Country Reports. 
(http://www.unaids.org/en/dataanalysis/knowyourresponse/nasacountryreports/)  

• World Health Organization: What are National Health Accounts? 
(http://www.who.int/nha/what/en/index.html)  
 

http://www.unaids.org/en/media/unaids/contentassets/documents/document/2013/GARPR_2013_guidelines_en.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2013/GARPR_2013_guidelines_en.pdf
http://www.unaids.org/en/media/unaids/contentassets/dataimport/pub/presentation/2007/20080116_5_nasa_framework_en.pdf
http://www.unaids.org/en/media/unaids/contentassets/dataimport/pub/presentation/2007/20080116_5_nasa_framework_en.pdf
http://www.unaids.org/en/dataanalysis/knowyourresponse/nasacountryreports/
http://www.who.int/nha/what/en/index.html
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President’s Emergency Plan for AIDS Relief 
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Essential Survey Indicators Table 
 

 
  

Program Area and 
Indicator Group 

Indicator Code Indicator Name 

Care and Support/ 
OVC 

OVC_HIVST Percent of children whose primary caregiver knows the child’s HIV status 

Care and Support/ 
OVC 

OVC_NUT Percent of children <5 years of age who are undernourished 

Care and Support/ 
OVC 

OVC_SICK Percent of children too sick to participate in daily activities 

Care and Support/ 
OVC 

OVC_BCERT Percent of children who have a birth certificate 

Care and Support/ 
OVC 

OVC_SCHATT Percent of children regularly attending school 

Care and Support/ 
OVC 

OVC_PRGS Percent of children who progressed in school during the last year  

Care and Support/ 
OVC 

OVC_STIM Percent of children <5 years of age who recently engaged in stimulating 
activities with any household member over 15 years of age 

Care and Support/ 
OVC 

OVC_MONEY Percent of households able to access money to pay for unexpected 
household expenses 

Care and Support/ 
OVC 

OVC_CP (Child Protection) Percent of caregivers of active beneficiaries who agree 
that harsh physical punishment is an appropriate means of discipline or 
control in the home or school  



194 
 

Care and Support March 2015 
 

Orphans and Vulnerable Children 
Indicator Code: 
OVC_HIVST Survey Percent of children whose primary caregiver knows the child’s HIV 

status 
Purpose: 

Given the elevated risk of HIV-infection among HIV-affected children, it is important for a child’s primary caregiver 
to know the child’s HIV status. This is the first step for HIV prevention and treatment so it is critical for OVC 
programs to, at a minimum, link supported children to HIV-testing services, especially in regions with generalized 
HIV epidemics.  

This is a direct outcome indicator, which provides information on the degree to which HIV testing services have 
been accessed by children and their primary caregivers. The recommended levels of disaggregation are intended to 
show access to testing services in specific age groups. This is important because infants may be at especially high 
risk for MTCT and adolescents are at higher risk of sexual transmission. 

NGI Mapping:   N/A – this is a new indicator  
PEPFAR Support 
Target/Result Type: 

N/A 

Numerator: Number of active beneficiaries aged 0-18 years whose primary caregiver knows the child’s 
HIV status 

Denominator: Number of active beneficiaries surveyed 
Disaggregation(s): Required Sex: Male, Female 

Required Age: 0-4, 5-9, 10-14, 15-18 years 
Optional Age: 0-11 months, 1-4 years 

Data Source: Special Study 
Data Collection 
Frequency: 

Biennially (Every two years) 
 

Method of Measurement: 

Caregiver report. The suggested survey questions for caregivers are: 
• I don’t want to know the results, but has [NAME] ever been tested to see if he/she has the AIDS virus? 
• I don’t want to know the results, but do you know the result of [NAME’s] test? 

Explanation of Numerator 

The numerator is the number of active beneficiaries whose primary caregiver reports that the child has been tested 
for HIV and that they (the caregiver) know the result of this HIV test. 

Explanation of Denominator 

The denominator is the number of active beneficiaries aged 0-17 years surveyed. Active beneficiary is defined as an 
individual who has received program services in the last three months and who is scheduled to receive program 
services at least once every three months, as outlined in program guidelines or standards of practice. Partners will 
report on the number of beneficiaries on their “active” registries. Partners will not be required to count the number 
of individuals who have received services at each reporting period. 

Interpretation 

This is a reflection of whether a child has ever been tested for HIV. 
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PEPFAR Support 

N/A. As this is an outcome indicator, it is hard to draw a casual linkage between PEPFAR funding and outcomes. 
However, active beneficiaries can be counted as receiving service delivery support under the corresponding Level 1 
indicator (Number of active beneficiaries served by PEPFAR OVC programs for children and families affected by 
HIV/AIDS). 

Additional References: 

MEASURE Evaluation OVC Program Evaluation Toolkit: 
http://www.cpc.unc.edu/measure/our-work/ovc/ovc-program-evaluation-tool-kit  

 

  

http://www.cpc.unc.edu/measure/our-work/ovc/ovc-program-evaluation-tool-kit
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Care and Support March 2015 
 

Orphans and Vulnerable Children 
Indicator Code: 
OVC_NUT 

Survey Percent of children <5 years of age who are undernourished 

Purpose: 

This is a direct outcome measure of the percent of children with physical growth below international growth 
standards among active beneficiaries under 5 years of age of PEPFAR OVC programs. Nutrition is a critical factor in 
reducing infant mortality and builds a strong foundation for a child’s health, growth and development. 

NGI Mapping:   N/A – this is a new indicator  
PEPFAR Support 
Target/Result Type: 

N/A 

Numerator: Number of active beneficiaries <5 years of age with physical growth below international 
growth standards  

Denominator: Number of active beneficiaries <5 years of age surveyed 
Disaggregation(s): Required Sex: Male, Female 

Optional Age: 6-11 months, 1-4 years 
Data Source: Special Study 
Data Collection 
Frequency: 

Biennially (Every two years) 

Definitions: 

Undernourished is defined for the purpose of this indicator to mean those who have been nutritionally assessed 
using anthropometric measurement and found to be undernourished defined by wasting, thinness or presence of 
bilateral pitting oedema and using the criteria presented in the “Method of measurement” section below. 

Method of Measurement: 

Mid-upper arm circumference (MUAC) is recommended by the World Health Organization (WHO) as a method of 
assessment for severe, acute malnutrition among children 6-59 months. MUAC measures the circumference of the 
left upper arm in millimeters (mm). It is taken at a point midway between the tip of the shoulder and the elbow. 
MUAC is a proxy measure of nutrient reserves in muscle and fat and are independent of height. There is no 
internationally agreed threshold for undernourishment among children under 5 years of age however, for reporting 
purposes, children whose MUAC is < 125 mm should be counted as malnourished.  

Explanation of Numerator 

The numerator is the number of active beneficiaries aged 6-59 months that were assessed and found to be 
undernourished at any point during the reporting period, using the above criteria. 

Explanation of Denominator 

The denominator is the number of active beneficiaries aged 6-59 months surveyed. Active beneficiary is defined as 
an individual who has received program services in the last three months and who is scheduled to receive program 
services at least once every three months, as outlined in program guidelines or standards of practice. 

Interpretation 

MUAC indicates moderate and/or severe malnourishment and can serve as a recommended threshold of admission 
to therapeutic feeding programs. MUAC can be used to identify moderate malnutrition, although there is no 
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international agreement on such use and standardized cut-offs.  

PEPFAR Support 

N/A. As this is an outcome indicator, it is hard to draw a casual linkage between PEPFAR funding and outcomes. 
However, active beneficiaries can be counted as receiving service delivery support under the corresponding Level 1 
indicator (Number of active beneficiaries served by PEPFAR OVC programs for children and families affected by 
HIV/AIDS). 

Additional References: 

MEASURE Evaluation OVC Program Evaluation Toolkit: 
http://www.cpc.unc.edu/measure/our-work/ovc/ovc-program-evaluation-tool-kit  

Comprehensive guides, training aids and online calculation tools are available to facilitate accurate MUAC 
measurement and calculations, including: 

http://www.who.int/childgrowth/training/module_b_measuring_growth.pdf and 
http://www.who.int/nutrition/publications/severemalnutrition/9789241598163_eng.pdf  

 

  

http://www.cpc.unc.edu/measure/our-work/ovc/ovc-program-evaluation-tool-kit
http://www.who.int/childgrowth/training/module_b_measuring_growth.pdf
http://www.who.int/nutrition/publications/severemalnutrition/9789241598163_eng.pdf
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Care and Support March 2015 
 

Orphans and Vulnerable Children 
Indicator Code: 
OVC_SICK Survey Percent of children too sick to participate in daily activities 

Purpose: 

This is a direct outcome indicator of a child’s well-being. It is a measure of the impact of sickness, impairment, and 
mental health issues on daily life. It is especially important for PEPFAR OVC programs and partners to monitor this 
indicator because children who are unable to participate in daily activities may be in need of immediate medical 
care and could be in an especially vulnerable state. Disaggregation enables programs to define interventions to 
reach specific subpopulations based on need. 

NGI Mapping:   N/A – this is a new indicator  
PEPFAR Support 
Target/Result Type: 

N/A 

Numerator: Number of active beneficiaries who are too sick to participate in daily activities 
Denominator: Number of active beneficiaries surveyed 
Disaggregation(s): Required Sex: Male, Female 

Required Age:  0-4 years, 5-9 years, 10-14, 15-17 years 
Data Source: Special Study 
Data Collection 
Frequency: 

Biennially (Every two years) 

Method of Measurement: 

Caregiver or self-report.  

The suggested survey question for caregivers / children aged 10-17 years is:  

• At any time in the last 2 weeks, has [NAME]/have you been too sick to participate in daily activities? 

Explanation of Numerator 

The numerator is the number of active beneficiaries surveyed who are too sick to participate in daily activities at 
any time during the two weeks preceding the survey, as reported by primary caregiver, another household 
member, or the child.  

A condition is defined as one that is related to physical health, mental health, or both.  As stated, the emphasis is on 
the impairment and the fact that an illness or condition prevented the child from participating in daily activities. 
Daily activities should be defined and interpreted by the caregiver/child according to the respondent’s specific 
situation. 

Explanation of Denominator 

The denominator is the number of active beneficiaries aged 0-17 years surveyed. Active beneficiary is defined as an 
individual who has received program services in the last three months and who is scheduled to receive program 
services at least once every three months, as outlined in program guidelines or standards of practice. 

Interpretation 

This is an indicator of child physical and mental health. 

PEPFAR Support 
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N/A. As this is an outcome indicator, it is hard to draw a casual linkage between PEPFAR funding and outcomes. 
However, active beneficiaries can be counted as receiving service delivery support under the corresponding Level 1 
indicator (Number of active beneficiaries served by PEPFAR OVC programs for children and families affected by 
HIV/AIDS). 

Additional References: 

MEASURE Evaluation OVC Program Evaluation Toolkit: 
http://www.cpc.unc.edu/measure/our-work/ovc/ovc-program-evaluation-tool-kit   

 

 

 

 

 

 

 

 

 

 

 

  

  

http://www.cpc.unc.edu/measure/our-work/ovc/ovc-program-evaluation-tool-kit
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Care and Support March 2015 
 

Orphans and Vulnerable Children 
Indicator Code: 
OVC_BCERT 

Survey Percent of children who have a birth certificate 

Purpose: 

This is a direct outcome indicator of the child’s access to legal protection. A birth certificate is often the starting 
point for protecting a child’s right to state or community level support, and, in many places, a child must have a 
birth certificate in order to obtain government social and/or protection services. This indicator will allow PEPFAR 
OVC programs to determine the specific sub-groups where birth documentation may be lacking, thus, allowing for 
targeted interventions in the future. 

NGI Mapping:   N/A – this is a new indicator  
PEPFAR Support 
Target/Result Type: 

N/A 

Numerator: Number of active beneficiaries who have a birth certificate  
Denominator: Number of active beneficiaries surveyed 
Disaggregation(s): Required Sex: Male, Female 

Required Age: 0-4, 5-9, 10-14, 15-18 years 
Optional Age: 0-11 months, 1-4 years 

Data Source: Special Study 
Data Collection 
Frequency: 

Biennially (Every two years) 

Method of Measurement: 

Caregiver or self-report and verification.  

The suggested questions for caregivers and children aged 10-17 years are:  

• Does [NAME] / do you have a birth certificate?  

• Could you please show me [NAME’s] / your birth certificate? 

Explanation of Numerator 

The numerator is the number of active beneficiaries aged 0-17 years surveyed who have a birth certificate issued 
by appropriate Government authorities, as reported by primary caregiver and verified by observation. A birth 
certificate is defined as the official in-country identification document, which often facilitate access to services.   

Explanation of Denominator 

The denominator is the number of active beneficiaries aged 0-17 years surveyed. Active beneficiary is defined as an 
individual who has received program services in the last three months and who is scheduled to receive program 
services at least once every three months, as outlined in program guidelines or standards of practice. 

Interpretation 

This indicator has child protection implications. Results may indicate the existence of challenges in applying for 
and/ or receiving birth certificates. Analysts should consider national processes of birth registration when 
interpreting the results of this indicator. 

PEPFAR Support 
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N/A. As this is an outcome indicator, it is hard to draw a casual linkage between PEPFAR funding and outcomes. 
However, active beneficiaries can be counted as receiving service delivery support under the corresponding Level 1 
indicator (Number of active beneficiaries served by PEPFAR OVC programs for children and families affected by 
HIV/AIDS). 

Additional References: 

MEASURE Evaluation OVC Program Evaluation Toolkit: 
http://www.cpc.unc.edu/measure/our-work/ovc/ovc-program-evaluation-tool-kit   

 

 

 

  

http://www.cpc.unc.edu/measure/our-work/ovc/ovc-program-evaluation-tool-kit
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Care and Support March 2015 
 

Orphans and Vulnerable Children 
Indicator Code: 
OVC_SCHATT 

Survey Percent of children regularly attending school 

Purpose: 

This is a direct outcome measure of school attendance. School attendance is an important correlate of educational 
progress and protection as schools can serve to protect children who are at risk of being left unattended inside and 
outside of their places of residence. Research on children has demonstrated that education can contribute to 
significant improvements in the lives of children and their families. In addition to fostering basic educational 
competencies, such as reading, writing, and mathematics, learning opportunities can provide students with chances 
to develop age-appropriate, gender-sensitive life skills and also offer sex education interventions. School 
attendance indicates that children and youth have the opportunity to engage in formal learning, and are not 
required to join the workforce or quit school in order to care for younger siblings or family members. 
Disaggregation is necessary to identify sub-populations at high-risk for dropping out of school, for instance, the age 
when youth transition from primary to secondary school is believed to be an area in need of specific targeting to 
encourage continued school attendance).  

NGI Mapping:   N/A – this is a new indicator  
PEPFAR Support 
Target/Result Type: 

N/A 

Numerator: Number of active beneficiaries aged 5-17 years of age regularly attending school 
Denominator:  Number of active beneficiaries aged 5-17 years surveyed 
Disaggregation(s): Required Sex: Male, Female 

Required Age:  5-9 years, 10-14 years, 15-17 years 

Optional 
Further disaggregation by age, particularly within the 5-9 age group may be 
useful at the national level as often children do not begin school until the age 
of 6 or 7. 

Data Source: Special Study 
Data Collection 
Frequency: 

Biennially (Every two years) 

Method of Measurement: 

Caregiver or self-report. The suggested survey questions for caregivers and children aged 10-17 years are:  
• Is [NAME] / Are you currently enrolled in school? 
• During the last school week, did [NAME] / you miss any school days for any reason? 
Explanation of Numerator 

The numerator is the number of children aged 5-17  years who did not miss any school days in the week preceding 
the survey (or last week school was in session), as reported by the primary caregiver, another household member, 
or the child. 

Explanation of Denominator 

The denominator is the number of active beneficiaries aged 5-17 years surveyed. Active beneficiary is defined as an 
individual who has received program services in the last three months and who is scheduled to receive program 
services at least once every three months, as outlined in program guidelines or standards of practice. 

Interpretation 



203 
 

This is an indicator of school attendance. There are many reasons why a child may have missed school during the 
previous school week; a follow-up question asking why the child missed school is highly recommended to ascertain 
whether results are concerning.   

If the survey was conducted during a school holiday or when teachers are on strike, and respondents are asked to 
recall the last time school was in session, data may be subject to recall bias.  

PEPFAR Support 

N/A. As this is an outcome indicator, it is hard to draw a casual linkage between PEPFAR funding and outcomes. 
However, active beneficiaries can be counted as receiving service delivery support under the corresponding Level 1 
indicator (Number of active beneficiaries served by PEPFAR OVC programs for children and families affected by 
HIV/AIDS). 

Additional References: 

UNESCO 
www.unesco.edu 
 
MEASURE Evaluation OVC Program Evaluation Toolkit: 
http://www.cpc.unc.edu/measure/our-work/ovc/ovc-program-evaluation-tool-kit 

 

 

 

 

 

  

http://www.unesco.edu/
http://www.cpc.unc.edu/measure/our-work/ovc/ovc-program-evaluation-tool-kit
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Care and Support March 2015 
 

Orphans and Vulnerable Children 
Indicator Code: 
OVC_PRGS 

Survey Percent of children who progressed in school during the last year 

Purpose: 

This is a direct outcome measure of educational progress. Progression in school is generally highly correlated with 
school attendance, except where social promotion is common, and dependent on current school enrollment. The 
educational progress of children can be jeopardized by household’s financial vulnerability, which could render 
families unable to pay school fees or other school-related expenses. Additionally, many children’s educational 
progress may be slowed by a need to work to support their household financially or excessive household 
responsibilities. 

NGI Mapping:   N/A – this is a new indicator  
PEPFAR Support 
Target/Result Type: 

N/A 

Numerator: Number of active beneficiaries aged 5-17 years of age who progressed in school during 
the last year 

Denominator:  Number of active beneficiaries surveyed who were enrolled in school during the previous 
year 

Disaggregation(s): Required Sex: Male, Female 
Required Age:  5-9 years, 10-14 years, 15-17 years 

Optional 

Further disaggregation by age, particularly within the 5-9 age group may be 
useful at the national level as often children do not begin school until the age 
of 6 or 7. It may also be useful to disaggregate by primary and secondary 
school. 

Data Source: Special Study 
Data Collection 
Frequency: 

Biennially (Every two years) 

Method of Measurement: 

Caregiver or self-report.   
The suggested survey questions for caregivers and children aged 10-17 years are: 
• Is [NAME] / Are you currently enrolled in school?  
• What grade/form/year is [NAME] / are you in now? 
• Was [NAME] / Were you enrolled in school during the previous school year? 
• What grade/form/year was [NAME] / were you in during the previous school year? 
 
Explanation of Numerator 

Number of active beneficiaries aged 5-17 years who report being in a more advanced grade level at the time of 
survey compared to the previous school year. 

Explanation of Denominator 

The denominator is the number of active beneficiaries aged 5-17 years of age surveyed who report being enrolled 
in school during the academic year previous to the current/most recent academic year. 

Active beneficiary is defined as an individual who has received program services in the last three months and who 
is scheduled to receive program services at least once every three months, as outlined in program guidelines or 
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standards of practice. 

Interpretation 

This is an indicator reporting educational progression over time, which is necessarily different than completion of 
age-appropriate education (a single point-in-time measure). Recommended age disaggregation should be 
interpreted as percent of children progressing through primary school and percent of children progressing through 
secondary school. This measure assumes that children received passing marks / grades / scores to progress to the 
next level, which is not an indicator of performance beyond ‘pass-fail’.   

PEPFAR Support 

N/A. As this is an outcome indicator, it is hard to draw a casual linkage between PEPFAR funding and outcomes. 
However, active beneficiaries can be counted as receiving service delivery support under the corresponding Level 1 
indicator (Number of active beneficiaries served by PEPFAR OVC programs for children and families affected by 
HIV/AIDS). 

Additional References: 

MEASURE Evaluation OVC Program Evaluation Toolkit: 
http://www.cpc.unc.edu/measure/our-work/ovc/ovc-program-evaluation-tool-kit 

 

 

 

 

 

  

http://www.cpc.unc.edu/measure/our-work/ovc/ovc-program-evaluation-tool-kit
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Orphans and Vulnerable Children 
Indicator Code: 
OVC_STIM Survey Percent of children <5 years of age who recently engaged in stimulating 

activities with any household member over 15 years of age 

Purpose: 

This direct outcome measure shows whether caregivers and other adults are engaging children at a young age. 
Stimulation through individual attention from caregivers is among the most vital needs of children under 5. 
Stimulation during early childhood is essential for promotion of long-term learning, growth, and health. The neural 
connections which create the capacity for these advances develop most rapidly during early childhood. Even in the 
absence of other interventions, stimulation has been shown to have a significant effect on the development of 
undernourished children. Thus, it is critical to assess and promote stimulation during early childhood because the 
damage done to children who do not receive consistent care and regular stimulation has long-term repercussions.  

NGI Mapping:   N/A – this is a new indicator  
PEPFAR Support 
Target/Result Type: 

N/A 

Numerator: Number of active beneficiaries <5 years of age who have engaged in stimulating activities 
with any household member over 15 years of age during the last 3 days, as reported by an 
adult 

Denominator: Number of active beneficiaries <5 years of age surveyed 
Disaggregation(s): Required Sex: Male, Female 

Optional Age: 0-11 months, 12-23 months, 2-4 years 
Data Source: Special Study 
Data Collection 
Frequency: 

Biennially (Every two years) 

Method of Measurement: 

Caregiver report. The suggested survey question for caregivers is:  

• In the past 3 days, did you or any other household member over 15 years of age engage in any of the following 
activities with (NAME)?  

a) Read books of looked at picture books with (NAME)? 

b) Told stories to (NAME)? 

c) Sang songs to (NAME) or with (NAME) including lullabies? 

d) Played with (NAME)? 

e) Named, counted, or drew things to or with (NAME)? 

Explanation of Numerator 

The numerator is number of active beneficiaries <5 years of age who have engaged in stimulating activities with 
any household member over 15 years of age during the last 3 days, as reported by an adult. 

Explanation of Denominator 

The denominator is the number of active beneficiaries <5 years of age, surveyed. 

Active beneficiary is defined as an individual who has received program services in the last three months and who 
is scheduled to receive program services at least once every three months, as outlined in program guidelines or 
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standards of practice.  

Interpretation 

This is an indicator of child stimulation. The age of individuals assessed is limited to those <5 years of age as 
evidence suggestions that that early childhood development is dependent on stimulation.   

Results must be interpreted cautiously because answers may be influenced by social desirability, as caregivers may 
desire to give interviewers a good impression. Moreover, because this indicator has only a binary (yes/no) result, it 
is limited in its ability to capture the duration and frequency of stimulation. 

PEPFAR Support 

N/A. As this is an outcome indicator, it is hard to draw a casual linkage between PEPFAR funding and outcomes. 
However, active beneficiaries can be counted as receiving service delivery support under the corresponding Level 1 
indicator (Number of active beneficiaries served by PEPFAR OVC programs for children and families affected by 
HIV/AIDS). 

Additional References: 

MICS EC7  
http://www.unicef.org/statistics/index_24302.html 

 

  

http://www.unicef.org/statistics/index_24302.html
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Orphans and Vulnerable Children 
Indicator Code: 
OVC_MONEY Survey Percent of households able to access money to pay for unexpected 

household expenses 

Purpose: 

The HIV pandemic affects the economic stability of families and the children in their care by interrupting the 
income streams, depleting assets, introducing labor constraints, and increasing dependency ratios. PEPFAR OVC 
programs must take into account the financial stability and food security of HIV-affected households. Ability to 
access money for unexpected household expenses is a direct (outcome) measure of a household’s financial stability 
and resilience in the face of economic shocks. This factor is associated with the stability of children, caregivers, and 
other household members. Specifically, financial stability reduces the risk of a child having to work outside the 
home. Vulnerability in this area may be the source of (or part of a web of factors influencing) many other child or 
household well-being issues measured in these indicators, particularly nutrition and education. 

NGI Mapping:   N/A – this is a new indicator  
PEPFAR Support 
Target/Result Type: 

N/A 

Numerator: Number of active beneficiary households able to access money to pay for unexpected 
household expenses 

Denominator: Number of households surveyed that contain at least one active beneficiary 
Disaggregation(s): Optional Location: urban, rural 
Data Source: Special Study 
Data Collection 
Frequency: 

Biennially (Every two years) 

Method of Measurement: 

Caregiver self-report. The suggested survey questions are:  

• Did your household incur any unexpected household expenses, such a as a house repair or urgent medical 
treatment, in the last 12 months?  

a) If yes: Was your household able to pay for these expenses? 
Explanation of Numerator 

The numerator is the number of households surveyed that report the ability to pay for an unexpected household 
expense, as reported by the caregiver or head-of-household. 

Explanation of Denominator 

The denominator is the number of active beneficiary households surveyed who report incurring an unexpected 
household expense in the last 12 months. An active beneficiary household is defined as a household where at least 
one household member has received program services in the last three months and who is scheduled to receive 
program services at least once every three months, as outlined in program guidelines or standards of practice. 
 

Interpretation 

This is an indicator of household stability or vulnerability, with regard to a household ability access to resources to 
withstand shocks/unexpected costs. Promotion of household economic strengthening is a key aim of PEPFAR OVC 
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programs because of the widespread impacts of household vulnerability on children’s well-being. The effect of 
unexpected costs has been magnified in households affected by HIV, which have often been handicapped by death 
and/or incapacitation of adult household members and cope with the added responsibility of orphaned children. 
Research has indicated that impoverished families frequently sell any assets to withstand difficult financial 
situations, e.g. funerals, and pay for regular expenses for food, housing, and education, which limits their long-term 
resilience. This has direct implications for households serviced by PEPFAR OVC programs, which seek to enable 
children to participate in formal education, encourage healthy families, and prevent malnourishment. 

PEPFAR Direct Support 

N/A. As this is an outcome indicator, it is hard to draw a casual linkage between PEPFAR funding and outcomes. 
However, active beneficiaries can be counted as receiving service delivery support under the corresponding Level 1 
indicator (Number of active beneficiaries served by PEPFAR OVC programs for children and families affected by 
HIV/AIDS). 

Additional References: 

MEASURE Evaluation OVC Program Evaluation Toolkit: 
http://www.cpc.unc.edu/measure/our-work/ovc/ovc-program-evaluation-tool-kit  

2012 PEPFAR Guidance for Orphans and Vulnerable Children Programming 
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Orphans and Vulnerable Children 
Indicator Code:  
OVC_CP Survey 

Percent of caregivers of active beneficiaries who agree that harsh 
physical punishment is an appropriate means of discipline or control in 
the home or school  

Purpose: 

This indicator is related to child protection. The relationship between violence against children, gender-based 
violence and HIV/AIDS is multi-faceted. Violence increases the risk of exposure to HIV and other sexually 
transmitted diseases. Conversely, HIV status can increase the likelihood that a child will experience violence, both 
in school and at home. For this reason, reducing violence against children is a PEPFAR priority. Research indicates 
that most perpetrators of violence against children are family members or others close to a family. Children 
frequently experience violence in the form of harsh discipline by caregivers. Perceptions of physical discipline have 
been linked to actual use of physical discipline against children and changing perceptions of discipline can reduce 
violence against children. 

NGI Mapping:   N/A – this is a new indicator  
PEPFAR Support 
Target/Result Type: 

N/A 

Numerator: Number of caregivers of active beneficiaries who agree that harsh punishment is an 
appropriate means of discipline or control in the home or school  

Denominator: Number of caregivers of active beneficiaries surveyed 
Disaggregation(s): Required Sex: Male, Female 

Required Age: <18, 18-30, 31-50, 50+             
Data Source: Special Study 
Data Collection 
Frequency: 

Biennially (Every two years) 

Definitions: 

Harsh punishment is in this case defined as hitting or beating a child as a means of discipline.  The distinction 
between home and school is important as caregivers might think teachers and caregivers have different boundaries 
on what constitutes harsh punishment. 

Method of Measurement: 

Caregiver report. The suggested survey question for caregivers is:  
Do you think that hitting or beating a child is an appropriate means of discipline or control in the home?  

f) Yes 
g) No 

Do you think that hitting or beating a child is an appropriate means of discipline or control at school?  
b) Yes 
c) No 

Explanation of Numerator 

The numerator is the number of caregivers who agree that harsh punishment is an appropriate means of discipline 
or control in the home or school. 
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Explanation of Denominator 

The denominator is the number of caregivers of active beneficiaries surveyed. Caregiver in this indicator  is defined 
as an individual who is currently caring for an active beneficiary who has received program services in the last 
three months and who is scheduled to receive program services at least once every three months, as outlined in 
program guidelines or standards of practice. 

Interpretation 

This is a reflection of whether a caregiver perceives harsh punishment (defined as hitting or beating) as an 
appropriate means of discipline or control in the home or school. 

PEPFAR Direct Support 

N/A. As this is an outcome indicator, it is hard to draw a casual linkage between PEPFAR funding and outcomes. 
However, active beneficiaries can be counted as directly supported by PEPFAR under the corresponding Level 1 
indicator (Number of active beneficiaries served by PEPFAR OVC programs for children and families affected by 
HIV/AIDS). 

Additional References: 

MEASURE Evaluation OVC Program Evaluation Toolkit: 
http://www.cpc.unc.edu/measure/our-work/ovc/ovc-program-evaluation-tool-kit  

2012 PEPFAR Guidance for Orphans and Vulnerable Children Programming 
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