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This is the revised PEPFAR Indicates Reference Guide for FY 2007 Reporting and FY 2008 Rinning. This version replaces all other
previous versions. Hease recycle anyprevious older versions.

Since the United States Leadership Against HIV/AIDS, Tuberculosis, and Malaria Act of 2003Public Law 108-25) was enacted, the Office

of the U.S. Global AIDS Coordinator(OGAC)l aunched The Presi dent 0s ielREPFAFe The Bmergdney Rlanf o r
and has worked to coordinate the U.S. Governmentds responsimgto
process. Beginning in fiscal year 2006, all countries receiving more than $1 million from bilateral U.S. Government assistance to implement
HIV/AIDS activities are required to report at least annually * to the Office of the U.S. Global AIDS Coordinator. The information contained in
this document applies to countries that receive over $1 million in U.S. bilateral HIV/AIDS funds.

Collecting strategic information serves multiple purposes:

1 to assist countries to plan and monitor HIV/AIDS activities

1 to provide information to OGACfor management of The Emergency Plan

i to demonstrate progress of the Emergency Plan in the annual report to the US Congress

9 to advocate for continued support of HIV/AIDS prevention, care, and treatment programs

9 to coordinate efforts with the international donor community.
The indicators in this guidance meet the overall needs of the Emergency Plan to demonstrate progress in the fight against HIV/AIDS.
They are not designed to provide information on all dimensions of a program in country -specific settings . Strong program
monitoring at the country -level requires a broad range of indicators, which can measure quality, coverage, and other aspects of programs.
U.S. Government (USG) country teams are strongly encouraged to refer to national and international guidelines and consult the PEPFAR
program technical working groups for further assistance in designing and implementing program-specific monitoring indicators.

Shortly after the end of each fiscal year, all USG field offices will be required to report to their respective Agencies or to OGACdescribing
the progress and accomplishments of U.S.-funded HIV/AIDS activities. These data will be used to report PEPFAR achievements in the
Fourth Annual Report to Congress.

The purpose of this document is to provide guidance on the required output indicators for routine data collection and reporting in the FY
2007 Emergency PlanAnnual Program Results (APR). It also provides information for targets setting in the FY 2008 Country Operational
Plan (COP or MiniCOP) This document also includes guidance on outcome and impact indicators collected by surveys.

For each program area, program-level indicators, as well as outcome- and impact-level indicators have been selected and are described in
two sections of this document:

! The fifteen focus countries will continue to submit semi -annual reports detailing the progress of the Emergency Plan in country. All other countries
receiving more than $1 million in bilateral HIV/AIDS funding will report annually. Countries receiving over $1 million, but not required to complete mini -
COPs wil report to their respective agencies, and this information will be sent to OGAC.

Al D
HI V/
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The first section describes program-level indicators: Table 1 on page 10 shows the quantitative program -level indicators framework.
Program-level Indicators are listed at-a-glance on pages 24-27. This is followed by indicator reference sheets for each program-level
indicator, which further describe and define the progra m-level indicators.

The second section, beginning on page 118 provides summary listings for outcome- and impact-level indicators with their data collection
methods and international standard sources, separated into generalized and concentrated/low-level epidemic indicators.

Major Changes to FY 07 Reporting/FY08 Planning Indicator s Reference Guide
1 The document is labeled FY2007 Reporting/FY2008 Planning and references to these dates have been changed where
appropriate. This document replaces all previousversions of the guide.
9 Three Food & Nutrition indicators have been added to program-level indicators i in PMTCT, OVC, andTreatment. Two Food &
Nutriton i ndi cat ors with no particul ar pr eagrroaunatdgwrye a have been added |
1 OVC andPalliative Care indicators have additional clarification on what services are in which domains (additional appendices further
explain the eligible services).
1 There are additional appendices’i Palliative Care Categories, Additional Guidance on the new TB/HIV mdicator, Examples of Eligible
and Ineligible Activities for Core Program Areas for OVCs Example for Calculating Wrap-around Food and Nutrition Support,
Additional Guidance on the new program-level food and nutrition indicators (PMTCT, ART, OVC) Additional Guidance on the PMTCT
Indicator #1 .3, and Sample Tools for Tracking Program Geographic Coverage and Tracking Indicators/Partners
1 Cambodia, Malawj and India were removed from the list of Mini -COP countriesi and are now under the categoryi Ful | o&OP ( N
Focus)Countri eso.
The TB C&T indicator has been moved to the TB program area
For the PMTCT indicator #1.3, this indicator has been harmonized with UNAIDS to reflect HIV-infected pregnant women who
received any antiretroviral prophylaxis for PMTCT in a PMTCT setting.
9 For UNGASS indiators for which there is a corresponding PEPFAR outcome/impact indicator, these indicators have been updated to
reflect the UNGASS 2007 guide.

=A =

Emergency Plan Program -level Reporting

Descriptive Summary

In -country Collab oration and Coordination

The PEPFAR model encourages USG agencies in the specified countries to work in close collaboration/coordination with other deor and

international agencies active in the HIV/AIDS arena, as well as a range of in-country partners. Each USG team will have the opportunity to
list the organizations with which they are collaborating or coordinating in -country and to include a brief description of the type of
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collaboration or coordination (for example, conducting joint planning or impleme ntation, funding or co -funding, or coordinating of program
activities). This type of information may be particularly important for the PEPFAR @her Bilateral countries that are primarily working to
strengthen systems and | €SeeApmegdxl)ot her donorsodé doll ars

Output Data

By the end of FY 2006, HIV reporting requirements w ere fully aligned with OGAC requirements. As a result, all PEPFAR countries receiving
over $1 million will have the opportunity to report on the same set of 46 indicators.

The indicators presented here are the minimum set of program-level reporting requirements under The Emergency Plan; they represent
only a portion of the information needed by programs to effectively monitor, manage, and improve programs locally. Each of th e PEPFAR
program area technical working groups (TWG) may be used as resources to identify the appropriate indicators in addition to the required
indicators that may be needed to effectively monitor and manage programs. In some cases, these recommendations have been formally
written into official guidance documents and USG country teams should refer to official guidance posted publicly on www.pepfar.net and
www.pepfar.gov. In these guidance documents, one can find examples of indicators of interest, such as geographical coverage by service
site, age of clients served (when not already required), number and intensity of care services, survival rates, and quality of life for
individuals receiving ART services

Program-level indicators are often, though not always, broadly defined. A broad definition allows countries the freedom to develop
appropriate region specific programs, which best address the needs of the population (e.g. in areas such as Care and OVC). While some
indicator definitions lack specificity, this should not be confused with lack of interest in program quality. On the contrary , OGAC
encourages each country to develop quality programs, which reflect National/Internationa | guidelines and standards. Countries may report
using their own more specific definitions, but that definition should fit within the broader PEPFAR definition. In the absence of guidelines,
countries must use their best judgment in determining for themsel ves the reasonable level of service that ensures quality.

Each country must report on program results at least once every year according to agency and OGAC reporting guidance (refer to Table 2
on page 14 for specific reporting requirements by funding leve I). The annual program results will be reported shortly after the end of the
fiscal year and cover the full fiscal year (October 1-September 30). The annual results update will include financial information along with
joint USG reporting on program-level indicators contained within this document.

Table 1 shows the framework developed for monitoring program -level results achieved by the Emergency Plan. The programlevel data
required vary by service category. Generally, all program-level indicators fall into one of the following categories:

1 Number of organizations provided with TA;

M Number of service outlets;

1 Number of individuals served; and

1 Number of people trained


http://www.pepfar.net/
http://www.pepfar.gov/
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In addition to specific indicators, countries completing mini -COPs will also have theopportunity to discuss progress towards completion of
products or outputs that were proposed in the mini -COPR

Table 1: The Emergency Plan Program

-Level Reporting Framewaork

Number of Number of service Number of Number of people
Program Area organizations outlets individuals served, trained
provided w/ TA by sex
PMTCT X X X
ARV prophylaxis within PMTCT X
Prevention
Abstinence and/or Be faithful X X
Abstinence X
Medical transmission/Blood safety X X
Medical transmission/Medial Injection safety X
Other Behavior Change X X
Palliative Care (Facility/Community or Home-Based) X (total) X (adjusted) X (total)
TB/HIV X X X
ovc X X
Counseling and Testing X X X
Treatment (ART) X X X
Labs X X
Strategic Information X X
Other Policy Analysis and Systems Strengthening
Policy Development X X
Institutional Capacity Building X X
Stigma and Discrimination Reduction X
Community Mobilization for Prevention, Care
and/or Treatment X

Data Quality

The Emergency Plan relies on good quality data to support its programs and demonstrate progress towards goals. Issues such as
estimation of upstream (indirect) and downstream (direct) support, comparability of reported results over multiple re porting periods, and
double counting can impact data quality. These issues affect every Emergency Plan program, regardless of the unique set of programmatic
and sociopolitical factors that make one country program different from another. For more assistan ce with these issues, please refer to

10
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the PEPFAR Data Quality Assurance Tool for Prograrievel Indicators (PEPFAR DQA Tdds available at
http://www.pepfar.gov/c20981.htm ).

Double countingcanoccur f or any of the Emergency Plands indicators and can
(e.g. OVC, Palliative Care and TB, and prevention) are more prone to double counting because of the difficulty inherent in tracking the

individuals being served and/or the multiple types of programs implemented to assist clients. Partners and USG teams should be extra

vigilant in examining the risk of double counting and minimize double counting when reporting results.

The problem of double counting can be categorized into four essential types:

Type I: Within Partner Double Counting of Individuals
One partner at one site provides the same service (training, treatment, care, etc.) multiple times to the same individual wit hin one
reporting period and counts the individual as having received the service multiple times within the same reporting period.

Type II. Between Partner Double Counting of Individuals
Two or more partners supply the same service (prevention, treatment, care, etc.) to the same individual at the same site or different sites
within one reporting period and both partners add the individual to their count of the service delivery.

Type lll: Double Counting of Sites
Partners provide the supplies and/or services to the same organization within one reporting period and count that organization as one of
their service points.

Type IV: Double Counting Due to Overlap of Upstream and Downstream Support

A partner supports activities that result in a site (and individuals receiving services at that site) as benefiting from both upstream and
downstream USG support, and the partner counts the site and individuals served under both the upstream (indirect) and downstr eam
(direct) results.

Double counting of individuals within a program area is t 0 be avoided among USG funded partners. While USG funded partners should be
reporting to USG managers on the actual number of individuals served, the USG team is responsible, to the extent possible, for adjusting
for the overlap between multiple programs serving the same individuals within a program area. In order to avoid double counting,

countries will need to monitor their activities by partner, programmatic area, and geographic area. For more information regarding how to
avoid double counting, please refer to the PEPFAR DQA Too¥Nhile there is information presented for avoiding each of the four types of
double counting, the guidance in the PEPFAR DQA Toas not intended to address or solve all possible combinations and permutations of
double counting, rather is designed as a field-appropriate tool to effectively manage and minimize the problem.

11


http://www.pepfar.gov/c20981.htm

27 July 07

Downstream (Direct) and Upstream (Indirect) Results for Program -level Output Indicators

Seven of the program-level output indicators require target setting f or and reporting of downstream and upstream results. The indicators
for which both downstream and upstream results reporting is required are:

1 Number of pregnant women who received HIV counseling and testing for PMTCT and received their test results (#1.2)

1 Number of HIV-infected pregnant women who received antiretroviral prophylaxis for PMTCTin a PMTCT setting(# 1.3)

1 Number of individuals provided with HIV -related palliative care (including TB/HIV) (#6.2)

1 Number of HIV-infected clients attending HIV care/t reatment services that are receiving treatment for TB disease (this is a subset
of all individuals provided with palliative care ) (#7.2)

1 Number of orphans and vulnerable children (OVC) served by an OVC program(# 8.1)

1 Number of individuals who received counseling and testing for HIV and received their test results (# 9.2)

1 Number of individuals receiving antiretroviral therapy at the end of the reporting period (referred to as CURRENT clients) (#11.4)

Note: The indicator reference number is noted in parenthesis (See Table 3).

USGDownstream Support

An intervention or activity is considered to be a typefunifueidownstr e
identified individuals receiving prevention, care, and/or treatment services at a unique program or service delivery point that receives USG

funding. Downstream (direct) support is expected to be limited in PEPFAR Other Bilateral Countries, and therefore the number of

downstream results may be zero. Pleasedetermine the number of i ndividuals receiving prevention, care, and treatment services through

service delivery sites/providers that are directly supported by USG interventions/activities (commaodities, drugs, supplies, supervision,

continuing on-site training, quality assurance, etc.) at the point of service delivery. If you do not provide downstream support, please use

a zero (AO0OO0) for the downstream result.

USGUpstream Support

Upstream (indirect) support refers to contributions made by the USG to overall system strengthening an d capacity building that occur

apart from, and at higher levels than the actual points of service delivery. The level of funding available for USG upstream programs will

vary by country. While USG upstream funded activities will contribute to national or r egional results, they may not contribute significantly

(as defined in the PEPFAR DQA Tobdlo these results. Upstream results are set by the national or regional results, if they exist, for the

number of individuals receiving prevention, care, and treatment services, minus those counted above under downstream (direct) USG
support. Upstream results can be zero (A00) for program areas witho

For those results where only upstream funding is provided, use the national or regional f igure for that result and provide appropriate

documentation of this use at reporting time . If national results do not exist, the USG team needs to estimate the number of individuals
served during the fiscal year in the country or region. If the USG contrib utes significantly to national or regional results, then the upstream

12
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results should be national or regional results. If the USG contribution is not significant relative to the national or regio nal results, then the
USG country team should refer to the PEPFARDQA Tool for further guidance on reporting upstream results.

If downstream (direct) services are supported by the Emergency Plan for the same indicator where upstream (indirect) services are also
supported, it is assumed that the individuals who receive the supported services are included in the national results. To avoid double
counting, if an individual is being reached directly through a USG supported site and also indirectly through USG support to national
systems strengthening, only include the individual in the downstream (direct) counts. Individuals reached through upstream (indirect)
support should be in addition to those reached via downstream (direct) support in order to make these categories mutually exc lusive.

13
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Reporting Requirements by F  unding Level

There is wide recognition of the differences between PEPFAR Focus Countries and PEPFAR Other Bilateral Countries. The expetta for

focus countries is that there will be a level of resources high enough to bring progra ms to scale nationally in all 15 program areas. This is

not the case for PEPFAR Other Bilateral Countries; for these countries, there is no expectation that bilateral resources willbe sufficient to

work in all 15 program areas or to bring programs to scale. Instead, the primar y approach to support national-level prevention, care, and

treatment programs will be through leveraging other in -country resources, both from international partners and host nation governments.

This leveraging should be a key focus and countrieswillbegi ven t he opportunity to fully €eustgri be t
Coll aboration Tabled (see Appendix 1).

Countries are requested to report on those indicators in areas, which they are currently funding. Focus countries are expect ed to have
programming in all program areas and thus, will report on all indicators. PEPFAR Other Bilateral Countries may not have programming in
all program areas and thus, will not be expected to report on all indicators T but will be expected to report on a subset of the entire list of
indicators within the program areas they are funding .

Table 2: Reporting Requirements by Funding Level

Country Group Frequency Destination
Focus Countries Semiannual, Annual Report to OGAC
Full COP(non-Focug Countries Annual only Report to OGAC
Mini-COP Countries Annual only Report to OGAC
Over $1 million reporting directly to Agencies Annual only Report according to Agency Guidance*

*A team of HQ agency representatives will compile a joint USG report of the standardized indicators to send to OGAC

14
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Focus Countries

Definiton. There are 15 Focus countries: Bot swana, Cote dbélvoire,
Rwanda, South Africa, Tanzania, Uganda, Vietham, and Zambia.

Et hi

Setting Targets:  The legislative 2-7-10 targets were set for focus countries and based on the specific demographic and prevalence data

available at the beginning of The Emergency Plan. Interim yearly targets are set by countries through their Country Operation Plans but

should reflect yearly rather than cumulative counts. At this time, the 2 -7-10 targets apply only to the Focus countries. For more
information on the reporting cycle see Appendix 2.

Emergency Plan Legislative Targets

Support treatment for 2 million people living with HIV/AIDS by 2009
The achievement of this target will be measured by the number of individuals receiving antiretroviral therapy (Indicator #11 .4)
through FY 2008 funding. It will be counted at the end of the 12 -month reporting period in FY 2009 given that most FY 2008

counts.

Prevent 7 million new HIV infections by 2010

The U.S. Census Bureauwill be modeling achievement of this target based on surveillance data. The U.S. Census Bureauwill
periodically produce estimates towards the achievement of this target based on new surveillance data reported by countries.
Countries do not need to invest country funds in mod eling infections averted.

Support care for 10 million people infected and affected by HIV/AIDS, including orphans and vuilnerable children, by 2009

funding will be spent in 2009. (This measure is not cumulative over 5 years). This target includes both downstream and upstr eam

The achievement of this target will be measured by the number of individuals receiving palliative care (Indicator #6.3) and OVC
served (Indicator #8.1) through FY 2008 funding. It will be counted during the 12 -month reporting period in FY 2009 given that
most FY 2008 funding will be spent in 2009. (This measure is not cumulative over 5 years). This target inc ludes downstream and
upstream counts.

Routine Reporting for PEPFAR Output -level |ndicators : Each focus country must report on program results every six months to

OGAC. The semiannual program results will be reported in May of each year and cover the first six months of the fiscal year (October 1 -
March 31); the annual program results update will be reported shortly after the end of the fiscal year and cover the full fis cal year
(October 1-September 30). Thus, the reporting period will vary: for the sem i-annual program results, the reporting period is six months;

15
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for annual program results the reporting period is for twelve months. The Annual Prog ram Results (APR) will include financial information
along with joint USG reporting on all the required progr am and country-level output indicators contained within this document. The Semi-
Annual Program Results (SAPR) will not require financial information but will include information on the required program and country -
level output indicators. The program-level output indicators of The Emergency Plan are collected from program data/reports and routine
facility-based HMIS.

I n reporting vy eannual andanmual resulbssit issritically important to coordinate as a USG Team. It is essential that ALL
USG Agencies working in country be included in discussions around reporting. As you develop your annual report and prepare fa
submission of the document to OGAC, you should ensure thattime for review and approval by your Ambassador and review by the Host
Nation Government, as appropriate, is included in the schedule.

Output -level Indicators: Focus countries are expected to have programming in all program areas and thus, will report on all
indicators.

The program-level output indicators for The Emergency Plan rely heavily on program reports from USG partners in-country and
routine facility -based HMIS. Data from these sources will be collated by USG offices in country. The data collection systems for
some existing partners may not allow them to report on these indicators; they should work toward incorporating these indicators
into their monitoring and evaluation systems so that they will be able to report at the end of the fiscal year. All new agree ments
should specify that partners will be expected to re port according to these guidelines.

Surveillance and Survey Activities for the Collection of Outcome - and Impact -level Indicators : In keeping with the Three
Onesi moving toward one harmonized M&E reporting system, outcome and impact indicators and their definitions are drawn from and
align with international standards and measurement tools .

A variety of surveillance and survey activities are used to collect and measure outcome and impact indicators including population-based
surveys, targeted facility surveys, sentinel surveillance systems or seragsurveys, and cohort studies. Baseline data should have been
collected by the end of fiscal year 2004 or mid-fiscal year 2005. At a minimum, countries should plan for surveillance and/or survey
activities to collect and analyze a second data point for each core outcome- and impact-level indicator before the end of The Emergency
Plan (September 2009). Routine surveillance information should be collected yearly or every other year. For countries with generalized
epidemics, it is recommended that national population surveys be conducted every 2 to 3 years. Countries with concentrated epidemics
should plan for Behavioral Surveillance surveys targeted to high-risk groups.

Core Outcome - and Impact -level Indicators

These indicators provide evidence of trends related to behavior change, health infrastructure capacity and quality, care and

support, and impact of care and treatment, including morbidity and mortality. This core set of outcome- and impact-level indicators
should be included for collection in the oseepages M®121).pl anned sur ve

16
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Additional Outcome - and Impact -level Indicators

Among the additional outcome- and impact-level indicators under The Emergency Planat this point, some are appropriate at the
sub-national level only, thus their exclusion from the core set of Emergency Plan indicators. Some of the indicators have
methodologies that are still under development. The Additional Emergency Plan Outcome and Impact-level Indicators Summary
Table (see pages 12-123) indicates this, as well as the group leading the piloting or testing of the methodology. USG country
team are encouraged to plan surveillance/survey activities that include these additional outcome- and impact-level indicators to
collect and report on progress at the program level as well as the outcome and impact level.

Outcome - and Impact -level Indicators for Concentrated/Low Prevalence Epidemic Settings

For countries with concentrated or low p revalence epidemics or mixed epidemics, there is an additional set of outcome- and
impact-level indicators for programs that target the most -at-risk-populations in these countries (see page 124). Countries that
have a significant proportion of their epide mic stemming from the most -at-risk populations, are encouraged to plan
surveillance/survey activities that include these indicators to collect and report progress towards targeting these populations at the
program level as well as the outcome and impact levels.

Special studies may be desired in order to supplement existing data to address programmatic needs and to document successfulmodels.

17
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Full COP (non -Focus) Countries
Definition:  There are 3 countries which are completing a COP for FY2008 but are ot Focus countries. Cambodia, India, and Malawi.

Setting Targets:  Interim yearly targets are set by countries through their Country Operation Plans. These targets should reflect yearly
rather than cumulative counts.

Routine Reporting for PEPFAR Outpu t-level indicators : Eachof these three countries must report on program results once every
year to the Office of the U.S. Global AIDS Coordinator (OGAC). The reporting period covers a 12month timeframe representing the full
fiscal year (October 1-September 30) and will be due shortly after the end of the fiscal year . The Annual Program Results (APR) will
include financial information along with joint USG reporting on all the required program and country -level output indicators contained
within this document. The program-level output indicators of The Emergency Plan are collected from program data/reports and routine
facility-based HMIS.

I n reporting your countrydés annual results, it is d¢ALLUSGAgehdey i mport
working in country be included in discussions around reporting. As you develop your annual report and prepare for submission of the

document to OGAC, you should ensure that time for review and approval by your Ambassador and review by the Host Nation Government,

as appropriate, is included in the schedule.

Output -level Indicators : These three countries are requested to report on the indicators that fall in the program areas that they
are currently funding. Countries may not have progra mming in all areas and thus, will not be expected to report on all indicators i
but will be expected to report on a subset of the entire list of indicators for which they have set targets in the COP.

The program-level output indicators for The Emergency Ran rely heavily on program reports from USG partners in-country and
routine facility -based HMIS. Data from these sources will be collated by USG offices in country. The data collection systems for
some existing partners may not allow them to report on the se indicators; they should work toward incorporating these indicators
into their monitoring and evaluation systems so that they will be able to report at the end of the fiscal year. All new agree ments
should specify that partners will be expected to report according to these guidelines.

Surveillance and Survey Activities for the Collection of Outcome - and Impact -level Indicators _: In keeping with the Three
Onesi moving toward one harmonized M&E reporting system, outcome and impact indicators and their definitions are drawn from and

align with international standards and measurement tools.

A variety of surveillance and survey activities are used to collect and measure outcome and impact indicators including population-based
surveys, targeted facility surveys, sentinel surveillance systems or sera-surveys, and cohort studies. Baseline data should have been
collected by the end of fiscal year 2004 or mid-fiscal year 2005. At a minimum, countries should plan for surveillance and/or survey
activities to collect and analyze a second data point for each core outcome- and impact-level indicator before the end of The Emergency
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Plan (September 2009). Routine surveillance information should be collected yearly or every other year. For countries with generalized
epidemics, it is recommended that national population surveys be conducted every 2 to 3 years. Countries with concentrated epide mics
should plan for Behavioral Surveillance surveys targeted to high-risk groups.

Core Outcome - and Impact -level Indicators

These indicators provide evidence of trends related to behavior change, health infrastructure capacity and quality, care and

support, and impact of care and treatment, including morbidity and mortality.  This core set of outcome- and impact-level

indicatorsshoul d be included for collection in the cof(seepagesdl9i2n)l anned s

Additional Outcome - and Impact -level Indicators

Among the additional outcome- and impact-level indicators under The Emergency Plan at this point, some are appropriate at the
sub-national level only, thus their exclusion from the core set of Emergency Plan indicators. Some of the indicators have
methodologies that are still under development. The Additional Emergency Plan Outcome and Impact-level Indicators Summary
Table (see pages122-123) indicates this, as well as the group leading the piloting or testing of the methodology. USG country
team are encouraged to plan surveillance/survey activities that include these additional outcome- and impact-level indicators to
collect and report on progress at the program level as well as the outcome and impact level.

Outcome - and Impact -level Indicators for Concentrated/Low Prevalence Epidemic Settings

For countries with concentrated or low prevale nce epidemics or mixed epidemics, there is an additional set of outcome- and
impact-level indicators for programs that target the most -at-risk-populations in these countries (see page 124). Countries that
have a significant proportion of their epidemic st emming from the most -at-risk populations, are encouraged to plan
surveillance/survey activities that include these indicators to collect and report progress towards targeting these populations at the
program level as well as the outcome and impact levels.

Special studies may be desired in order to supplement existing data to address programmatic needs and to document successfulmodels.
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Mini - COP Countries

Definition:  All countries completing mini-COPSmust report on program results once every year to the Office of the U.S. Global AIDS
Coordinator (OGAC). These countries are: Angola, China, Democratic Republic of the Congo, Dominican Republic, Ghana, Indones,
Lesotho, Russia, Sudan, Swaziland, Thailand, Ukraine, and Zimbabwe.

Setting Targets:  Interim yearly targets are set by countries through their Mini -Country Operation Plans. These targets should reflect
yearly rather than cumulative counts.

Routine Reporting for PEPFAR Output -level indicators : Each minkCOP country must report on program results once every year to

the Office of the U.S. Global AIDS Coordinator (OGAC). The reporting period covers a 12month time frame representing the full fiscal year
(October 1-September 30) and will be due shortly after the end of the fiscal year. The Annua | Program Results (APR) will include financial

information along with joint USG reporting on all the required program and country -level output indicators contained within this document

that fall within program areas that receive funding. The PEPFAR programtlevel output indicators of The Emergency Plan are collected from
program data/reports and routine facility -based HMIS.

I n reporting your countryds annual results, it is criWdGAgehoksy i mport
working in country be included in discussions around reporting. As you develop your annual results report and prepare for sub mission of

the document to OGAC, you should ensure that time for review and approval by your Ambassador and review by the Host Country

Government, as appropriate, is included in the schedule.

Output -Level Indicators: Countries are requested to report on the indicators that fall in the program areas that they are
currently funding. Mini-COP PEPFAR Other Bilaterdlountries may not have programming in all areas and thus, will not be
expected to report on all indicators i but will be expected to report on a subset of the entire list of indicators for which they have
set targets in the mini -COP.

The program-level output indicators for The Emergency Plan rely heavily on program reports from USG partners in-country and
routine facility -based HMIS. Data from these sources will be collated by USG offices in country. The data collection systems for
some existing partners may not allow the m to report on these indicators; they should work toward incorporating these indicators
into their monitoring and evaluation systems so they will be able to report at the end of the fiscal year. All new agreements should
specify that partners will be expected to report according to these guidelines.
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Surveillance and Survey Activities for the Collection of Qutcome - and Impact -level Indicators : In keeping with the Three
Onesi moving toward one harmonized M&E reporting system, outcome and impact indicators and their definitions are drawn from and
align with international standards and measurement tools .

A variety of surveillance and survey activities are used to collect and measure outcome and impact indicators including population-based
surveys, targeted facility surveys, sentinel surveillance systems or sero-surveys, and cohort studies. It is recommended that

routine surveillance information be collected yearly or every other year. For countries with generalized epidemics, it is recommended that
national population surveys be conducted every 2 to 3 years. Countries with concentrated epidemics should plan for Behavioral
Surveillance surveys targeted to high-risk groups.

Core Outcome - and Impact -level Indicators

These indicators provide evidence of trends related to behavior change, health infrastructure capacity and quality, care and

support, and impact of care and treatment, including morbidity and mortality.  This core set of outcome- and impact-level

indicators should be included for collectioninthe countryds planned sur v e(setpageslel2lg.nd/ or su

Additional Outcome - and Impact -level Indicators

Among the additional outcome- and impact-level indicators under The Emergency Plan at this point, some are appropriate at the
sub-national level only, thus their exclusion from th e core set of Emergency Plan indicators. Some of the indicators have
methodologies that are still under development. The Additional Emergency Plan Outcome and Impact-level Indicators Summary
Table (see pages122-123) indicates this, as well as the group leading the piloting or testing of the methodology. USG country
team are encouraged to plan surveillance/survey activities that include these additional outcome- and impact-level indicators to
collect and report on progress at the program level as well as the outcome and impact level.

Outcome - and Impact -level Indicators for Concentrated/Low Prevalence Epidemic Settings

For countries with concentrated or low prevalence epidemics or mixed epidemics, there is an additional set of outcome- and
impact-level indicators for programs that target the most -at-risk-populations in these countries (see page 124). Countries that
have a significant proportion of their epidemic stemming from the most -at-risk populations, are encouraged to plan
surveillance/survey activities that include these indicators to collect and report progress towards targeting these populations at the
program level as well as the outcome and impact levels.

Special studies may be desired inorder to supplement existing data to address programmatic needs and to document successful models.
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Countries with over $1 million in Bilateral HIV/AIDS not required to do a Mini  -COP

Definition:  All countries receiving over $1 million in bilateral HIV/AIDS assistance must report on HIV program results once every year to
their respective agencies. Program results reported to agencies will then be forwarded to OGAC.

Setting Targets: Official target setting will only be required of USAID missionsaspart of the State Departmentos
Assistance (DFA) Operational Plan (FOP) system. These data and targets will be entered into the Foreign Assistance Coordinaton and

Tracking System (FACTS).However, OGAC recommends that appropriate targets are set at the commencement of all HIV/AIDS

prevention, care, and treatment efforts. USG agencies working in these countries are encouraged to work together in setting reasonable

goals against which they are able to measure success.

Routine Reporting for PEPFAR Output -level indicators : All countries receiving over $1 million in bilateral HIV/AIDS assistance must
report on program results once every year according to tnpwiloccurr espec
through the new FACTS system. The DFA Operational Plans will request some indicators in addition to the46 PEPFAR indicators listed

here. USAID missions will be required to report on these additional indicators in program areas which they are funding.

Output -Level Indicators:

Countries are requested to report on the indicators that fall in the program areas that they are currently funding. PEPFAR O ther
Bilateral Countries may not have programming in all areas and thus, will not be expected to report on all indicators i but will be
expected to report on a subset of the entire list of indicators within the program areas they are funding .

The program-level output indicators for The Emergency Plan rely heavily on program reports from USG partners in-country and
routine facility -based HMIS. Data from these sources will be collated by USG offices in country and submitted to their respective
agencies. The data collection systems for some existing partners may not allow them to report on these indicators; the y should
work toward incorporating these indicators into their monitoring and evaluation systems so that they will be able to report a tthe
end of the fiscal year. All new agreements should specify that partners will be expected to report according to thes e guidelines.

Not e: Each agencybés program resul ts headguarteroteam represented hy dllagenciesin d 0 ¢ U me
order to determine the total PEPFAR results by country. The difficulty with compiling individual agency results is t hat often agency

data cannot be added together because in some cases there is overlap between agency programs (e.g. USAID and CDC are

reaching the same individuals with a joint program and so are reporting the same individuals to each of their respective a gencies).

In an attempt to de -duplicate results, in-country agency teams may be asked to estimate the level of overlap between themselves

and other agencies in country. Where multiple USG agencies are working with the same populations or at the same sites, this may

require that agencies to come together in-country to discuss any overlap issues and come to a consensus on the total USG results

for all agencies in country for reporting .
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Surveillance and Survey Activities for the Collection of Qutcome - and | mpact -level Indicators : In keeping with the Three
Onesi moving toward one harmonized M&E reporting system, outcome and impact indicators and their definitions are drawn from and
align with international standards and measurement tools .

A variety of surveillance and survey activities are used to collect and measure outcome and impact indicators including population-based
surveys, targeted facility surveys, sentinel surveillance systems or sero-surveys, and cohort studies. It is recommended that

routine surveillance information be collected yearly or every other year. For countries with generalized epidemics, it is recommended that
national population surveys be conducted every 2 to 3 years. Countries with concentrated epidemics should plan for Behavioral
Surveillance surveys targeted to high-risk groups.

Core Outcome - and Impact -level Indicators

These indicators provide evidence of trends related to behavior change, health infrastructure capacity and quality, care and

support, and impact of care and tre atment, including morbidity and mortality. This core set of outcome- and impact-level
indicators should be included for collection i (ceetpdgeslida2i)nt r y b s

Additional Outcome - and Impact -level Indicators

Among the additional outcome- and impact-level indicators under The Emergency Plan at this point, some are appropriate at the
sub-national level only, thus their exclusion from the core set of Emergency Plan indicators. Some of the indicators have
methodologies that are still under development. The Additional Emergency Plan Outcome and Impact-level Indicators Summary
Table (see pages122-123) indicates this, as well as the group leading the piloting or testing of the methodology. USG country
team are encouraged to plan surveillance/survey activities that include these additional outcome- and impact-level indicators to
collect and report on progress at the program level as well as the outcome and impact level.

Outcome - and Impact -level Indica tors for Concentrated/Low Prevalence Epidemic Settings

For countries with concentrated or low prevalence epidemics or mixed epidemics, there is an additional set of outcome - and
impact-level indicators for programs that target the most -at-risk-populations in these countries (see page 124). Countries that
have a significant proportion of their epidemic stemming from the most -at-risk populations, are encouraged to plan
surveillance/survey activities that include these indicators to collect and report progress towards targeting these populations at the
program level as well as the outcome and impact levels.

Special studies may be desired in order to supplement existing data to address programmatic needs and to document successfulmodels.
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Table 3 - PROGRAM-LEVEL INDICATORS

(1) Prevention of Mother  -to -Child Transmission

1.1 Number of service outlets providing the minimum package of PMTCT services according to national and international standards

1.2 Number of pregnant women who received HIV counseling and testing for PMTCT and received their test results

1.3 Number of HIV-infected pregnant women who received antiretroviral prophylaxis for PMTCTin a PMTCT setting

1.4 Number of health workers trained in the provision of PMTCT services according to national and international standards

1.5 Number of HIV-positive pregnant or lactating women receiving food and nutritional supplementation in a PMTCT setting

(2) Prevention/Abstinence and Being Faithful

2.1 Number of individuals reached through community outreach that promotes HIV/AIDS prevention through abstinence and/or being
faithful

Male

Female

2.1.A Number of individuals reached through community outreach that promotes HIV/AIDS prevention through abstinence

Male

Female

2.2 Number of individuals trained to promote HIV/AIDS prevention programs through abstinence and/or being faithful

(3) Prevention/Medical Transmission/Blood safety

3.1 Number of service outlets carrying out blood safety activities

3.2 Number of individuals trained in blood safety

(4) Prevention/  Medical Transmission/Injection Safety

4.1 Number of individuals trained in medical injection safety

(5) Prevention/Condoms and other Prevention Activities

5.1 Number of targeted condom service outlets

5.2 Number of individuals reached through community outreach that promotes HIV/AIDS prevention through other behavior change
beyond abstinence and/or being faithful

Male

Female

5.3 Number of individuals trained to promote HIV/AIDS prevention through other behavior change beyond abstinence and/or being
faithful

(6) Palliative Care (Basic Health Care)

6.1 Total number of service outlets providing HIV -related palliative care (including TB/HIV)

6.2 Total number of individuals provided with HIV -related palliative care (including TB/HIV)

Male

Female

6.3 Total number of individuals trained to provide HIV palliative care (including TB/HIV)

6.4 Total number of services outlets providing HIV -related palliative care (excluding TB/HIV) [for COP Table 3 only]

6.5 Total number of individuals provided with HIV -related palliative care (excluding TB/HIV) [for COP Table 3 only]
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Male

Female

6.6 Total number of individuals trained to provide HIV palliative care (excluding TB/HIV) [for COP Table 3 only]

(7) Pall iative Care (TB/HIV )

7.1 Number of service outlets providing treatment for tuberculosis (TB) to HIV -infected individuals (diagnosed or presumed) in a palliative
care setting (a subset of indicator number 6.1)

7.2 Number of HIV -infected clients attending HIV care/treatment services that are receiving treatment for TB disease (a subset of
indicator number 6.2)

Male

Female

7.3. Number of individuals trained to provide treatment for TB to HIV -infected individuals (diagnosed or presumed). (a subset of indicator
number 6.3)

7.4 Number of registered TB patients who received HIV counseling, testing, and their test results at a USG supported TB service outlet (a
subset of indicator number 9.2)

Male

Female

(8) Orphans and Vulnerable Children

8.1 Number of OVC served by OVC programs

Male

Female

8.1.A Primary Direct

8.1.B Supplemental Direct

8.2 Number of providers/caregivers trained in caring for OVC

8.3 Number of OVC receiving food and nutritional supplementation through OVC programs

(9) Counseling and Testing

9.1 Number of service outlets providing counseling and testing according to national and international standards

9.2 Number of individuals who received counseling and testing for HIV and received their test results (including TB)

Male

Female

9.3 Number of individuals trained in counseling and testing according to national and international standards

9.4 Number of individuals who received counseling and testing for HIV and received their test results (excluding TB) [for COP Table 3
only]

Male

Female

(10) HIV/IAIDS Treatment/ARV Drugs i No required indicators

(11) HIV/IAIDS Treatment/ARV Services

11.1 Number of service outlets providing antiretroviral therapy

11.2 Number of individuals newly initiating antire troviral therapy during the reporting period

| Male (0-14)
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Male (15+)

Female (0-14)

Female (15+)

Pregnant female (all ages)

11.3 Number of individuals who ever received antiretroviral therapy by the end of the reporting period

Male (0-14)

Male (15+)

Female (0-14)

Female (15+)

Pregnant female (all ages)

11.4 Number of individuals receiving antiretroviral therapy at the end of the reporting period

Male (0-14)

Male (15+)

Female (0-14)

Female (15+)

Pregnant female (all ages)

11.5 Number of health workers trained to deliver ART services, according to national and/or international standards
11.6 Number of individuals receiving ART with evidence of severe malnutrition receiving food and nutritional supplementation during the
reporting period

(12) Laboratory Infrastructure

12.1 Number of laboratories with capacity to perform 1) HIV tests and 2) CD4 tests and/or lymphocyte tests

12.2 Number of individuals trained in the provision of laboratory -related activities

12.3 Number of tests performed at USG-supported laboratories during the reporting period: 1) HIV testing, 2) TB diagnostics, 3) syphilis
testing, and 4) HIV disease monitoring

(13) Strategic Information

13.1 Number of local organizations provided with technical assistance for strategic information activities

13.2 Number of individuals trained in strategic information (includes M&E, surveillance, and/or HMIS)

(14) Other/policy development and system strengthening

14.1 Number of local organizations provided with technical assistance for HIV-related policy development

14.2 Number of local organizations provided with technical assistance for HIV-related institutional capacity building
14.3 Number of individuals trained in HIV -related policy development

14.4 Number of individuals trained in HIV -related institutional capacity building

14.5 Number of individuals trained in HIV -related stigma and discrimination reduction

14.6 Number of individuals trained in HIV -related community mobilization for prevent ion care and/or treatment
(15) Management and Staffing T No Required Indicators

Wrap -around Food Support
| Metric tons of non-PEPFAR food aid leveraged by PEPFAR wraground activities
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Non-PEPFAR food and nutrition dollars leveraged by PEPFAR wrapround activities for the provision of food or nutritional
supplementation.
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Definitions of Program  -Level Output Indicators
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Prevention of Mother -to -Child Transmission Services

1.1 Number of service outlets providing the minimum package of PMTCT services according to national or international

standards

Rationale/What It This indicator provides a crude quantitative measure of the stage of PMTCT service expansion and current availability of
Measures: PMTCT services supported by USG.

Defi nition: A service outlet refers to the lowest level of service. For example, a hospital, clinic, or mobile unit.

The minimum package of services for preventing mother-to-child transmission (MTCT) of HIV includes at least all four of
the following services:

1. Counseling and testing for pregnant women

2. ARV prophylaxis to prevent MTCT

3. Counseling and support for safe infant feeding practices

4. Family planning counseling or referral*

*PEPFAR program dollars cannot directly fund provision of family planning services. PEPFAR programs are encouraged to
refer to or work in partnership with non -PEPFAR funded family planning programs to ensure comprehensive services.

Measurement Program Reports. USG staff and US&unded partners should keep an inventory of the name and location of service outlets
Tool: providing PMTCT services, clearly indicating those that provide the minimum package of PMTCT services. This information
should be submitted to the USG staff responsible for compiling the annual reporting data as evidence for the reported
number of service outlets providing the minimum package of PMTCT services.

How To Measure Each USG agency and US@unded partner counts the number of service outlets providing the minimum package of PMTCT
It: services at the end of the specified reporting period (12 months for annual report). Count only those service outlets that
provide at minimum all four services specified above (1, 2, 3, and 4).

The USG staff responsible for compiling the annual reporting data should use the PMTCTservice outlets list submitted by
each USG agency and US&unded partner reporting on this indicator in order to count the total number of service outlets
providing the minimum package of PMTCT services,avoiding any double-counting of the same PMTCT outkt supported by
more than one USG agency/USGfunded partner.

Interpretation/ This indicator does not consider the quality of service provision, which would require more in -depth evaluation efforts like
Strengths and facility surveys. This is not a complete measure of coverage, as there is no denominator of total facilities. This does not
Weaknesses: account for non-USG supported service outlets.
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1.2 Number of pregnant women who received HIV counseling and testing for PMTCT and received their test r esults
Rationale/What It This indicator reflects one goal of PMTCT, which is to increase the number of pregnant women who know their HIV status.
Measures:

Definition: The total number of pregnant women who received both HIV counseling and testing includ ing the provision of test results

at PMTCTservice outlets.

Measurement Service outlet log books or HMIS.

Tool:

How To Measure Count only those pregnant women who received, at minimum, HIV counseling and testing and received results during the
It: spedfied reporting period (12 months for annual report).

Double counting of individuals within a program area is to be avoided among USG funded partners. While USG funded
partners should be reporting to USG managers on the actual number of individuals served, the USG team is responsible, to
the extent possible, for adjusting for the overlap between multiple programs serving the same individuals within a program
area. In order to avoid double counting, countries will need to monitor their activities by partne r, programmatic area, and
geographic area.

Interpretation/ This indicator is not an expression of service uptake at a population level, but only the uptake of services at USG-
Strengths and supported PMTCT service outlets. The goal is to tradk the number of pregnant women who received their test results,
Weaknesses: however, not all programs are set up to adequately distinguish between those who are tested and those who receive

results. In order to provide good quality services, all USG funded PMTCT sites should work toward tracking women
through pre -test counseling, testing, post-test counseling, provision of results, and subsequent interventions.
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