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GLOSSARY OF TERMS 
 

Evaluation or Impact Evaluation: is a rigorous, scientifically-based collection of 

information about program activities, characteristics, and outcomes that determine 

the merit or worth of a specific program. 

Monitoring is the routine tracking of key elements during the implementation of a 

program or project and its intended outcomes. Domains that should be addressed by 

monitoring include 1) program implementation and management, 2) processes, 3) 

program performance, 4) achievement of goals and objectives, and 5) resource 

requirements (i.e., staffing and cost). In particular, monitoring will be useful for 

assessing adherence to and changes in policies, procedures, and protocols and 

progress toward achieving objectives. 

Impact: Measures the effects of a number of programs, which can seldom be 

attributed to a single program or even several programs.   

Outcome: are the changes in behavior or skills, especially safer HIV prevention 

practices and increase ability to cope with Aids. 

Outputs: are the results of program activities; the direct products or deliverables of 

program activities, such as the number of counseling sessions completed, the 

number of people reached, and the number of materials distributed. Outputs are the 

activities or services we deliver in order to achieve the outcomes 

Input: are the people training, equipment and resources that we put into a project in 

order to achieve the outputs. 

Program: refers to an overarching national or sub-national systematic response to 

the epidemic and may include a number of projects and interventions. 

Surveillance: Are the ongoing, systematic collection, analysis, interpretation, and 

dissemination of data regarding a health-related event for use in public health action 

to reduce morbidity and mortality and to improve health. 

Triangulation: refers to the analysis and use of data from multiple sources obtained 

by different methods. Findings can be corroborated and the weakness (or bias) of 

any one method or data source can be compensated for by the strengths of another, 

thereby increasing the validity and reliability of the results. 
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INTRODUCTION 
 

The HIV pandemic continues to pose a serious threat to the public health and 

developmental advancements world-wide. According to the 2007 AIDS epidemic 

update the estimated number of persons living with HIV worldwide in 2007 was 33.2 

million [30.6–36.1 million]. Every day, over 6,800 persons become infected with HIV 

and over 5,700 persons die from AIDS related conditions, mostly because of 

inadequate access to HIV prevention and treatment services.  

Data available from 1995 to 2002 illustrates a dramatic escalation in cases, from 

2002 to the present date this tendency has been leveling off. As of 2008, Belize had 

the highest HIV seroprevalence rate in Central America (2.4%) and the third highest 

rate in the Caribbean region (National AIDS Commission 2006:11). The Belize 

epidemic is characterized by heterosexual transmission (71% of cases). Intravenous 

drug use is not a major problem in Belize. As in many countries typified by 

heterosexual transmission, there has been a growing feminization of the epidemic, 

especially among young women aged 15 to 24. The Belize epidemic is also notable 

for having a high HIV/AIDS mortality rate even with the availability of antiretroviral 

(ARV) drugs and significant stigma and discrimination toward people living with HIV 

and AIDS (PLWHA). 

The national HIV/AIDS response is “multi-sectoral” in its approach and is guided by 

the National Strategic Plan (NSP) 2006-2011.  The National AIDS Commission 

(NAC) is the body responsible for guiding the national response and advocating for 

the relevant  HIV/AIDS policies and programs of Prevention, Treatment, Care and 

Support specially as it relates to vulnerable groups, prevention of mother to child 

transmission (PMTCT), diagnosis and treatment of sexually transmitted infections 

(STIs).  In addition, the NAC is responsible for promoting, human rights, civil society 

involvement and increased access to ARV treatment and voluntary testing and 

counseling (VCT) services. 

Incorporating monitoring and evaluation (M&E) at the program design stage is 

therefore an essential element of ensuring that M&E activities will produce useful 

results.  Planning an intervention and developing its corresponding M&E strategy 

should be inseparable activities. To ensure the relevance and sustainability of 

programs, project designers in collaboration with national and local stakeholders and 
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donor agencies, must work in a participatory manner to develop an integrated and 

comprehensive monitoring and evaluation plan. 

 

Projects at all levels, whether they consist of multiple integrated projects or single 

interventions, should have an M&E plan for assessing progress in implementation 

and  achievement of the intended program goals and objectives. Such plans should 

detail what data needs to be collected, how best to collect it, and how to disseminate 

and use the results of M&E. 1 

 

This Monitoring and Evaluation (M&E) Plan describes the approach and system 

developed to assess progress and impact of the overall strategic objectives of the 

National Strategic Plan (NSP) for Belize 2006-2011.  Information from the M&E 

system will measure the extent to which activities contribute to achievement of the 

results described in the M&E framework. The M&E framework presents the results 

that the NSP expects to achieve in the specific priority areas.  

The plan addresses the needs of several stakeholders, including:   

• Persons living with HIV/ AIDS (PLWHA) 

• Line Ministries of the Government of Belize  

• Ministry of Health   

o National Health Information and Surveillance Unit (NHISU) 

o National AIDS Program (NAP) 

o Epidemiological Unit 

• National AIDS Commission (NAC) 

• NGO’s and Civil Society actively involved in the fight against HIV/AIDS in 

Belize 

• UN Agencies 

• USAID  

• The Global Fund 

• Other agencies that may require  information 

 

 

1 Taken from “Monitoring and Evaluation Guidebook”; Chapter 2, Developing an integrated 
and comprehensive monitoring and evaluation plan by Deborah Rugg and Stephen Mills 
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This initiative directly answers to Priority Area 1 of the National Strategic Plan 

(Harmonization) by strengthening national capacity to monitor and evaluate the 

Belize’s National HIV/AIDS response thereby aiming to:  

• Support evidence-based policy-making, particularly in the context of the national 

budget cycle and for national planning. 

• Support government and non-governmental agencies and other institutions or 

organizations that are part of the national response in managing activities at the 

sectoral, programmatic and project levels, including government service delivery 

and human resource management. 

• Promote transparency and accountability at all levels including accountability of 

government to the cabinet, to civil society, and to the donors that support the 

national response to the epidemic. 

The M&E plan will provide the theoretical platform for routine implementation tracking 

of activities related to programs and projects. This type of process monitoring will 

serve to guide project management, allowing partners to adjust targets and 

approaches if necessary in order to meet the intended objectives. At the outcome 

and impact level however, reporting will be based on selected indicators aimed at 

measuring the impact of programs in the overall national response.  This type of 

evaluation requires specific knowledge of baseline information that will clearly define 

the targets to be met. The plan will detail the data flows required at each level and 

the key studies to be conducted to measure impact. 

PURPOSE 
 

To guide, within the framework of the NSP of Belize 2006-2011, in accordance with 

the UNAIDS Three Ones principle and other international commitments, the core 

M&E activities to be implemented as a part of the national response to the HIV/AIDS 

epidemic, providing strategic information on the progress of program implementation 

and accomplishments, measuring the impact of interventions taken, and enabling the 

timely and opportune identification of problems for decision making and program 

planning.  

 



OBJECTIVES 
 

1. Create an easy to use and interpret standardized National M&E system; that also 

meet the needs of government, civil society, NGO’s, bilateral and multilateral 

agencies, to monitor and evaluate the national HIV/AIDS response in providing 

useful and timely information on the development and the impact of program 

implementation in prevention, care, diagnosis, treatment, and rehabilitation. 

2. Identify the core indicators that will allow key stakeholders in Belize evaluate and 

measure the national response to HIV/AIDS epidemic in all its components, 

providing also data to compare the national response with other countries. 

3. Generate strategic information for decision making in order to constantly improve 

the national response to the epidemic. 

SITUATIONAL ANALYSIS OF HIV/AIDS IN BELIZE 
 
Since the first reported case in 1986, Belize continues to face the challenge of the 

HIV/AIDS epidemic. Although demonstrating the lowest absolute number of HIV 

cases in Central America with a population of only 314,300, the rate per capita 

places the country in a very vulnerable situation.  With an estimated prevalence rate 

of 2.5% per capita, Belize is rated highest in Central America and the 3rd highest in 

the Caribbean.2  In 2006 and 2007 this upward trend continued but according the 

Epidemiological Surveillance Unit of the MOH, somewhat at a slower pace.  

Map 1: Reported New HIV Infections and Prevalence, Jan-Dec 2006 and 2007 
 

13 

 

                                                                

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: HIV/AIDS Surveillance in Belize Yearly Report 2007, NHISU 

 

2 UNAIDS Report on the Global Epidemic, 2006 
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Table 1: Global Summary of the HIV/AIDS Epidemic in Belize 2006 - 2007 
 
Parameters 
 

Jan – Dec 
2006 

Jan – Dec  
2007 

Total number of new infections for the year 
 

443 450 

Total new AIDS cases reported for the year 
 

43 120 

Total new AIDS related deaths for the year 
 

75 79 

Total reported HIV infections since 1986 
 

3,805 4,255 

Total reported AIDS cases since 1986 
 

805 925 

Total reported AIDS related Deaths since 1986 
 

701 780 

 
Source: HIV/AIDS Surveillance in Belize Yearly Report 2006 and 2007, NHISU 

 
 
As of the end of 2007, there were a total of 4,255 reported HIV infections since 1986 

with a cumulative total of 925 AIDS cases and 780 AIDS related deaths respectively 

(see Table 1). In 2007 alone, the MOH reported 450 new HIV infections, with 120 

AIDS cases and 79 AIDS related deaths.  

The Districts reporting the highest prevalence continue to be Belize and Stann Creek 

(see Map 1). These Districts are the most densely populated areas of the country 

and services on a whole are more concentrated in Belize District.  As a result, many 

persons from other parts of the country tend to seek such services including testing 

in these central locations. This could be having an impact on the lower reported rates 

noted elsewhere.   

OVERVIEW OF THE NATIONAL STRATEGIC PLAN IN BELIZE 
 
Belize launched its National Strategic Plan (NSP) 2006- 2011, which defined the key 

priority areas to be strengthened in the national response. Through collaborative 

planning sessions and extensive consultations, the NAC defined the issues, gaps 

and weaknesses needed to be addressed in order to enhance the response while 

incorporating the support from a broad range of sectors and partners. 

The NSP adopts a multisectoral approach to addressing the epidemic. From the 

onset, Belize recognized that this epidemic is not just a health issue but a 

developmental one. With this in mind, the NAC acknowledges the comparative 

advantage that each entity involved in the response offers and in turn, is promoting 

the integration of these efforts to achieve a truly comprehensive, national expanded 



response where new partners are mobilized and activities are well coordinated and 

prioritized.  The National AIDS Commission (NAC) has the responsibility of 

coordination, resource mobilization, and monitoring progress in the implementation of 

the NSP. The NAC Secretariat in turn, is the operational arm of the Commission and 

is responsible for facilitating the roles of the Commission. 

In order to support all M&E related activities that are part of the national response, a 

Monitoring and Evaluation Unit was created and established within the NAC 

Secretariat.   To support the work of the M&E Unit, the NAC seeks the input of the 

M&E sub-committee. This interdisciplinary committee is comprised of Institutions 

and/or organizations working within the area of HIV/AIDS from government and non-

government organizations, bilateral and multilateral agencies. The committee is 

responsible for the implementation of the National M&E plan providing 

recommendations to the NAC’s Comission in order to optimize the national response 

to the epidemic. Chart 2 illustrates the organizational relationship between the NAC, 

stakeholders and priority areas of the National Strategic Plan. 

 

Chart 1: Structure of the National Response to the HIV/AIDS epidemic in Belize 
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The strategic plan for Belize is based on the following principles:  

• Inclusion and collaboration: The articulated strategic response will reflect the 

needs and concerns of all sectors and target groups, in particular persons living 

with HIV&AIDS (PLWHA), their families, youth, and women. 

• Sustainability: Resources required for financing governmental national response 

have been allocated in the national budget and estimates of expenditure. Further 

funding will continue to be accessed from partner agencies and the Global Fund.  

• Accountability: There will be continuous implementation, monitoring and 

evaluation of programs and consistent reporting to stakeholders and general 

public.  

• The principle of basic human rights for all HIV–positive persons and their families 

will be promoted in the appropriate legal and policy framework. The National 

Strategic Plan is informed by the considerations embodied in the draft policy and 

legislation document. 

• Unified leadership involving partners from the community-based organisations, 

private sector, civil society, development agencies, and government institutions 

within the National AIDS Commission; 

• A multisectoral approach to planning, programming, implementation, and 

monitoring and evaluation involving all stakeholders in support of the National 

Strategic Plan; 

• Creation of an enabling environment free from stigma and discrimination; 

• Gender equality as a cross-cutting theme; 

• Active involvement of communities and PLWHA;  recognizing that PLWHA have 

equal rights and the majority of PLWHA do not know their HIV status; 

• Engagement and alignment of international and local partners based on their 

comparative advantages to the national strategic priorities. 

Goals and objectives of the national strategic plan (NSP) for Belize 

As stated in the NSP for Belize, the overall goal of the national response to HIV/aids 

is to reduce the impact of the epidemic of the economic, social, and cultural context 

of Belize. Three priority areas have been identified as the cornerstone of the NSP: 

Harmonization, Prevention and Mitigation. 
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Several groups in Belize have been identified as being particularly vulnerable to HIV 

infection, including: 

• Young people (aged 15-24) 

• Orphan and Vulnerable Children (OVC) 

• Female Sex workers (FSW) and Male Sex Workers (MSW) 

• Men who have sex with men (MSM) 

• Persons living with STIs  

• Persons living in poverty 

• Incarcerated populations 

• Members of the uniformed services 

• Mobile and migrant populations 

However, it is important to note that there is limited information available to confirm 

the vulnerability of these proposed target groups. Thus the development of a 

Research Agenda is critical to program planning and intervention development for 

the Monitoring and Evaluation Plan.   

 

The NSP defines key outcomes for each of the three priority areas. They are: 

1. Prevention outcomes: 

o Reduced infection rates through blood products and Mother to Child 

transmission  

o Reduction of transmission by adoption of safer sexual practices and 

behavior   

o Reducing vulnerability to HIV infection 

2. Mitigation outcomes: 

o Provision of integrated treatment, care, and support services 

o Mitigation of the socioeconomic impact for people affected and infected by 

HIV&AIDS including reduction of stigma and discrimination 



3. Harmonization outcomes: 

o Strengthened leadership role of the NAC and its District Committees 

o Strengthened facilitation and coordination role of the NAC Secretariat 

o Improved policy environment 

 

Chart 2: Priority Areas of the National Strategic Plan 2006-20100 and 
Vulnerable Groups in Belize 

 
 

Vulnerable Groups 

Young people; Orphan and Vulnerable Children; 
Female Sex workers and Male Sex Workers; Men 
who have sex with men; Persons living with STIs; 
  Persons living in poverty; Incarcerated 

populations; Members of the uniformed 
services; Mobile and migrant populations 

  HARMONIZATION 

  PREVENTION 

  MITIGATION 

 

 

 

 

 

 

 

 

In addition to national multisectoral partnerships, the NAC is working with 

international organizations that contribute to the implementation of the NSP, 

specifically: USAID/PASCA, UNAIDS, UNICEF, UNFPA, UNDP, PAHO/WHO and 

The Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM). These agencies 

work in activities that cover all three NSP priority areas. 

The global fund efforts are geared toward scaling up of Prevention (NSP Priority Area 

2), which includes BCC, VCT and PMTCT interventions.  As the Principal Recipient 

(PR) is required to report on the 15 process and 4 impact GFTAM indicators that 

correspond to prevention program activities. The PR has developed an M&E system 

for the reporting of project indicators with each of the sub-recipients (SR). The NAC 

Secretariat received funding from the GFATM and USAID/PASCA to support the 

development, and implementation of the National Monitoring and Evaluation Plan 

and system. 
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CURRENT NATIONAL HEALTH MANAGEMENT INFORMATION SYSTEM 

Flow of health information at government and national facilities 

The Ministry of Health has 37 rural health posts, 39 health centers, 4 community 

hospitals, and 4 regional hospitals. The rural health posts, also referred to as 

“Polyclinic I”, are located in very small communities and generally do not have full 

time clinical staff. The thirty-nine health centers are located in larger towns and are 

often referred to as “Polyclinic II”. Usually, Polyclinic II’s have at least one full time 

nurse and administrative staff.  In most cases there is a district physician who rotates 

among I and II health facilities but is not permanently based in either setting. At the 

next level there are the Community hospitals. Community hospitals provide general 

clinical services and give referrals to the regional hospital for specialty services 

offered at the Regional Hospital only. Regional and community hospitals provide 

similar services; the biggest distinction is provision of specialty services. Both 

regional and community hospitals can provide referrals to the only tertiary level public 

institution which is located in the central region.  The regional hospitals have 

internists where the specialty areas can be covered, whereas the community 

hospitals only have general practitioners. 

Chart 3: Health Information Transfer Flow Chart for Belize 
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In each health center the clinic administrator, manager or chief administrator is 

responsible for collecting data and sending it to the respective “District Health 

Information Unit” (DHIU). The national referral hospital and each regional and 

community hospital include a DHIU. Each DHIU is comprised of a statistical clerk and 

one or more data entry clerks. The DHIU are responsible for data integration at the 

district level. The National Epidemiology Unit provides technical support and 

assistance to these District Health Information Units. In some cases the statistical 

clerks visit the Polyclinics to collect information; while in other cases the clinic 

manager / administrator delivers it to the DHIU according to a standard schedule. 

Mortality data are entered into a district database on a continuous basis. Those 

databases are submitted to the National Epidemiology Unit quarterly, where they are 

merged, cleaned and analyzed. An end of year reconciliation process is conducted 

each year to ensure data accuracy and completeness. Data on AIDS related deaths 

are obtained from this data source. 

AIDS case reports are submitted directly to the National Epidemiology Unit on a 

quarterly basis. These reports are obtained from regional and community hospitals 

and from VCT centers. The VCT centers also utilize an Epi Info database to enter 

information on HIV cases and persons tested. These databases are submitted 

quarterly to the national Epidemiology Unit for merging, cleaning, and analysis. 

HIV case reports are submitted by the Central Medical Laboratory (CML), which is 

the national referral lab. As a quality control method, it is a requirement that any 

positive HIV test conducted in the country should be sent to the CML for 

confirmation. As such, reports on HIV cases are obtained from the CML on a 

quarterly basis. Reports are submitted quarterly to National Epidemiology Unit in the 

form of tabular print outs, and as a database. For HIV it is electronic reporting, TB 

and Malaria is still manual reporting. 

 Data process and analysis 
The Epidemiology Unit is responsible for collection, compilation, analysis, and 

interpretation of health data and the dissemination of health information to support 

decision making on current and emerging health situations at the local, regional and 

national levels. The unit is also responsible for disease surveillance, outbreak 

investigation and control of communicable and non-communicable diseases. The 

services provided by the Epidemiology Unit include: 

• Periodic reports on the status of communicable and non-communicable  diseases 



21 

 

• Provide available data on morbidity and mortality to health personnel and to the 

general public 

Every quarter the National Epidemiology Unit produces a summary report called 

“HIV/AIDS Surveillance in Belize”.  

 

 VCT and STI referrals and PMTCT services at Polyclinic I and II (Rural 
Health Posts and Health Centers) 

The rural health posts do not currently come into play in the flow of information or 

tracking activities. They are very small posts that are not directly involved in provision 

of the services tracked by the M&E system.  The first tracking point for the PMTCT 

program information is the Polyclinic II.  The health centers do not provide VCT 

services but provide referrals to the 4 community hospitals, and 4 regional hospitals 

where clients can receive VCT services.  In terms of PMTCT the Polyclinic provides 

HIV/AIDS testing as part of antenatal care. They also give referrals when necessary 

to the regional hospitals.  Polyclinic II also provides referrals for STI related services 

to the community and regional hospitals. .   The MOH is moving toward expanding 

provision of VCT services at Polyclinics and the MOH/NAP.  M&E is working with the 

NAP/Epidemiology unit to assure VCT service statistics are captured from all 

Polyclinics II facilities.  

The information tracked at the Polyclinic level is: 

• Clinic information – numbers of clients, number of visits and 

demographics (age, sex and geographic area; where clients come from) 

• VCT referrals – number of persons tested 

• PMTCT – number of tests  

• STI – demographics and number of STI cases 

The information collected via the M&E system at the Community and Regional 

Hospitals is:  

• Clinic information – numbers of clients, number of visits and 

demographics (age, sex and geographic area; where clients come from) 

• PMTCT data – testing  



• HIV cases - number of positives, demographics, geographic information, 

treatment referrals and treatment caseload. 

There is one referral hospital in the central region (Belize District). The information 

collected at the Referral Hospital is:  

• Regional Clinic information – numbers of clients, number of visits and 

demographics (age, sex and geographic area; where clients come from) 

• Regional VCT testing – number of persons tested 

• Regional PMTCT  – number of tests,  case management 

• Regional STI – number of tests, case management 

• Regional HIV cases - number of positives, demographics, geographic 

information, treatment referrals and treatment caseload. 

Chart 3 summarizes the flow of information from the smallest level government 

facility (Polyclinic) to the largest (Referral Hospital) then onto the compilation at the 

NAP/Epi unit. 

Data reporting at government and national facilities (Polyclinic II, Community and 

Regional Hospitals), in the majority of reports occur on a quarterly basis and a 

summary bulletin is distributed via hard copy.  In some cases the bulletin is 

distributed by email. 

Chart 4: Flow of HIV/AIDS Health Information in Belize 
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 Other Ministries and governmental institutions 
Various line ministries and governmental institutions contribute to the implementation 

of the NSP such as: Ministries of Education and Human Development (Women’s 
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Department) and National Statistics Office, Tourism, Labor, and Youth. These 

institutions are also represented on the NAC. With the support of the international 

agencies and as part of the national response coordination it was possible in year 

2006 to include a module on human sexuality in the last national survey on labor 

force carried out by the National Statistics Office.   

 

Flow of health information from non government facilities 

 Global Fund Principal Recipient (PR) and Non Government Sub 
recipients 

There are seven sub-recipients and one principal recipient of global fund.  The PR is 

responsible for collecting information for 15 process and 4 impact indicators required 

by the global fund.   The PR collects this information directly from each sub recipient.  

The project coordinator and the M&E officer of the PR, the M&E Officer of the NAC, 

and the MOH/NAP Project officer meet on a regular basis (monthly) to review project 

implementation focusing on indicator progress.  Best has developed an internal 

system to collect data for the global fund indicators that could be expanded into use a 

t a national level for Indicator collection.  Main constraint will be the compliance of 

organizations that need to report on a timely and systematic fashion.   

 NGOs, CBOs and multilateral agencies 
Non-government partners for the most part focus on: BCC activities, IEC events and 

supportive services. Some examples of specific activities tracked at non government 

facilities include mainly input-output indicators: # of training workshops, awareness 

campaigns, # of staff trained, # and type of counseling, # and type of referrals and # 

and type of outreach activities carried out. At the present time, no standardized forms 

exist that can collect information coming from this sector. Chart 4 illustrates the 

proposed flow of information from the NGOs to the HIV database. 

Chart 5: Flow of Information from NGOs to the HIV Database in Belize 

 

ORGANIZATION OF THE NATIONAL M&E PLAN 
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This Monitoring and Evaluation (M&E) Plan describes the approach and system 

developed to date and needed to ensure and  assess progress toward the overall 

strategic objectives of the National Strategic Plan for Belize 2006-2011 using key 

indicators to track this progress.  

Criteria for selection of indicators of the national response 
For the selection of the indicators, several characteristics have been taken into 

account which must be fulfilled as much as possible: 

1. To be coherent with the objectives established in the national strategic plan of 

Belize and the “National HIV/AIDS Program” and to cover all the areas of work: 

Political support, Prevention, Treatment, care and support, Monitoring and 

evaluation, Human rights, Civil society involvement. 

2. Feasibility to collect the required data. Taking into account indicators for which 

data is already available in the country but where flow needs to be improved. 

3. Sensitivity to detect changes (a necessary quality for a good indicator). 

4. Ability to periodically recollect information (time series data collection will enable 

to detect changes over time). 

5. Quality of the Study. An ideal indicator should contain data at the national level. 

Only in cases where either by the nature of the indicator or by insufficient 

information, national data is not available, then regional or local coverage can be 

used. 

6. Easy interpretation. 

7. Ability to compare indicators with other countries, ideally incorporating the use of 

indicators recommended by UNAIDS (www.unaids.org) as well as the indicators 

recommended by UNGASS, that can serve for national and worldwide 

comparison  

8. Include Global Fund Project Indicators, to ensure that they lead to national 

ownership and are measured beyond the project end date.  

Based on these criteria the indicators proposed for the National M&E Plan are 

divided into 3 Phases: Phase I (year 1) / indicators for immediate application; Phase 

II (years 2-3); and Phase III (years 4-5). 
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Phase I: indicators for immediate application (Implementation during Year 1) 
 

1. Percentage of adults and children with advanced HIV infection receiving 
antiretroviral therapy (UNGASS 4) 

2. Percentage of adults and children with HIV known to be on treatment 12 and 24 
months after initiation of antiretroviral therapy (UNGASS 24) 

3. Percentage of PLHIV diagnosed for opportunistic infections who receive 
treatment. 

4. Percentage of persons diagnosed with STI and treated according to national 
norms 

5. Percentage of estimated HIV-positive incident TB cases that received treatment 
for TB and HIV (UNGASS 6) 

6. Percentage of infants born to HIV-infected mothers who are HIV infected 
(UNGASS 25) 

7. % of young women and men aged 15-24 who are HIV infected (UNGASS 22) 

8. Percentage of HIV-positive pregnant women who received antiretroviral to reduce 
the risk of mother-to-child transmission (UNGASS 5) 

9. Percentage of women and men aged 15-49 who received an HIV test in the last 
12 months and who know their results (UNGASS 7) 

10. % of young women and men aged 15-24 who both correctly identify at least 3 
ways of preventing the sexual transmission of HIV and who rejected major 
misconceptions about HIV transmission (UNGASS 13) 

11. Percentage of women and men aged 15–49 who have had sexual intercourse 
with more than one partner in the last 12 months (UNGASS 16) 

12. Percentage of young women and men aged 15–24 who have had sexual 
intercourse before the age of 15 (UNGASS 15) 

13. Percentage of women and men aged 15–49 who had more than one partner in 
the past 12 months reporting the use of a condom during their last sexual 
intercourse (UNGASS 17) 

14. Percentage of schools that provided life skills-based HIV education in the last 
academic year (UNGASS 11) 

15. No. of PLWHIV that has been referred to the network and receive care and 
support 

16. Number of condoms available for distribution nationwide during the last 12 
months [disaggregated by male and female condoms and those distributed 
through the public (free) and private sector] 
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Phase II: indicators for application during years 2-3 

1. Percentage of donated blood units screened for HIV in a quality-assured manner 
(UNGASS 3) 

2. Percentage of most-at-risk populations who both correctly identify ways of 
preventing the sexual transmission of HIV and who reject major misconceptions 
about HIV transmission (UNGASS 14, men having sex with other men and sex 
workers) 

3. Percentage of men reporting use of condom the last time they had anal sex with 
a male partner (UNGASS 19) 

4. Percentage of sex workers reporting the use of condom with their most recent 
client (UNGASS 18, male and female sex workers)   

5. Percentage of most-at-risk populations who are HIV infected (UNGASS 23, men 
having sex with other men and sex workers)   

6. Domestic and international AIDS spending by categories and financing resources 
(UNGASS 1) 

7. National Composite Index (Areas covered: gender, workplace programmes, 
stigma and discrimination, prevention, care and support, human rights, civil 
society involvement, and monitoring and evaluation) 

Phase III: indicators for application during years 4-5 
 

1. Percentage of the general population (15-49) with accepting attitudes towards 
those living with HIV/AIDS (including special studies among men having sex with 
other men and sex workers) 

2. Percentage of most-at-risk populations who received an HIV test in the last 12 
months and who know their results (UNGASS 8). 

3. Percentage of Belizean companies / departments / organizations that have 
HIV/AIDS workplace policies and programs addressing discrimination and 
workplace prevention activities (UNGASS Global 4) 

4. Percentage of orphaned and vulnerable children aged 0–17 whose households 
received free basic external support in caring for the child (UNGASS 10)   

5. Percentage of current school attendance among orphans and among non-
orphans aged 10–14* (UNGASS 12): Part A Current school attendance rate of 
orphans aged 10-14; Part B Current school attendance rate of children aged 10–
14 both of whose parents are alive and who live with at least one parent 

6. Percentage of most-at-risk population reached with HIV prevention programs. 
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RELATIONSHIP BETWEEN INDICATORS OF THE M&E PLAN AND THE 
PRIORITY AREAS, OUTCOMES AND OUTPUTS OF THE NATIONAL STRATEGIC 
PLAN 

Priority Area I: Harmonization 

 
Impact 1: Improved effectiveness of the multi-sectoral coordination for 
implementation of the National HIV/AIDS Response 
The following outcomes have been established for this priority area: 
 

• Outcome 1.1: Improved leadership role of the NAC and District Committees 
to address HIV/AIDS issues in Belize. 
 

OUTPUT 1.1.1 Strengthened understanding of roles and responsibilities 
of various players involved in the National Response: NAC, NAC 
District Committees, NAC Secretariat, Ministry of Health, etc.  

 

OUTPUT 1.1.2 Improved involvement of NAC and District Committees 
for the effective implementation of the Strategic Plan 

 

OUTPUT 1.1.3 Establishment of a  system for Improved dissemination 
of information at the national, regional and international level to aid in 
future planning and implementation    

 

OUTPUT 1.1.4 Improved collaboration between various stakeholders 
(ministries, faith based groups, district health offices, CBOs and NGOs, 
private sector, media, donors and technical partners) involved in the 
national response 

 

Percentage of Belizean companies / departments / organizations that have HIV/AIDS 
workplace policies and programs addressing discrimination and workplace prevention 
activities (UNGASS Global 4) 

 

OUTPUT 1.1.5 Increased number of cross-sectoral HIVAIDS programs 
offering comprehensive services to PLWHAs 

 
• Outcome 1.2: Strengthened coordination role of the NAC Secretariat  

 

OUTPUT 1.2.1 Improved ability of the NAC Secretariat to coordinate and 
mobilize resources in support of the multi-sectoral response 
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Domestic and international AIDS spending by categories and financing resources 
(UNGASS 1) 

 
 

OUTPUT 1.2.2 Strengthen capacity of the NAC Secretariat and District 
Committees in planning, implementation, and monitoring of HIVAIDS 
programs at all levels  

 

 National Composite Index (Areas covered: gender, workplace programmes, stigma 
and discrimination, prevention, care and support, human rights, civil society 
involvement, and monitoring and evaluation) 

 
• Outcome 1.3: Improved evidence–based planning for the development 

and monitoring of national HIV/AIDS programs and services 
 

OUTPUT 1.3.1 Strengthened capacity of NAC Secretariat  to establish 
and implement  an M & E system to monitor the national response 
and guide future planning  

 

OUTPUT 1.3.2 Improved ability of the relevant agencies to conduct 
necessary research and surveillance to inform the policy process  as 
well as program development and implementation 

 
• Outcome 1.4: Creation of a supportive environment to protect against 

stigma and discrimination of PLWHAs 
 

OUTPUT 1.4.1 Improved capacity of the NAC and partners to apply 
gender and rights-based principles  for HIV/AIDS program and policy 
development  

 

OUTPUT 1.4.2 Strengthened capacity of the NAC Secretariat and District 
Committees to guide the policy process and to address  HIVAIDS 
issues among NAC members and other key stakeholders, including the 
private  and public sector, civil society, faith based organizations, and 
donors 

 

Percentage of the general population (15-49) with accepting attitudes towards those 
living with HIV/AIDS (including special studies among  men having sex with other 
men and sex workers) 
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OUTPUT 1.4.3 Improved number of sectoral policies addressing 
HIVAIDS issues in various sectors, such as reproductive health and 
family life policy, youth policy, public health policy, etc.   

Percentage of schools that provided life skills-based HIV education in the last 
academic year (UNGASS 11) 

 

OUTPUT 1.4.4 Develop programs and establish legal framework in 
support of the National and Workplace HIVAIDS Policies. 

 

OUTPUT 1.4.5 Capacity building for various organizations and programs 
(media, uniformed services, health care providers, schools etc.) to 
present and address PLWHA without stigma and discrimination 

 

Priority Area II: Prevention 
 

Impact 2: Reduced prevalence of HIV in the adult population (15-49) of Belize 
 

• Outcome 2.1: Reduced transmission rates among recipients of blood, 
and children born to infected mothers 
 

OUTPUT 2.1.1 Improved quality and access to safe and high quality blood 
products 

 

Percentage of donated blood units screened for HIV in a quality-assured manner 
(UNGASS 3) 

 

OUTPUT 2.1.2 Improved delivery of and access to PMTCT services 
country-wide involving both private and public service providers 

 

Percentage of HIV-positive pregnant women who received antiretrovirals to reduce 
the risk of mother-to-child transmission (UNGASS 5) 

Percentage of infants born to HIV-infected mothers who are HIV infected (UNGASS 
25) 

 % of young women and men aged 15-24 who are HIV infected (UNGASS 22) 
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• Outcome 2.2: Reduced transmission rates in the general population with 
special  emphasis on youth (15-24) 
 

OUTPUT 2.2.1 Improved and integrated services for STI diagnosis and 
treatment 

 

 Percentage of persons diagnosed with STI and treated according to national norms 

  

OUTPUT 2.2.2 Improved reach of 
programs addressing increased 
knowledge, attitudes and practices 
among men and women (15-24) 

INTERMEDIATE OUTCOME 
2.2.2.1 

Improved knowledge about 
mode of transmission, self-
protection, etc. among men 
and women (15-24) 

INTERMEDIATE OUTCOME 
2.2.2.2 

Improved sexual behaviour 
among men and women (15-
24) 

 

% of young women and men aged 15-24 who both correctly identify at least 3 ways 
of preventing the sexual transmission of HIV and who rejected major misconceptions 
about HIV transmission (UNGASS 13) 

Percentage of women and men aged 15–49 who have had sexual intercourse with 
more than one partner in the last 12 months (UNGASS 16) 

Percentage of young women and men aged 15–24 who have had sexual intercourse 
before the age of 15 (UNGASS 15) 

 Percentage of women and men aged 15–49 who had more than one partner in the 
past 12 months reporting the use of a condom during their last sexual intercourse 
(UNGASS 17) 

 
Percentage of most-at-risk population reached with HIV prevention programs. 
(UNGASS 9) 

 

• Outcome 2.3: Reduced prevalence among most-at-risk populations 
(MSM, CSW, prison population, uniformed service) 
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OUTPUT 2.3.1 Improved reach of 
programs addressing increased 
knowledge, attitudes and practices 
among most-at-risk populations (MSM, 
CSW, prison population, uniformed 
service) 

INTERMEDIATE OUTCOME 
2.3.1.1 

Improved knowledge about 
mode of transmission, self-
protection, etc. in most-at-risk 
populations (MSM, CSW, 
prison population, uniformed 
service) 

INTERMEDIATE OUTCOME 
2.3.1.2 
Improved sexual practices 
among most-at-risk 
populations (MSM, CSW, 
prison population, uniformed 
service) 

 

 Percentage of most-at-risk populations who both correctly identify ways of 
preventing the sexual transmission of HIV and who reject major misconceptions 
about HIV transmission (UNGASS 14, men having sex with other men and sex 
workers) 

Percentage of men reporting use of condom the last time they had anal sex with a 
male partner (UNGASS 19) 

Percentage of sex workers reporting the use of condom with their most recent client 
(UNGASS 18, male and female sex workers)   

Percentage of most-at-risk populations who are HIV infected (UNGASS 23, men 
having sex with other men and sex workers)   

 

• Outcome 2.4: Improved utilization of other related prevention services 
 

OUTPUT 2.4.1 Improved universal procurement, distribution and access to 
affordable condoms through private and public providers 

 

Number of condoms available for distribution nationwide during the last 12 months 
[disaggregated by male and female condoms and those distributed through the 
public (free) and private sector] 
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OUTPUT 2.4.2 Expansion of and increased access to VCT services 
countrywide in both private and public health sectors 

 

 Percentage of women and men aged 15-49 who received an HIV test in the last 12 
months and who know their results (UNGASS 7) 

 
Percentage of most-at-risk populations who received an HIV test in the last 12 months 
and who know their results. (UNGASS 8) 

 

OUTPUT 2.4.3 Formalized and strengthened provision of the PEP to 
health care workers and sexual assault clients within private and public 
health service providers 

 

Priority Area III: Mitigation 

 

Impact 3: Extended and better quality of life of Persons living with HIVAIDS 
 

• Outcome 3.1: Improved effectiveness of integrated care, support and 
treatment services for people infected with and affected by HIVAIDS 
 

OUTPUT 3.1.1 Improved quality, coverage and access to clinical 
management services for opportunistic infections,  palliative care etc. for 
persons infected with and affected by HIVAIDS provided at the primary 
and secondary levels 

 

Percentage of adults and children with advanced HIV infection receiving antiretroviral 
therapy (UNGASS 4) 

Percentage of adults and children with HIV known to be on treatment 12 and 24 
months after initiation of antiretroviral therapy (UNGASS 24) 

Percentage of PLHIV diagnosed for opportunistic infections who receive treatment 

Percentage of estimated HIV-positive incident TB cases that received treatment for 
TB and HIV (UNGASS 6) 

 

OUTPUT 3.1.2 Improved delivery of support services (long term 
counseling, spiritual and psychological support, terminal care, home-
based care) provided to persons infected and affected by HIVAIDS by the 
relevant agencies. (GOV, NGOs and other civil society groups)   
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OUTPUT 3.1.3  Strengthened capacity for procurement, distribution and 
management of ARVs countrywide among both private and public 
providers 

 

OUTPUT 3.1.4 Improved quantity and quality of services provided to OVCs 
by government, community based organizations and families (counseling, 
nutrition, etc.) 

 

Percentage of orphaned and vulnerable children aged 0–17 whose households 
received free basic external support in caring for the child (UNGASS 10)   

Percentage of current school attendance among orphans and among  non-orphans 
aged 10–14* (UNGASS 12): 

• Part A Current school attendance rate of orphans aged 10-14 

• Part B Current school attendance rate of children aged 10–14 both of whose 
parents are alive and who live with at least one parent 

 

• Outcome 3.2: Improved policies and programs addressing reduction of 
the socio-economic impact of infection for Persons Living with 
HIV/AIDS 
 

OUTPUT 3.2.1 Improved access to services and programs targeting 
PLWHAs (income generating, microfinance, food support, housing, 
insurance, nutritional support, support groups for PLWHA and affected by 
the disease) 

 No. of PLWHIV that has been referred to the network and receive care and support 

 

OUTPUT 3.2.2 Improved participation of PLWHAs in development, 
planning, implementation and monitoring of programs 

 

 



Table 2: Relationship between Indicators of the M&E Plan, Priority Areas, and Impact Indicators of the NSP if Belize 
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X

X X

X X
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Priority 
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OUTPUT
Percentage of schools w ith life skills-based HIV education 
in the last academic year
Domestic AIDS spending by categories and f inancial 
resources
National Composite Policy Index
Percentage of large companies w hich are implementing 
HIV/AIDS w orkplace policies and programmes
Percentage of the population aged 15-49 w ith accepting 
attitudes tow ards those living w ith HIV/AIDS

Improved effectiveness 
of the multi-sectoral 
coordination for 
implementation of the 
National HIV/AIDS 
Response
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Priority 
Area Impact

Indicator 
Level Indicator

Agencies and Commitments

Percentage of adults and children w ith advanced HIV 
infection receiving antiretroviral therapy
Percentage of estimates HIV-incident TB cases that 
receive treatment for HIV and TB
Percentage of adults and children w ith advanced HIV 
infection know n to be on treatment tw elve and tw enty-four 
months after initiating antiretroviral therapy
Percentage of people living w ith HIV/AIDS that have been 
diagnosed w ith opportunistic infections w ho receive 
treatment
Percentage of orphan and vulnerable children aged 0-17 
w hose households receive free basic external care and 
support in caring for the child
Percentage of current school attendance ration of orphans 
to non-orphans aged 10-14

Extended and better 
quality of life of persons 
living w ith HIV/AIDS

OUTPUT

OUTCOME
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X X

X X

X X
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Priority 
Area Impact

Indicator 
Level Indicator

Agencies and Commitments

Percentage of w omen and men aged 15-49 w ho received 
an HIV test in the last tw elve months and w ho know  their 
results.
Number of condoms distributed through the public and 
private sectors
Percentage of donated blood units screened for HIV in a 
quality-assured manner
Percentage of most-at-risk populations w ho both correctly 
identify w ays of preventing the sexual transmission of HIV 
and w ho reject major misconceptions about HIV 
transmission
Percentage of men and w omen aged 15-49 w ho had more 
than one sexual partner in the last tw elve months, reporting 
the use of a condom the last time they had sexual 
intercourse.
Percentage of HIV positive pregnant w omen w ho received 
antiretroviral drugs to reduce the risk of mother-to-child 
transmission
Percentage of w omen and men aged 15-49 w ho had sexual 
intercourse w ith more than one partner in the last year,
Percentage of young w omen and men aged 15-24 w ho 
have had sexual intercourse before the age of 15.
Percentage of men reporting the use of a condom the last 
time they had sex w ith a male partner.
Percentage of sex w orkers reporting the use of condoms 
the last time they had sex w ith a client
Percentage of pregnant w omen in antenatal care aged 15-
49 w ho are HIV infected
Percentage of young men and w omen aged 15-24 years 
w ho are HIV infected
Percentage of most-at-risk  populations w ho are HIV 
infected

OUTPUT

OUTCOME

IMPACT

Reduced Prevalence of 
HIV in the adult 
population of Belize 
(aged 15-49)

 



Structure, organization and functions of the NAC M&E Sub-committee 
The M&E Unit is located physically and organizationally within the NAC Secretariat. 

The M&E Officer is directly responsible for coordinating all M&E related activities. 

The Technical Director guides the process and mobilizes resources in support of the 

unit. The Programs and Communication Officer plays a supportive role as it relates to 

dissemination of reports and presentation of findings.  The M&E Sub-committee is a 

technical multisectoral body responsible of coordinating and implementing the 

national M&E 

plan.  
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Chart 6: 
Organogram of 
the M&E Unit 
and M&E Sub-
committee 

 

 
 

 

 

Purpose of the M&E Sub-committee 
To ensure that policy and decision makers and the public have access to timely and 

reliable strategic information on the national HIV and AIDS response for policy 

making, planning, research and general use.  

Objectives of the M&E Sub-committee 
1. To coordinate and facilitate the implementation of the national M&E plan 

including:  

a. To develop and finalize the national framework, plan and system for the 
M&E of the national HIV and aids response  

b. To facilitate technical assistance to partners in the development of their 
M&E plans 

c. To agree on the terms of reference for any consultant hired to conduct 
operational or evaluation research relevant to the NSP and the aims and 
objectives of such research 
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2. To safeguard the quality of M&E activities that are part of the national HIV and 
aids response reports, including: 

a. Provide technical assistance to the development of studies and/or surveys 
required to provide data to the national response’s indicators. 

b. Critically review M&E reports 

c. Critically review research findings, situation analysis and other relevant 
reports on the national response 

3. Submit strategic information and recommendations for decision making to the 
NAC for policy making, planning, research and general use. 

 

Composition of the M&E Subcommittee 
The M&E Subcommittee will be chaired by a member of the NAC with direct support 
of the M&E Unit Officer. 

Full time members: 

• Representative of the Surveillance Unit of the MOH 

• Representative of the National AIDS Programme of the MOH 

• Representative of the Statistical Institute of Belize (SIB) 

• Representatives of the UN Theme Group 

• Representative from academic research institutions 

• M&E officer of PR-Global Fund 

Associate members 

• Representative of Ministry of Education 

• Representative from Ministry of Human Development  

• Representative from the Blood Transfusion Services of the MOH 

• NCFC M&E Focal Point 

• Other representatives 

Administrative functions of the M&E Sub-committee 
The M&E Sub-committee will meet every quarter. A quorum constitutes of 4 full-time 

members. The Chair of the Sub-committee will be elected by the members and will 

be appointed for five (5) years.  
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Administrative functions of the NAC M&E Unit 
The M&E Unit key function is to provide continuity between overall project 

management and tracking progress toward goals and objectives established in the 

NSP and to supervise the implementation of the national M&E plan.  Some of the 

main functions of the M&E unit are outlined. 

• Liaison between the NAC and the M&E Sub-committee 

• Supervise the implementation of the national M&E plan 

• Collaborate with the communications officer in the design and implementation of 

a communication plan of strategic information to key stakeholders of the national 

response and to the public  

• Coordination with National & Regional M&E Partners, providing M&E TA to 

partners 

• Commission & Oversee special studies and/or surveys 

• Convene and facilitate meetings of the M&E Subcommittee, preparing for each 

quarterly meeting the following: 

o Gathering the required information and data on topics or issues selected 

during the M&E Sub-committee meetings 

o Collect information from institutions and organizations in order to update 

the performance of national indicators and prepare a quarterly report to be 

presented to the NAC Commission.  

 
IMPLEMENTATION PLAN  
 

Capacity/Human Resource & Financial needs to implement the national M&E 
plan  

 Human resources 

The MOH is one of the key stakeholders in the national response. In order to 
fulfill the commitments in M&E the MOH needs to: 

• Strengthen the central surveillance unit with at least one additional 
technical officer. 

• Strengthen the national   M&E capacity at all levels 
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• Support the current information system while the Belize Health 
Information System is being developed.  

 Training 

M&E Sub Committee needs training and capacity building in the following 
areas: 

• Research methodology 

• Advanced data analysis skills 

• Technical writing  

• Proposal writing/project management  

 

The role of NAC in the implementation of the M&E plan 
 Calling all members who are part and are responsible to fulfill national indicators 

to actively participate in the M&E Sub-committee 

 Advocating that all necessary resources are available to carry out special studies 

and surveys recommended by the M&E Sub-committee following good research 

practices and bioethics principles. 

 Follow up to the strategic information and to the recommendations presented by the 

M&E Subcommittee in order to develop policies and decisions to optimize the 

national response to the epidemic.  

Research agenda 

In 2008, the M&E Sub-committee decided that it is important to prioritize the 

documentation of the HIV/AIDS situation in two high risk groups: 

• Men having sex with men (MSMs), including gay, bisexual, transvestites, trans-

sexual, trans-gender, and male sex workers. 

• Female sex workers (FSWs), including brothels and street-based workers. 

As part of the implementation of this M&E plan, the M&E sub-committee should 

develop a research agenda for Belize to address these and other research priorities 

in the area of HIV/ AIDS. It should take into consideration the key prioritized 

indicators to be evaluated in this plan and a review of studies available in the country 

to date, being developed presently or in the future, as well as resources needed to 

implement the research agenda.  



Data Flow through the NAC M&E System 

 

Chart 7: Flow of Information into the NAC M&E Unit 
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The NAC and its M&E unit are at the core of the M&E system. Due to the 

multisectoral approach of the NSP, different types of stakeholders are involved with 

the implementation of the plan. These stakeholders can be divided into two broad 

groups, national or government partners and non-governmental partners. The NAC 

M&E Unit is responsible for coordinating information provided from these two 

separate groups. 

The Surveillance Unit at the MOH is the key provider of information on the indicators 

that are part of the national M&E plan. For VCT and ARVT, each one of the health 

center that provide these services has a computer, an EPI-INFO database and they 

also use an MS Excel spreadsheet to register information. MCH has a reporting 

mechanism that also feeds the national system through the Surveillance Unit. Most of 

data processing is done electronically. MOH is in the process of developing a 

national health information system, namely, the Belize Health Information System 

(BHIS), to capture real time data from health facilities across the country.  

The Statistical Institute of Belize (SIB) is pivotal to the execution of population based 

surveillance, with the support of MOH for sero-prevalence surveys. A collaborated 

effort from organizations working with high risk groups is necessary for conducting 

researches in these groups. It is expected that the M&E Sub-committee will play a 

proactive role in supporting the design and implementation of each study, 

guaranteeing that the pertaining indicators are covered properly in each survey. 
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In order to facilitate data entry at the regional and central level HIV Info 1.0 has been 

designed, which would allow for data entry from satellite locations in partner 

agencies. Training of personnel responsible for data entry and routine data auditing 



42 

 

and verification is central. For partners without a satellite HIV Info 1.0 station, excel 

sheets can be generated from HIV Info 1.0 and populated by the various entities. The 

NAC M&E Officer will upload the information from the Excel platform into HIV Info 

1.0. HIV Info has the ability to interface with other software, such as CRIS, to allow 

for easy data exchange. 

As part of the communication plan, the NAC will distribute a quarterly bulletin to the 

key stakeholders of the national response and to the public. A quarterly technical 

report will be prepared by the M&E officer for the M&E subcommittee to review and 

analyze and disseminate among key agencies and stakeholders.   

 

 

 

 

 

 

 



 
Table 3: Data Collection Methodology by Indicators and Priority Areas of the NSP 

 

 

 

 

 

OUTPUT
Percentage of schools w ith life skills-based HIV education 
in the last academic year Y N A

School-based 
Surveys

Domestic AIDS spending by categories and f inancial 
resources N N A

National AIDS 
Spending 
Assessment (NASA)

National Composite Policy Index Y Y 1-2 YRS
Desk Review  and 
Key Informants 
Interview s

Percentage of large companies w hich are implementing 
HIV/AIDS w orkplace policies and programmes Y Y A Special Surveys

Percentage of the population aged 15-49 w ith accepting 
attitudes tow ards those living w ith HIV/AIDS Y N 3-5 YRS

Population-Based 
Survey
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Percentage of w omen and men aged 15-49 w ho received 
an HIV test in the last tw elve months and w ho know  their 
results.

Y N 2-5 YRS Population-Based 
Survey

Number of condoms distributed through the public and 
private sectors Y Y Q

Program Monitoring 
Reports

Percentage of donated blood units screened for HIV in a 
quality-assured manner Y Y Q

Program Monitoring 
Reports

Percentage of most-at-risk populations w ho both correctly 
identify w ays of preventing the sexual transmission of HIV 
and w ho reject major misconceptions about HIV 
transmission

N N 2-5 YRS Behavioural Surveys

Percentage of men and w omen aged 15-49 w ho had more 
than one sexual partner in the last tw elve months, 
reporting the use of a condom the last time they had sexual 
intercourse.

Y N 3-5 YRS
Population-Based 
Survey

Percentage of HIV positive pregnant w omen w ho received 
antiretroviral drugs to reduce the risk of mother-to-child 
transmission

Y Y A Program Monitoring 
Reports

Percentage of w omen and men aged 15-49 w ho had 
sexual intercourse w ith more than one partner in the last 
year,

Y N 3-5 YRS Population-Based 
Survey

Percentage of young w omen and men aged 15-24 w ho 
have had sexual intercourse before the age of 15. Y N 3-5 YRS

Population-Based 
Survey

Percentage of men reporting the use of a condom the last 
time they had sex w ith a male partner. N N 1-2 YRS Behavioural Surveys

Percentage of sex w orkers reporting the use of condoms 
the last time they had sex w ith a client N N 1-2 YRS Behavioural Surveys

Percentage of pregnant w omen in antenatal care aged 15-
49 w ho are HIV infected Y Y A Sentinel Surveillance

Percentage of young men and w omen aged 15-24 years 
w ho are HIV infected Y Y A Sentinel Surveillance

Percentage of most-at-risk  populations w ho are HIV 
infected N N A Sentinel Surveillance
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Percentage of adults and children w ith advanced HIV 
infection receiving antiretroviral therapy Y Y Q

Program Monitoring 
Reports

Percentage of estimates HIV-incident TB cases that 
receive treatment for HIV and TB N N Q

Program Monitoring 
Reports

Percentage of adults and children w ith advanced HIV 
infection know n to be on treatment tw elve and tw enty-four 
months after initiating antiretroviral therapy

N N 1-2 YRS Program Monitoring 
Reports

Percentage of people living w ith HIV/AIDS that have been 
diagnosed w ith opportunistic infections w ho receive 
treatment

Y N Q Program Monitoring 
Reports

Percentage of orphan and vulnerable children aged 0-17 
w hose households receive free basic external care and 
support in caring for the child

N N 2-5 YRS Population-Based 
Survey

Percentage of current school attendance ration of orphans 
to non-orphans aged 10-14 Y Y 2-5 YRS

Population-Based 
Survey
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Extended and better 
quality of life of persons 
living w ith HIV/AIDS

OUTPUT
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Actions required to implement indicators during Phase I 

Indicator(s) 
1. Percentage of adults and children with advanced HIV infection receiving 
antiretroviral therapy (UNGASS 4) 

 
2. Percentage of adults and children with HIV known to be on treatment 12 and 24 
months after initiation of antiretroviral therapy (UNGASS 24) 

 
3. Percentage of PLHIV diagnosed for opportunistic infections who receive 
treatment 

Responsible of 
generating and/or 
collecting data 

MOH / National HIV/AIDS Program 

What is in place? 
There are 8 health centers that provide ARVT (Belize (Cleopatra), Orange Walk, 
Dangriga, and San Ignacio); There are 3 Community Hospitals (Corozal, Punta Gorda, 
and San Pedro); and Belmopan Regional Hospital 

 
Each health center has a computer, an EPI-INFO database and they also use an MS 
Excel spreadsheet to register information. 

 The information flows directly from the 8 health centers to the central surveillance unit 

 
Most of the reporting is done by hand. In many facilities there is a mixture of systems that 
are being used: MS Excel, EPI-INFO, paper, etc 

 
There are plans to hire a nurse to help with data entry and database management at the 
largest VCT facility in Belize 

 
For the majority of programs the MOH does not have Standardized Operational 
Procedures (SOP): 

 
 Guidelines for ARVT were developed in 2003. There are multiples schemes of 

treatment in the country with no control. 
  There are no manuals for VCT services. 

What is needed? Information System 
There are limitations and lack of consistency in the local 
capacity to register data electronically 

 Process Indicators 

The current VCT EpiInfo database includes fields that could be 
used for cohort analysis. However, the people in charge of data 
entry at the 8 health centers leave these fields empty. It is 
possible to fill in retrospect the missing data. That may the best 
solution since that is in place already. 

Future Steps Reinforce surveillance policies and practices at different levels 

 Re-training personnel  

 
Joint review of HIV/AIDS module of the BHIS between NAC / M&E Sub-committee and IT 
personnel from MOH 

 
Once the M&E Plan is officially approved, there is going to be a meeting with all regional 
managers and district health information units to present M&E Plan and responsibilities 

 
Immediate actions will be taken by NAC M&E Sub-committee to have baseline data on 
these 3 indicators for 2007, with the support of MOH. NAC will support in: 

  The review of national guidelines for treatment 
  The creation and implementation of a policy to guide integral care 
  Developing a manual for HIV/AIDS services 
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Indicator(s) 
4. Percentage of persons diagnosed with STI and treated according to national 
norms 

Responsible of 
generating and/or 
collecting data 

MOH / National HIV/AIDS Program (NAP) 

What is in place? The country is implementing the syndromic management of STI’s 

 
The information flows from Polyclinics I, II, community and regional hospitals to the 

District Health Information Units, but most of data comes from the STI Comprehensive 

Clinic in Belize (nearly 1,200 cases per year) 

What is needed? Information System 

1. There has been a dramatic decrease in the number of 

reported cases from all districts  

2. There is a high turnover of MD in the clinics and the new 

MD’s are not filling the forms.   

3. There is a constant and dramatic fluctuation in the number 

of cases reported in the surveillance system 

 Process Indicators  

Future Steps Reinforce surveillance policies and practices at different levels 

 Re-training personnel on syndromic management of STI’s 

 
Joint review between NAC / M&E Sub-committee and IT personnel from MOH to check 

the inclusion of STI’s in BHIS 

Indicator(s) 
5. Percentage of estimated HIV-positive incident TB cases that received treatment 
for TB and HIV (UNGASS 6) 

Responsible of 
generating and/or 
collecting data 

MOH / National HIV/AIDS and TB Program 

What is in place? Currently there is no TB Coordinator at MOH 

 HIV and Tb programs work separately 

 The majority of TB patients are referred to the Chest clinic. 

What is needed? Information System 

1. Add an additional column to the reporting system to 

capture Tb treatment and ARVT    

2. TB is under HIV/AIDS program and there is a need for a 

TB Coordinator    

 Process Indicators  

Future Steps 
Joint planning and working between National HIV/AIDS, Tb and Surveillance Unit to 

update the current reporting system 
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Indicator(s) 
6. Percentage of HIV-positive pregnant women who received antiretroviral to 
reduce the risk of mother-to-child transmission (UNGASS 5) 

 
7. % of pregnant women in antenatal care aged 15-49 who are HIV infected 
(UNGASS 22, modified age group) 

 
8. Percentage of women and men aged 15-49 who received an HIV test in the last 
12 months and who know their results (UNGASS 7) 

 
9. % of young women and men aged 15-24 who both correctly identify at least 3 
ways of preventing the sexual transmission of HIV and who rejected major 
misconceptions about HIV transmission (UNGASS 13) 

 
10. Percentage of women and men aged 15–49 who have had sexual intercourse 
with more than one partner in the last 12 months (UNGASS 16) 

 
11. Percentage of young women and men aged 15–24 who have had sexual 
intercourse before the age of 15 (UNGASS 15) 

 
12. Percentage of women and men aged 15–49 who had more than one partner in 
the past 12 months reporting the use of a condom during their last sexual 
intercourse (UNGASS 17) 

Responsible of 
generating and/or 
collecting data 

MOH / MCH  

What is in place? 
Current PMTCT+ Guidelines were approved on September 2006. According to these 
guidelines, Belize is using triple therapy starting at week 13th. Recommendations have 
been made to update guidelines according to international norms 

 
Pregnant women receive antenatal care as part of the MCH Program. HIV testing and 
prophylaxis (PMTCT) is given at most MCH clinics, Polyclinic I and II, CH, and RH. 

 MCH is integrated into health services but not the PMTCT program 

 
MCH has a reporting mechanism that feeds the national system through the Surveillance 
Unit 

 
PMTCT prophylaxis is available only at 8 health centers. There is access problems 
among pregnant women who are HIV infected at rural clinics because they need to be 
referred to receive PMTCT. 

 
These indicators were partially reported in the National 2007UNGASS Report because 
an HIV/AIDS module was introduced in a population-based survey conducted by SIB in 
2005. 

 The Global Fund project needs an updated and complete report on these 5 indicators. 

What is needed? Information System 

1. MCH is a highly vertical program   
2. The diagnosis of mother and baby infection is 

handled by MCH apart from VCT centers. Over the 
last months there is a closer relationship between 
HIV/AIDS and PMTCT/MCH 

 Process Indicators  

Future Steps 
There is an urgent need to integrate MCH and PMTCT programs with a close interaction 
with VCT and HIV/AIDS programs integrated into the health care practices of the 
country. 

 There is a need to review the health care model in use in Belize. 

 
It is recommended that the Global Fund project and any other project funded by the 
international sector should contribute to strengthen the health system. 
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Indicator 13. Percentage of schools that provided life skills-based HIV education in the last 
academic year (UNGASS 11) 

Responsible of 
generating and/or 
collecting data 

Ministry of Education (MOE) 

What is in place? University of Belize (UB) has developed a curricula that is being implemented at the 
Nursing School 

 MOE is implementing the program in nearly 300 primary schools 

What is needed? Information System  

 Process Indicators Program Developed and implemented for Secondary Schools 

Future Steps MOE wants to continue expanding the program 

Indicator 14. No. of PLWHIV that has been referred to the network and receive care and 
support 

Responsible of 
generating and/or 
collecting data 

Belize Family Life Association (BFLA) 

What is in place? A manual for PLWHIV’s referral has been developed with little participation from MOH. 
What is needed? Information System  

 Process Indicators  

Future Steps M&E Sub-committee will check if the referral system developed by the Alliance is part of 
the current IS and BHIS and to include the National HIV/AIDS Program. 

 The NSP will work with the Alliance Against AIDS in order to review and update the 
referral manual. 

Indicator 15. Number of condoms distributed (through public and private sector) 

Responsible of 
generating and/or 
collecting data 

BFLA; Pan-American Social Marketing Organization (PASMO); MOH NAP and MCH 

What is in place? BFLA is the agent for the government of Belize to purchase and distribute condoms to 
the different agencies in the country 

What is needed? Information System  

 Process Indicators 
1. Data is needed on importations and on private sector 

distribution   
2. PASMO should be included in the reporting system 

Future Steps M&E Sub-committee will coordinate data collection: 

 For data on national importations of condoms: 
 BFLA, Belize’s Custom office 

 For data on condom distribution: 
  Free Distribution: MCH and NAP, BFLA 

 
 Socially Marketed and/ or Private Sector: PASMO, Pharmacies, Santiago 

Castillo Ltd, James Brodie &Co Ltd, and MADISCO Marketing and Distribution 
Co Ltd 
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Actions required to implement indicators during Phase II 
 

Indicator(s) 1. Percentage of donated blood units screened for HIV in a quality-assured manner 
(UNGASS 3) 

Responsible of 
generating and/or 
collecting data 

MOH / Blood bank/ Red Cross 

What is in place? On January 2008, Belize reported this indicator as 100% in the UNGASS Final Report. 

What is needed? Information 
System  

 Process Indicators  
Future Steps Continue strengthening blood banks  

Indicator 

2. Percentage of most-at-risk populations who both correctly identify ways of 
preventing the sexual transmission of HIV and who reject major misconceptions 
about HIV transmission (UNGASS 14, men having sex with other men and sex 
workers) 

 
3. Percentage of men reporting use of condom the last time they had anal sex with 
a male partner (UNGASS 19) 

 
4. Percentage of sex workers reporting the use of condom with their most recent 
client (UNGASS 18, male and female sex workers)   

 
5. Percentage of most-at-risk populations who are HIV infected (UNGASS 23, men 
having sex with other men and sex workers)   

Responsible of 
generating and/or 
collecting data 

M&E Sub-committee / NAC & Statistical Institute of Belize (SIB) 

What is in place? 

On February 1st, 2008 the M&E Sub-committee decided that it is important to document 
the HIV/Aids situation in Belize in two high risk groups:  

 Men having sex with other men (gay, bisexual, transvestite, trans-sexual, trans-
gender, and male sex workers).  

 Female sex workers (brothels and street-based) 

What is needed? 
Information 
System  

 
Process Indicators 
  

Future Steps 
 The NAC, MOH and the international sector should work together looking for sources 

of funds.  

 
 It is expected that the M&E Sub-committee will play a proactive role in supporting the 

design and implementation of each study, guaranteeing that the pertaining indicators 
are covered properly in each survey. 

 
 In order to reassurance the success of the research findings and the implementation 

of interventions, it is recommended that members of high risk groups should 
participate in all phases of the study. 
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Indicator 
6. Domestic and international AIDS spending by categories and financing 
resources (UNGASS 1) 

 
7. Supportive environment to decrease vulnerability and impact of the epidemic in 
the country (policies written or revised from a human rights and gender 
perspective in support of the National HIV/AIDS policy)  

Responsible of 
generating and/or 
collecting data 

NAC / MOH  

What is in place? 
NASA was completed in 2003; therefore the National Funding Matrix is developed and 

would make updating the NASA more manageable.   

What is needed? Information System  

 Process Indicators  

Future Steps 
 

UNAIDS has developed a primary tool/method:  

 National AIDS Spending Assessment (NASA) 

 
Alternative tools/methods:  

 National Health Accounts - AIDS sub-accounts  

 Resource Flows (RF) Survey.  

 
In the context of the next UNGASS report, UNAIDS and HPI/USAID could provide 

technical and financial support to implement the appropriate tool. 

 

 

Actions required to implement indicators during Phase III 
 

Indicator 
1. Percentage of the general population (15-49) with accepting attitudes towards 
those living with HIV/AIDS (including special studies among men having sex with 
other men and sex workers) 

Responsible of 
generating and/or 
collecting data 

NAC / M&E Sub-committee/ SIB 

What is in place? Population-Based Knowledge Attitudes and Practices (KAP) Survey was conducted in 
2006 

What is needed? Information 
System Surveys need to be carried out most frequently. 

 Process Indicators  

Future Steps 
With the participation of SIB, a small survey with a none-probabilistic sampling 
(purposive sampling) could be used. Time series analysis could be used to see changes 
over time. 

 The other possibility is to include some questions related with the indicator in the 
National Composite Policy Index questionnaire developed by UNAIDS 



Indicator 
2. Percentage of Belizean companies / departments / organizations that have 
HIV/AIDS workplace policies and programs addressing discrimination and 
workplace prevention activities (UNGASS Global 4) 

Responsible of 
generating and/or 
collecting data 

NAC / Ministry of Governance/ Ministry of Labor 

What is in place? National HIV and Workplace Policy  

What is needed? Information 
System 

Legislation to be passed;  Socialization among companies;  Media 
campaigns;  Working with workers unions and business persons 

 Process 
Indicators 

Legislation approved  Progress in the number of enterprises / 
companies that implement HIV/AIDS workplace policies and 
programs ;  Number of campaigns 

Future Steps 
 M&E Sub-committee will coordinate the systematization of national experience in 

order to set up national standards (Written approved policy that supports national 
policy 

  Education and training program for every employee) 

  Certification or public acknowledgment of companies that implement workplace 
policies and programs 

  Definition of an enterprise / company 

Indicator 3. Percentage of orphaned and vulnerable children aged 0–17 whose households 
received free basic external support in caring for the child (UNGASS 10) 

Responsible of 
generating and/or 
collecting data 

Ministry of Governance/ UNICEF/ MOH NAP 

What is in place? Hand-in-Hand Ministries in conjunction with UNICEF conducted a partial situational 
analysis on OVC in two districts. 

What is needed? Information 
System 

Complete National Situational Analysis on the state of OVCs in 
Belize must be conducted to improve program planning. 

 Process 
Indicators  

Future Steps 

According to UNGASS guidelines, this indicator should only be monitored in settings with 
high HIV prevalence (5% or greater). The indicator does not measure the needs of the 
household or the orphans and vulnerable children. Additional questions could be added 
to measure expressed needs of families caring for orphans. 

Indicator 

4. Percentage of current school attendance among orphans and among non-
orphans aged 10–14* (UNGASS 12):   
• Part A: Current school attendance rate of orphans aged 10-14    
• Part B: Current school attendance rate of children aged 10–14 both of 

whose parents are alive and who live with at least one parent 

Responsible of 
generating and/or 
collecting data 

Ministry of Education/ UNICEF/ SIB 

What is in place? Data collected by the MICS 2006 Survey 

What is needed? Information 
System  

 Process 
Indicators  

Future Steps SIB will provide available data on orphan and non-orphan children in Belize 
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ANNEX 1: DESCRIPTION OF PHASE I INDICATORS FOR IMMEDIATE 
APPLICATION (IMPLEMENTATION DURING YR 1) 

 

1. Percentage of adults and children with advanced HIV infection receiving 
antiretroviral therapy (UNGASS 4; GF HIV-TI 1) 

This indicator should be disaggregated by sex and age (<15, 15+). 
Purpose: To assess progress towards providing antiretroviral combination 

therapy to all people with advanced HIV infection 
Data collection 
frequency: 

Data should be collected continuously at the facility level. Data 
should be aggregated periodically, preferably monthly or quarterly. 
The most recent monthly or quarterly data should be used for 
annual reporting. 

Measurement tool: • For the numerator: facility ART registers and ART cohort 
analysis report forms, or programme monitoring tools. 

• For the denominator: antenatal clinic surveillance or estimation 
models. 

Method of 
measurement: 

ART registers, HIV surveillance systems 

Numerator: Number of adults and children with advanced HIV infection who are 
currently receiving antiretroviral therapy in accordance with the 
nationally approved treatment protocol (or WHO/UNAIDS 
standards) at the end of the reporting period 

Denominator: Estimated number of adults and children with advanced HIV 
infection 

Interpretation:  
As the HIV pandemic matures, increasing numbers of people are reaching advanced 
stages of HIV infection. Antiretroviral therapy (ART) has been shown to reduce mortality 
among those infected and efforts are being made to make it more affordable within low- 
and middle-income countries. Antiretroviral combination Therapy should always be 
provided in conjunction with broader care and support services including counselling for 
family caregivers. 
This indicator permits monitoring trends in coverage but does not attempt to distinguish 
between different forms of antiretroviral therapy 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 antiretroviral therapy varies with the stage of the HIV 
epidemic and the cumulative coverage and effectiveness of antiretroviral combination 
therapy 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 
counselling and testing services, and perceptions of effectiveness and possible side effects 
of treatment. 
For further information, please consult the following website: 
http://www.measuredhs.com/aboutsurveys/ais.cfm 
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Explanation of Numerator: 

The numerator can be generated by counting the number of adults and children who 
received antiretroviral therapy at the end of the reporting period. The numerator 
should equal the number of adults and children with advanced HIV infection who ever 
started antiretroviral treatment minus those patients who are not currently on 
treatment prior to the end of the reporting period. Patients not currently on treatment 
at the end of the reporting period, in other words, those who are excluded from the 
numerator, are patients who died, stopped treatment or are lost to follow-up. 

Some patients pick up several months of antiretroviral drugs at one visit, which could 
include antiretroviral therapy received for the last months of the reporting period, but 
not be recorded as visits for the last months in the patient register. Efforts should be 
made to account for these patients, as they need to be included in the numerator. 

Antiretroviral therapy taken only for the purpose of prevention of mother-to-child 
transmission and post-exposure prophylaxis are not included in this indicator. HIV-
infected 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 advanced HIV infection who are currently 
receiving antiretroviral combination therapy can be obtained through data collected 
from drug supply management systems or facility-based antiretroviral treatment 
registers. These are then tallied and transferred to cross-sectional monthly or 
quarterly reports which can then be aggregated for national totals. 

Patients receiving antiretroviral therapy in the private sector and public sector should 
be included in the numerator where data are available. 

 

Explanation of Denominator:  

The denominator is generated by estimating the number of people with advanced 
HIV infection requiring (in need of/eligible for) antiretroviral therapy. 

The denominator estimates are most often based on the latest data available from 
sentinel surveillance which can then follow UNAIDS/WHO Reference Group on 
Estimates, Modelling and Projections methodology. 3 Need or eligibility for 
antiretroviral therapy should follow the WHO definitions for the diagnosis of advanced 
HIV (including AIDS) for adults and children. 4 

 

                                                                 

3 http://www.unaids.org/en/HIV_data/Methodology/default.asp 
4 http://www.who.int/hiv/pub/guidelines/HIVstaging.pdf 



57 

 

 

2. Percentage of adults and children with HIV known to be on treatment 12 and 24 
months after initiation of antiretroviral therapy (UNGASS 24; GF HIV I3) 

This indicator should be disaggregated by sex and age (<15, 15+). 
Purpose: To assess progress in increasing survival among infected adults and 

children by maintaining them on ART 
Data 
collection 
frequency: 

As patients start ART, monthly cohort data should be collected 
continuously for these patients. Data for monthly cohorts that have 
completed at least 12 months of treatment should then be 
aggregated. 

Measurement 
tool: 

Programme monitoring tools; cohort/group analysis forms 

Method of 
measurement: 

ART registers 

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

Denominator: Total number of adults and children who initiated ART during the 
twelve 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. 

Interpretation 
One of the goals of any ART programme is to increase survival among infected 
individuals. As ART is scaled up in countries around the world, it is also important to 
understand why and how many people drop out of treatment programmes. These data 
can be used to demonstrate the effectiveness of those programmes and highlight 
obstacles to expanding and improving them. 
At the facility level, the number of adults and children on antiretroviral therapy at 12 
months includes patients who have transferred in 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. 
In other words, at the facility level, patients who have transferred out will not be counted 
either in the numerator or the denominator. Similarly, patients who have transferred in 
will be counted in both the numerator and denominator. 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 antiretroviral therapy (i.e. retention on ART) in a treatment cohort is 
captured here. Priority reporting is for aggregate survival reporting. If comprehensive 
cohort patient registries are available then it is encouraged for countries to track 
survival at 24, 36, and 48 months. This will enable comparison over time of survival on 
antiretroviral therapy. 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 



58 

 

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 
antiretroviral therapy. Therefore, collection and reporting of survival over longer 
durations of treatment outcomes may provide a better picture of the long-term success 
of antiretroviral therapy. 
For further information, please consult the following website: 
http://www.who.int/hiv/pub/me/en/naparv.pdf 
 

Definitions: 

The reporting period is defined as any continuous 12-month period that has ended 
within a pre-defined number of months from the submission of the report. The pre-
defined number of months can be determined by national reporting requirements.  

A 12-month outcome is defined as the outcome (i.e. whether the patient is still alive 
and on antiretroviral therapy, dead or lost to follow up) at 12 months after starting. 

Explanation of Numerator: 

The numerator requires that adult and child patients must be alive and on 
antiretroviral therapy at 12 months after their initiation of treatment. 

For a comprehensive understanding of survival, the following data must be collected: 

• Number of adults and children in the antiretroviral therapy start-up groups 
initiating antiretroviral therapy at least 12 months prior to the end of the 
reporting period; 

• Number of adults and children still alive and on antiretroviral therapy at 12 
months after initiating treatment. 

The numerator does not require patients to have been on antiretroviral therapy 
continuously for the 12-month period. Patients who may have missed one or two 
appointments or drug pick-ups, and temporarily stopped treatment during the 12 
months since initiating treatment but are recorded as still being on treatment at 
month 12 are included in the numerator. On the contrary, those patients who have 
died, stopped treatment or been lost to follow-up at 12 months since starting 
treatment are not included in the numerator. 

Explanation of Denominator: 

The denominator is the total number of adults and children in the antiretroviral 
therapy start-up groups who initiated antiretroviral therapy at any point during the 12 
months prior to the beginning of the reporting period, regardless of their 12-month 
outcome. This includes all patients, both those on antiretroviral therapy as well as 
those who are dead, have stopped treatment or are lost to follow-up at month 12. 
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3. Percentage of PLHIV diagnosed for opportunistic infections who receive treatment 
(GF R3  Indicator) 

This indicator should be disaggregated by sex and age (<15, 15+). 
Purpose: To assess progress in increasing survival among infected adults 

and children by reducing OI, maintaining them on ART 
Data collection 
frequency: 

As an OI is diagnosed, patients start appropriate treatment, monthly 
cohort data should be collected continuously for these patients. 
Data for monthly cohorts that have completed treatment of OI 
should then be aggregated. 

Measurement tool: Programme monitoring tools; cohort/group analysis forms 
Method of 
measurement: 

ART / cohort registers 

Numerator: Number of adults and children PLHIV diagnosed with OI who 
completed appropriate treatment during a period (12 months) 

Denominator: Total number of adults and children PLWHIV who were diagnosed 
with OI during the twelve months prior to the beginning of the 
reporting period, including those who have died, those who have 
stopped OI treatment, and those lost to follow-up. 

Interpretation 
One of the goals of any ART programme is to increase survival among infected individuals. 
As ART is scaled up in countries around the world, it is also important to understand why 
and how many people drop out of treatment programmes. These data can be used to 
demonstrate the effectiveness of those programmes and highlight obstacles to expanding 
and improving them. 
For further information, please consult the following website: 
http://www.who.int/hiv/pub/me/en/naparv.pdf 
http://www.euro.who.int/document/SHA/e90840_chapter_2.pdf  
 

http://www.who.int/hiv/pub/me/en/naparv.pdf
http://www.euro.who.int/document/SHA/e90840_chapter_2.pdf
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4. Number of persons diagnosed with STI and treated according to national norms 
(GF HIV P16) 

This indicator should be disaggregated by sex and age (<15, 15+). 
Purpose: To assess progress in the opportune diagnosis and treatment of 

STI, according to national norms 
Data collection 
frequency: 

As an STI is diagnosed, patients start appropriate treatment, 
monthly cohort data should be collected continuously for these 
patients. Data for monthly cohorts that have completed treatment of 
STI should then be aggregated. 

Measurement tool: Programme monitoring tools; cohort/group analysis forms 
Method of 
measurement: 

STI registers 

Numerator: Number of adults and children diagnosed with STI who completed 
appropriate treatment according to national norms during a period 
(12 months) 

Denominator: Total number of adults and children who were diagnosed with STI 
during the twelve months prior to the beginning of the reporting 
period, including those who have died, those who have stopped STI 
treatment, and those lost to follow-up. 

Interpretation 
One of the goals of any STI programme is to increase access to an opportune diagnoses 
and treatment. As syndromic STI management is scaled up in countries around the world, it 
is also important to understand why and how many people drop out of treatment 
programmes. These data can be used to demonstrate the effectiveness of those 
programmes and highlight obstacles to expanding and improving them. 
For further information, please consult the following website: 
http://www.cdc.gov/STD/ 
http://www.who.int/topics/sexually_transmitted_infections/en/  
 

http://www.cdc.gov/STD/
http://www.who.int/topics/sexually_transmitted_infections/en/
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5. Percentage of estimated HIV-positive incident TB cases that received treatment for 
TB and HIV (UNGASS 6; GF TB/HIV 1) 

This indicator should be disaggregated by sex and age (<15, 15+). 
Purpose: To assess progress in detecting and treating TB in people living 

with HIV 
Data collection 
frequency: 

Data should be collected continuously at the facility level. Data 
should be aggregated periodically, preferably monthly or quarterly, 
and reported annually. 

Measurement tool: Facility ART registers and reports; programme monitoring tools and 
estimates 

Method of 
measurement: 

Programme data and estimates of incident TB cases in people 
living with HIV 

Numerator: Number of adults with advanced HIV infection who are currently 
receiving antiretroviral therapy in accordance with the nationally 
approved treatment protocol (or WHO/UNAIDS standards) and who 
were started on TB treatment (in accordance with national TB 
programme guidelines) within the reporting year 

Denominator: Estimated number of incident TB cases in people living with HIV 
Interpretation 
This indicator provides a measure of the extent to which collaboration between the national 
TB and HIV programmes is ensuring that people with HIV and TB disease are able to 
access appropriate treatment for both diseases. However, this indicator will also be 
affected by low uptake of HIV testing, poor access to HIV care services and antiretroviral 
treatment, and poor access to TB diagnosis and treatment. Separate indicators exist for 
each of these factors and should be referred to when interpreting the results of this 
indicator. 
It is important that those providing HIV care and antiretroviral treatment record TB 
diagnosis and treatment, as this information have important implications for antiretroviral 
treatment eligibility and choice of regimen. It is therefore recommended that the date of 
starting TB treatment is recorded in the antiretroviral treatment registers. If possible, the 
number of patients started on TB treatment among those in HIV care but not yet on 
antiretroviral treatment should also be reported. This would capture additional cases of TB 
that are detected and treated among people living with HIV. 
For further information, please consult the following reference and website: 
• World Health Organization (2007). Global Tuberculosis Control: Surveillance, Planning, 
Financing. WHO Report 2007. (WHO/HTM/TB/2007.376) Geneva: World Health 
Organization. http://www.who.int/tb/country/en 
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6. Percentage of HIV-positive pregnant women who received antiretrovirals to reduce 
the risk of mother-to-child transmission (UNGASS 5; GF HIV P12)  
This indicator should be disaggregated by age (15-24, 25+). 
Purpose: To assess progress in preventing vertical transmission of HIV 
Data collection 
frequency: 

Data should be collected continuously at the facility level. Data 
should be aggregated periodically, preferably monthly or quarterly. 

Measurement tool: For the numerator: programme monitoring tools. For the 
denominator: antenatal clinic surveillance or estimation model. 

Method of 
measurement: 

The number of HIV-infected pregnant women who received 
antiretrovirals (ARVs) to reduce the risk of mother-to-child 
transmission during the last 12 months is obtained from programme 
monitoring records compiled from patient records and registers. 

Numerator: Number of HIV-infected pregnant women who received 
antiretrovirals during the last 12 months to reduce mother-to-child 
transmission 

Denominator: Estimated number of HIV-infected pregnant women in the last 12 
months. 

Interpretation:  
This indicator permits monitoring trends in antiretroviral drug provision that addresses 
prevention of mother-to-child transmission. In 2006, international guidelines were updated 
to recommend more efficacious regimens for prevention of mother-to-child transmission. In 
addition to antiretroviral drugs for the mother, ARV regimens to reduce mother-to-child 
transmission should be accompanied by an appropriate regimen for the infant, and thus 
where possible, countries should track and report on whether the infant dose has been 
provided. 
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. 
The prevention of mother-to-child transmission is a rapidly evolving programmatic area. 
Methods for monitoring coverage of this service are therefore also evolving. To access the 
most current information available please consult the following website: 
• http://www.who.int/hiv/pub/guidelines/pmtct/en/index.html 
 

Explanation of Numerator: 

Currently, there are four general antiretroviral treatment options that HIV-infected 
women can receive for the prevention of mother-to-child transmission (PMTCT): 

1. Single-dose Nevirapine 

2. Prophylactic regimens using a combination of two ARVs 

3. Prophylactic regimens using a combination of three ARVs 

4. ART for HIV-positive pregnant women eligible for treatment 
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HIV-infected women receiving any of the four options meet the definition for the 
numerator. Countries should report as the numerator the total number of HIV-infected 
pregnant women who were provided with any of the antiretroviral treatment regimes 
in options one to four. 

In option number four, HIV-infected pregnant women who are eligible for antiretroviral 
treatment and receive a treatment regimen will also benefit from the prophylactic 
effect for prevention of mother to-child transmission and thus are included in the 
numerator. 

Antiretroviral drugs can be provided to HIV-infected women during pregnancy, at 
labour and shortly after delivery, and provision can take place at a number of sites. 
Countries should focus on compiling data for the numerator from patient registers at 
antenatal clinics, delivery and care sites, and post-partum care service sites. 

Women receiving antiretroviral drugs in both the private sector and the public sector 
should be included in the numerator where data for both are available. 

 

Explanation of Denominator: 

The denominator is generated by estimating the number of HIV-infected women who 
were pregnant in the last 12 months. This is based on surveillance data from 
antenatal clinics. 

Currently, there are two methods for generating the estimate for the denominator: 

1. Estimates generated by a projection model 5 such as Spectrum 6; or 

2. Multiplying: 

(a) 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, by 

(B) the most recent national estimate of HIV prevalence in pregnant women, which 
can be derived from HIV sentinel surveillance antenatal clinic estimates. 

 

                                                                 

5 Methodology described by UNAIDS/WHO Reference Group on Estimates Modeling and 
Projections: http://www.unaids.org/en/HIV_data/Methodology/default.asp 
6 http://www.unaids.org/en/HIV_data/Epidemiology/episoftware.asp 
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7. % of young women and men aged 15-49 who are HIV infected (UNGASS 22; GF HIV 
I1) 
Indicator scores should be given for the whole age range (15–24 years) and disaggregated 
by five-year age-group (i.e. 15–19 years and 20–24 years). 
The proportion of the total female population aged 15–24 living in the capital city, in other 
urban areas and in rural areas should be provided so that national estimates can be 
calculated, where possible. 
Purpose: To assess progress towards reducing HIV infection 
Data collection 
frequency: 

Annual 

Measurement tool: WHO guidelines for HIV sentinel surveillance 
Method of 
measurement: 

This indicator is calculated using data from pregnant women 
attending antenatal clinics in HIV sentinel surveillance sites in the 
capital city, other urban areas and rural areas. 

Numerator: Number of antenatal clinic attendees (aged 15–24) tested whose 
HIV test results are positive 

Denominator: Number of antenatal clinic attendees (15–49) tested for their HIV 
infection status 

Interpretation 
HIV prevalence at any given age is the difference between the cumulative numbers of 
people that have become infected with HIV up to this age minus the number who have 
died, expressed as a percentage of the total number alive at this age. At older ages, 
changes in HIV prevalence are slow to reflect changes in the rate of new infections (HIV 
incidence) because the average duration of infection is long. Furthermore, declines in HIV 
prevalence can reflect saturation of infection among those individuals who are most 
vulnerable and rising mortality rather than behaviour change. At young ages, trends in HIV 
prevalence are a better indication of recent trends in HIV incidence and risk behaviour. 
Thus, reductions in HIV incidence associated with genuine behaviour change should first 
become detectable in HIV prevalence figures for 15–19-year-olds. Where available, parallel 
behavioural surveillance survey data should be used to aid interpretation of trends in HIV 
prevalence. 
 

Considerations: 

• The goal in the response to HIV is to reduce HIV infection. As the highest rates of 
new HIV infections typically occur in young adults, more than 180 countries have 
committed themselves to achieving major reductions in HIV prevalence among 
young people—a 25% reduction in the most affected countries by 2005 and a 
25% reduction globally by 2010. 

• In countries where the age at which young people first have sexual intercourse is 
late and/or levels of contraception use are high, HIV prevalence among pregnant 
women of 15–24 years of age will differ from that among all women in the age 
group. 
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• This indicator (using data from antenatal clinics) gives a fairly good estimate of 
relatively recent trends in HIV infection in locations where the epidemic is 
heterosexually driven. It is less reliable as an indicator of HIV-epidemic trends in 
locations where most infections remain temporarily confined to most-at-risk 
populations. 

 

8. Percentage of women and men aged 15-49 who received an HIV test in the last 12 
months and who know their results (UNGASS 7; GF HIV P8a) 

The indicator must be presented as percentages for males and females, and should be 
disaggregated by the age groups 15–19, 20–24 and 25–49. 
Purpose: To assess progress in implementing HIV testing and counselling 
Data collection 
frequency: 

Every two years 

Measurement tool: • Population-based surveys (Demographic Health Survey, AIDS 
Indicator 

• Survey, Multiple Indicator Cluster Survey or other representative 
survey) 

Method of 
measurement: 

Respondents are asked: 
1. I don’t want to know the results, but have you been tested for HIV 
in the last 12 months? 
If yes: 
2. I don’t want to know the results, but did you get the results of that 
test? 

Numerator: Number of respondents aged 15–49 who have been tested for HIV 
during the last 12 months and who know their results 

Denominator: Number of all respondents aged 15–49 
(The denominator includes respondents who have never heard of 
HIV or AIDS) 

Interpretation 
In order to protect themselves and to prevent infecting others, it is important for individuals 
to know their HIV status. Knowledge of one’s status is also a critical factor in the decision to 
seek treatment. 
The introductory statement “I don’t want to know the results, but…” allows for better 
reporting and reduces the risk of underreporting of HIV testing among people who do not 
wish to disclose their serostatus. 
For further information, please consult the following website: 
http://www.measuredhs.com/aboutsurveys/ais.cfm 
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9. % of young women and men aged 15-24 who both correctly identify ways of 
preventing the sexual transmission of HIV and who rejected major misconceptions 
about HIV transmission (UNGASS 13; GF HIV P1)   
The indicator should be presented as separate percentages for males and females and 
should be disaggregated by the age groups 15-19 and 20–24 years. 
Purpose: To assess progress towards universal knowledge of the essential 

facts about HIV transmission 
Data collection 
frequency: 

Preferred: every two years; minimum: every 4–5 years 

Measurement tool: Population-based surveys (Demographic Health Survey, AIDS 
Indicator Survey, Multiple Indicator Cluster Survey or other 
representative survey) 

Method of 
measurement: 

This indicator is constructed from responses to the following set of 
prompted questions: 
1. Can the risk of HIV transmission be reduced by having sex with 

only one uninfected partner who has no other partners? 
2. Can a person reduce the risk of getting HIV by using a condom 

every time they have sex? 
3. Can a healthy-looking person have HIV? 
4. Can a person get HIV from mosquito bites? 
5. Can a person get HIV by sharing food with someone who is 

infected? 
Numerator: Number of respondents aged 15-24 years who gave the correct 

answer to all five questions 
Denominator: Number of all respondents aged 15–24 
Interpretation 
The belief that a healthy-looking person cannot be infected with HIV is a common 
misconception that can result in unprotected sexual intercourse with infected partners. 
Rejecting major misconceptions about modes of HIV transmission is as important as 
correct knowledge of true modes of transmission. 
For example, belief that HIV is transmitted through mosquito bites can weaken motivation 
to adopt safer sexual behaviour, while belief that HIV can be transmitted through sharing 
food reinforces the stigma faced by people living with HIV. 
This indicator is particularly useful in countries where knowledge about HIV and AIDS is 
poor because it permits easy measurement of incremental improvements over time. 
However, it is also important in other countries as it can be used to ensure that pre-existing 
high levels of knowledge are maintained. 
 

Considerations: 

• The first three questions should not be altered. Questions 4 and 5 ask about local 
misconceptions and may be replaced by the most common misconceptions in 
your country. Examples include: “Can a person get HIV by hugging or shaking 
hands with a person who is infected?” and “Can a person get HIV through 
supernatural means?” 
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• Those who have never heard of HIV and AIDS should be excluded from the 
numerator but included in the denominator. An answer of “don’t know” should be 
recorded as an incorrect answer. The indicator should be presented as separate 
percentages for males and females and should be disaggregated by the age 
groups 15-19 and 20–24 years. 

• Scores for each of the individual questions (based on the same denominator) are 
required as well as the score for the composite indicator. 

 

10. Percentage of women and men aged 15–49 who have had sexual intercourse with 
more than one partner in the last 12 months (UNGASS 16; GF HIV O3)   
The indicator should be presented as separate percentages for males and females and 
should be disaggregated by the age groups 15–19, 20–24 and 25–49 years. 
Purpose: To assess progress in reducing the percentage of people who have 

higher-risk sex 
Data collection 
frequency: 

4–5 years 

Measurement tool: Population-based surveys (Demographic Health Survey, AIDS 
Indicator Survey, Multiple Indicator Cluster Survey or other 
representative survey) 

Method of 
measurement: 

Respondents are asked whether or not they have ever had sexual 
intercourse and, if yes, they are asked: 
• In the last 12 months, how many different people have you had 

sexual intercourse with? 
Numerator: Number of respondents aged 15–49 who have had sexual 

intercourse with more than one partner in the last 12 months 
Denominator: Number of all respondents aged 15–49 
Interpretation 
This indicator gives a picture of levels of higher-risk sex. If people have only one sexual 
partner, the change will be captured by changes in this indicator. However, if people simply 
decrease the number of sexual partners they have, the indicator will not reflect a change, 
even though potentially this may have a significant impact on the epidemic spread of HIV 
and may be counted a programme success. Additional indicators may need to be selected 
to capture the reduction in multiple sexual partners in general. 
 

Considerations: 

• The spread of HIV largely depends upon unprotected sex among people with a 
high number of partnerships. Individuals who have multiple partners (concurrently 
or sequentially) have a higher risk of HIV transmission than individuals that do not 
link into a wider sexual network. 
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11. Percentage of young women and men aged 15–24 who have had sexual 
intercourse before the age of 15 (UNGASS 15; GF HIV O1) 
The indicator should be presented as separate percentages for males and females, and 
should be disaggregated by the age groups 15–19 and 20–24 years. 
Purpose: To assess progress in increasing the age at which young women 

and men aged 15–24 first have sex 
Data collection 
frequency: 

4–5 years 

Measurement tool: Population-based surveys (Demographic and Health Survey, AIDS 
Indicator Survey, Multiple Indicator Cluster Survey or other 
representative survey) 

Method of 
measurement: 

Respondents are asked whether or not they have ever had sexual 
intercourse and, if yes, they are asked: How old were you when you 
first had sexual intercourse for the first time? 

Numerator: Number of respondents (aged 15–24 years) who report the age at 
which they first had sexual intercourse as under 15 years 

Denominator: Number of all respondents aged 15–24 years 
Interpretation 
Countries where very few young people have sex before the age of 15 might opt to use an 
alternative indicator: percentage of young women and men aged 20–24 who report their 
age at sexual initiation as less than 18 years. The advantage of using the reported age at 
which young people first had sexual intercourse (as opposed to the median age) is that the 
calculation is simple and allows easy comparison over time. The denominator is easily 
defined because all members of the survey sample contribute to this measure. 
 

Considerations: 

• A major goal in the country is to delay the age at which young people first have 
sex and discourage premarital sexual activity because it reduces their potential 
exposure to HIV. There is also evidence to suggest that first having sex at a later 
age reduces susceptibility to infection per act of sex, at least for women. 

• It is difficult to monitor change in this indicator over a short period because only 
individuals entering the group, i.e. those aged under 15 at the beginning of the 
period for which the trends are to be assessed, can influence the numerator. If 
the indicator is assessed every two to three years, it may be better to focus on 
changes in trends for the 15–17 age group. If it is assessed every five years, the 
possibility exists of looking at the 15–19 age group. 

• In countries where HIV-prevention programmes encourage virginity or delaying of 
first sex, young people’s responses to survey questions on this issue may be 
biased, including a deliberate misreporting of age at which they first had sex. 
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12. Percentage of women and men aged 15–49 who had more than one partner in the 
past 12 months reporting the use of a condom during their last sexual intercourse  
(UNGASS 17; GF HIV O4) 
The indicator should be presented as separate percentages for males and females, and 
should be disaggregated by the age groups 15–19, 20–24 and 25–49 years. 
Purpose: To assess progress towards preventing exposure to HIV through 

unprotected sex with non-regular partners 
Data collection 
frequency: 

Preferred: Every two years 
Minimum: every 4–5 years 

Measurement tool: Population-based surveys (Demographic Health Survey, AIDS 
Indicator Survey, Multiple Indicator Cluster Survey or other 
representative survey) 

Method of 
measurement: 

Respondents are asked whether or not they have ever had sexual 
intercourse and, if yes, they are asked: 

1. In the last 12 months, how many different people have you 
had sexual intercourse with? 

If more than one, the respondent is asked: 
2. Did you or your partner use a condom the last time you had 

sexual intercourse? 
Numerator: Number of respondents (aged 15–49) who reported having had 

more than one sexual partner in the last 12 months who also 
reported that a condom was used the last time they had sex 

Denominator: Number of respondents (15–49) who reported having had more 
than one sexual partner in the last 12 months 

Interpretation 
This indicator shows the extent to which condoms are used by people who are likely to 
have higher-risk sex (i.e. change partners regularly). However, the broader significance of 
any given indicator value will depend upon the extent to which people engage in such 
relationships. Thus, levels and trends should be interpreted carefully using the data 
obtained on the percentages of people that have had more than one sexual partner within 
the last year. 
 

Considerations: 

• The maximum protective effect of condoms is achieved when their use is 
consistent rather than occasional. The current indicator does not provide the level 
of consistent condom use. However, the alternative method of asking whether 
condoms were always/sometimes/never used in sexual encounters with 
nonregular partners in a specified period is subject to recall bias. Furthermore, 
the trend in condom use during the most recent sex act will generally reflect the 
trend in consistent condom use. 

 



70 

 

 

13. Percentage of schools that provided life skills-based HIV education in the last 
academic year (UNGASS 11; GF HIV P5) 
Indicator scores are required for all schools combined and for primary and secondary 
schools separately 
Purpose: To assess progress towards implementation of life skills-based HIV 

education in all schools 
Data collection 
frequency: 

Every two years 

Measurement tool: School survey or education programme review 
Method of 
measurement: 

Principals/heads of a nationally-representative sample of schools 
(to include both private and public schools) are briefed on the 
meaning of life skills-based HIV education and then are asked the 
following question: 
• Within the last academic year, did your school provide at least 

30 hours of life skills training to each grade? 
Numerator: Number of schools that provided life skills-based HIV education in 

the last academic year 

Denominator: Number of schools surveyed 
Interpretation 
It is important that life skills-based HIV education is initiated in the early grades of primary 
school and then continued throughout schooling with contents and methods being adapted 
to the age and experience of the students. 
The indicator provides useful information on trends in the coverage of life skills-based HIV 
education within schools. However, the substantial variations in the levels of school 
enrolment must be taken into account when interpreting (or making cross-country 
comparisons of) this indicator. Consequently, primary and secondary school enrolment 
rates for the most recent academic year should be included in the supporting information 
provided for this indicator. 
Complementary strategies that address the needs of out-of-school youth will be particularly 
important in countries where school enrolment rates are low. 
The indicator is a measure of coverage. The quality of education provided may differ by 
country and over time. 
For further information, please consult the following websites: 
• http://www.unicef.org/lifeskills/index_hiv_aids.html 
• http://www.unicef.org/aids/index_documents.html 
 

Life skills-based education is an effective methodology that uses participatory 
exercises to teach behaviours to young people that help them deal with the 
challenges and demands of everyday life. It can include decision-making and 
problem-solving skills, creative and critical thinking, self-awareness, communication 
and interpersonal relations. It can also teach young people how to cope with their 
emotions and causes of stress. When adapted specifically for HIV education in 
schools, a life skills-based approach helps young people understand and assess the 
individual, social and environmental factors that raise and lower the risk of HIV 



71 

 

transmission. When properly implemented, it can have a positive effect on 
behaviours, including delay in sexual debut and reduction in number of sexual 
partners. 

Considerations: 

Indicator scores are required for all schools combined and for primary and secondary 
schools separately. If the school provides both primary and secondary education, 
information should be collected and reported separately for both levels of education. 

 

14. Number of PLWHA that has been referred to the network and receive care and 
support (GF R3 Indicator) 

The indicator must be presented as numbers for males and females, and should be 
disaggregated by age groups: 0-14, 15–19, 20–24 and 25–49. 
Purpose: To assess progress in facilitating access to care and support 

services to PLWHIV  
Data collection 
frequency: 

Every 4–5 years 

Measurement tool: Registers from centers that provide services to PLWHIV 
Method of 
measurement: 

Registers at centers that provide services to PLWHIV should record 
data on the following 4 aspects: 
1. Has the PLWHIV been referred to receive medical support, 
including medical care and/or medical care supplies, within the last 
12 months? 
2. Has the PLWHIV been referred to receive school-related 
assistance, including school fees, within the last 12 months? (This 
question is to be asked only of children aged 5–17.) 
3. Has the PLWHIV been referred to receive 
emotional/psychological support, including counselling from a 
trained counsellor and/or emotional/ spiritual support or 
companionship within the last three months? 
4. Has the PLWHIV been referred to receive other social support, 
including socioeconomic support (e.g. clothing, extra food, financial 
support, shelter) and/or instrumental support (e.g. help with 
household work, training for caregivers, childcare, and legal 
services) within the last three months? 

Numerator: Number of referrals among PLWHIV during an specific period 

Denominator:  
Interpretation 
This is an output indicator to assess progress in facilitating access to care and support 
services to PLWHIV 
For further information, please consult the following website: 
http://data.unaids.org/pub/Manual/2007 
/070611_coordinating_with_comminities_facilitation_notes_en.pdf 
 

http://data.unaids.org/pub/Manual/2007
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15. Number of male and female condoms available for distribution nationwide during 
the last 12 months per person aged 15-49 [disaggregated by condom type], through 
public and private sector) (UNGASS Aditional Recommended  #10; gf hiv p7) 

The indicator must be presented as the number of condoms disaggredated by condom type 
per person in the most sexually active age group 15-49. 
Purpose: To assess progress in facilitating access to condoms where active 

efforts are made to promote the availability of condoms. 
Data collection 
frequency: 

Annual 

Measurement tool: N/A 
Method of 
measurement: 

Data should be collected from different sources, including: 
Key informant interviews, programme records or inventory logs 
(from private and public sectors). 

Numerator: Number of male and female condoms available for distribution 
nationwide in the last 12 months. 

Denominator: Total population aged 15-49. 
Interpretation 
The number of condoms available at the central level helps assess the adequacy of overall 
condom availability. It is important to note, however, that “availability” is not the same as 
“accessibility.” Whether or not condoms are accessible depends upon factors such as 
condom price and location of condom sales/distribution points. It is often the case that not 
all available condoms are distributed or reach the individuals who most need them. This 
indicator by itself does not provide a picture of how many “in-stock” condoms actually get 
distributed or used. Nevertheless, it provides a very low-cost source of information on 
condom availability that is helpful for programme planning and evaluation, particularly for 
national condom promotion programmes. 
For further information, please consult the following website: 
http://www.who.int/topics/condoms/en/ 
http://www.unaids.org/en/KnowledgeCentre/Resources/PolicyGuidance/Techpolicies/ 
Condoms_UNAIDS_policies.asp 

 
Calculations 
 
 Number of condoms in stock nationally at the start of the 12-month period + number of 
condoms imported during that period + number of condoms manufactured in-country 
during that same period] - Number of condoms exported out of the country during the 

same 12-month period 

 

X  100 

Total population aged 15-49 

 
The numerator is calculated using information derived from key informant interviews, 
programme records, and/or inventory logs. For key informant interviews, individuals 
with special knowledge of the national condom supply situation are interviewed to 
identify all possible sources of condom manufacture, import, distribution and storage 
in the country. Next, data on the number of condoms in stock, the number of 

http://www.who.int/topics/condoms/en/
http://www.unaids.org/en/KnowledgeCentre/Resources/PolicyGuidance/Techpolicies/
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condoms imported, the number of condoms manufactured in-country, and the 
number of condoms exported are collected from all groups involved in acquiring and 
distributing condoms (i.e., manufacturers and major commercial condom 
importers/distributors; condom storage facilities; government; parastatals; NGOs; 
major donors). 
 
Calculation of the number of condoms imported may be complicated by the number 
of organizations involved. Many countries have deregulated condom imports in order 
to maximize the availability of condoms. This means that condoms may be imported 
by a wide variety of companies, NGOs, donors and government departments. 
Information about the number of condoms imported may not be collected in a 
centralized or systematic fashion.  
 
Where possible, data should be presented by program. Traditionally, there has been 
a distinction between condoms distributed through family planning programmes and 
those distributed to reduce sexually transmitted infections. Generally, condoms 
distributed by family planning program are primarily intended for use during sex 
within stable monogamous unions that carries a low risk of HIV transmission, 
whereas condoms distributed through AIDS programmes are primarily intended for 
use during sex in situations that confer a relatively higher risk of HIV transmission. 

 
16. % of infants born to HIV-infected mothers who are HIV infected  (UNGASS 25; GF 
HIV I4) 
 
Purpose: To assess progress towards eliminating mother-to-child HIV 

transmission 
Data collection 
frequency: 

Annual 

Measurement tool: Statistical modelling based on programme coverage and efficacy 
studies 

Method of 
measurement: 

This indicator is calculated by taking the weighted average of the 
probabilities of mother-to-child transmission for pregnant women 
receiving and not receiving HIV prophylaxis, the weights being the 
proportion of women receiving and not receiving various 
prophylactic regimes 

Numerator:  
Denominator:  
Interpretation 
This indicator focuses on the prevention of mother-to-child transmission of HIV through 
increased provision of antiretroviral drugs. Thus, the effect of breast feeding on the mother-
to-child transmission in countries where long periods of breastfeeding are common. 
Similarly, in countries where other forms of prevention of mother to child transmission of 
HIV (e.g. caesarean section) are widely practiced, the indicator will typically provide 
overestimates of mother-to-child transmission. For these reasons, trends in this indicator 
may not reflect overall trends in mother-to-child transmission of HIV. 
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ANNEX 2: DESCRIPTION OF PHASE I I  INDICATORS FOR APPLICATION DURING 
YEARS 2-3 

 

1. Percentage of donated blood units screened for HIV in a quality-assured 
manner (UNGASS 3; GF HIV P17)   
In this context, donation refers to any blood collected for the purposes of medical use. This 
includes all possible types of providers of blood, regardless of whether they receive 
remuneration or not. 
Purpose: To assess progress in ensuring a safe blood supply 
Data collection 
frequency: 

Annual 

Measurement tool: 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 

Method of 
measurement: 

The information relates to data from the previous 12 months 
(January- December). This information should be available from the 
National Blood Transfusion Service or the National Blood 
Programme Manager in the Ministry of Health 
The following information is required to measure this indicator: 
1. What was the total number of blood units that were donated in 
the country? 
For each blood centre and blood screening laboratory that screens 
donated blood for HIV: 
2. How many units of blood were donated in each blood 
centre/blood screening laboratory? 
3. How many donated units were screened in the blood 
centre/blood screening laboratory? 
4. Does the blood centre/blood screening laboratory follow 
documented standard operating procedures for HIV screening? 
5. Does the blood centre/blood screening laboratory participate in 
an External Quality Assessment Scheme for HIV screening? 
From this information, the indicator can be calculated. 

Numerator: Number of donated blood units screened for HIV in blood 
centres/blood screening laboratories that have both: (1) followed 
documented standard operating procedures and (2) participated in 
an external quality assurance scheme 

Denominator: Total number of blood units donated 
Interpretation 
If the blood screening laboratory follows documented and standardized procedures for the 
screening of blood, this implies a certain level of uniformity, reliability and consistency of 
performance by staff trained to use the standard operating procedures. If a blood screening 
laboratory participates in an External Quality Assurance Scheme, this implies that the 
quality of HIV screening performed is being assessed at regular intervals. It is important to 
view the percentage of screened blood units in relation to these two basic components of 
quality as both are required to ensure the quality of procedures. 
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Countries provide data to the WHO Global Database on Blood Safety on this indicator 
annually. Locally, these data can be obtained by contacting the National Blood Transfusion 
Service, the National Blood Programme and/or the National AIDS Programme. 
For further information, please consult the following references: 
• www.who.int/bloodsafety 
• www.who.int/diagnostics_laboratory 
• www.who.int/worldblooddonorday 
 

 

2. % of most-at-risk populations who both correctly identify ways of preventing the 
sexual transmission of HIV and who reject major misconceptions about HIV 
transmission (UNGASS 14; HIV P2)   
This indicator should be disaggregated by most-at-risk populations (MSM, FSW, Prisoners, 
and Garifunas). Indicator scores are required for all respondents and should be 
disaggregated by sex and age (<25; 25+). 
Purpose: To assess progress in building knowledge of the essential facts 

about HIV transmission among most-at-risk populations 
Data collection 
frequency: 

Every two years 

Measurement tool: Special behavioural surveys such as the Family Health International
Behavioural Surveillance Survey for most-at-risk populations 

Method of 
measurement: 

Respondents are asked the following five questions: 
1. Can having sex with only one faithful, uninfected partner reduce 
the risk of HIV transmission? 
2. Can using condoms reduce the risk of HIV transmission? 
3. Can a healthy-looking person have HIV? 
4. Can a person get HIV from mosquito bites? 
5. Can a person get HIV by sharing a meal with someone who is 
infected? 

Numerator: Number of most-at-risk population respondents who gave the 
correct answers to all five questions 

Denominator: Number of most-at-risk population respondents who gave answers, 
including “don’t know”, to all five questions.  
The first three questions should not be altered.  

• Questions 4 and 5 may be replaced by the most common 
misconceptions in the country. 

• Respondents who have never heard of HIV and AIDS 
should be excluded from the numerator but included in the 
denominator. 

• Scores for each of the individual questions—based on the 
same denominator—are required in addition to the score for 
the composite indicator. 

• Whenever possible, data for most-at-risk populations should 
be collected through civil society organizations that have 
worked closely with this population in the field. Access to 
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survey respondents as well as the data collected from them 
must remain confidential. 

Interpretation 
The belief that a healthy-looking person cannot be infected with HIV is a common 
misconception that can result in unprotected sexual intercourse with infected partners. 
Correct knowledge about false beliefs of possible modes of HIV transmission is as 
important as correct knowledge of true modes of transmission. 
This indicator is particularly useful in countries where knowledge about HIV and AIDS is 
poor because it allows for easy measurement of incremental improvements over time. 
However, it is also important in other countries because it can be used to ensure that pre-
existing high levels of knowledge are maintained. 
Surveying most-at-risk populations can be challenging. Consequently, data obtained may 
not be based on a representative sample of the national, most-at-risk population being 
surveyed. If there are concerns that the data are not based on a representative sample, 
these concerns should be reflected in the interpretation of the survey data. Where different 
sources of data exist, the best available estimate should be used. Information on the 
sample size, the quality and reliability of the data, and any related issues should be 
included in the report submitted with this indicator. 
For further information, please consult the following references: 
• UNAIDS (2006). A Framework for Monitoring and Evaluating HIV Prevention Programmes 
for Most-At-Risk Populations. 
• UNAIDS (2006). Practical Guidelines for Intensifying HIV Prevention: Towards Universal 
Access. 
• WHO (2006). Technical Guide for Countries to Set Targets for Universal Access to HIV 
Prevention, Treatment and Care for Injecting Drug Users. 
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3. % of men reporting use of condom the last time they had anal sex with a male 
partner (UNGASS 19; GF HIV O6) 
This indicator should be disaggregated by sex and age (≤ 24, 25+). 
Purpose: To assess progress in preventing exposure to HIV among men who 

have unprotected anal sex with a male partner 
Data collection 
frequency: 

Every two years 

Measurement tool: Special surveys including the Family Health International 
Behavioural Surveillance Survey for men who have sex with men 

Method of 
measurement: 

In a behavioural survey of a sample of men who have sex with men, 
respondents are asked about sexual partnerships in the preceding 
six months, about anal sex within those partnerships and about 
condom use when they last had anal sex. 

Numerator: Number of respondents who reported that a condom was used the 
last time they had anal sex 

Denominator: Number of respondents who reported having had anal sex with a 
male partner in the last six months 

Interpretation 
For men who have sex with men, condom use at last anal sex with any partner gives a 
good indication of overall levels and trends of protected and unprotected sex in this 
population. 
This indicator does not give any idea of risk behaviour in sex with women among men who 
have sex with both women and men. If in the sub-population surveyed are likely to have 
partners of both sexes, condom use with female as well as male partners should be 
investigated. In these cases, data on condom use should always be presented separately 
for female and male partners. 
Surveying men who have sex with men can be challenging. Consequently, data obtained 
may not be based on a representative sample of the national, most-at-risk population being 
surveyed. If there are concerns that the data are not based on a representative sample, 
these concerns should be reflected in the interpretation of the survey data. Where different 
sources of data exist, the best available estimate should be used. Information on the 
sample size, the quality and reliability of the data, and any related issues should be 
included in the report submitted with this indicator. 
For further information, please consult the following references: 
• UNAIDS (2006). A Framework for Monitoring and Evaluating HIV Prevention Programmes 
for Most-At-Risk Populations. 
• UNAIDS (2006). Practical Guidelines for Intensifying HIV Prevention: Towards Universal 
Access. 
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4. % sex workers (female and male) reporting the use of condom with their most 
recent client (UNGASS 18; GF HIV O5)   
Data for this indicator should be disaggregated by sex and age (<25; 25+). 
Purpose: To assess progress in preventing exposure to HIV among sex 

workers through unprotected sex with clients. 
Data collection 
frequency: 

Every two years 

Measurement tool: Special surveys, including the Family Health International 
Behaviour Surveillance Survey for sex workers 

Method of 
measurement: 

Respondents are asked the following question: 
• Did you use a condom with your most recent client? 

Numerator: Number of respondents who reported that a condom was used with 
their last client 

Denominator: Number of respondents who reported having commercial sex in the 
last 12 months 

Interpretation 
Condoms are most effective when their use is consistent, rather than occasional. The 
current indicator will provide an overestimate of the level of consistent condom use. 
However, the alternative method of asking whether condoms are always / sometimes / 
never used in sexual encounters with clients in a specified period is subject to recall bias. 
Furthermore, the trend in condom use in the most recent sexual act will generally reflect 
the trend in consistent condom use. 
Surveying sex workers can be challenging. Consequently, data obtained may not be based 
on a representative sample of the national, most-at-risk population being surveyed. If there 
are concerns that the data are not based on a representative sample, these concerns 
should be reflected in the interpretation of the survey data. Where different sources of data 
exist, the best available estimate should be used. Information on the sample size, the 
quality and reliability of the data, and any related issues should be included in the report 
submitted with this indicator. 
For further information, please consult the following references: 
• UNAIDS (2006). A Framework for Monitoring and Evaluating HIV Prevention Programmes 
for Most-At-Risk Populations. 
• UNAIDS (2006). Practical Guidelines for Intensifying HIV Prevention: Towards Universal 
Access. 
 

Considerations: 

• Various factors increase the risk of exposure to HIV among sex workers, 
including multiple, non-regular partners and more frequent sexual intercourse. 
However, sex workers can substantially reduce the risk of HIV transmission, 
both from clients and to clients, through consistent and correct condom use. 

• Although Belize is experiencing a generalized epidemic, it may also have a 
concentrated sub-epidemic among sex workers. Reliable and updated data is 
necessary to calculate and report on this indicator for this population. 
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• Whenever possible, data for sex workers should be collected through civil 
society organizations that have worked closely with this population in the field. 

• Access to survey respondents as well as the data collected from them must 
remain confidential. 

 

6. Percentage of most-at-risk populations who are HIV infected  
(UNGASS 23; GF HIV I2)   

This indicator should be disaggregated by risk population, sex and age (≤24, 25+). 
Purpose: To assess progress on reducing HIV prevalence among most-at-

risk populations 
Data collection 
frequency: 

Annual 

Measurement tool: • UNAIDS/WHO Second Generation Surveillance Guidelines; 
• Family Health International guidelines on sampling in population 

groups 
Method of 
measurement: 

This indicator is calculated using data from HIV tests conducted 
among members of most-at-risk population groups in main cities or 
large populated areas 

Numerator: Number of members of the most-at-risk population who test positive 
for HIV. 

Denominator: Number of members of the most-at-risk population tested for HIV. 
Interpretation 
Due to difficulties in accessing most-at-risk populations, biases in serosurveillance data are 
likely to be far more significant than in data from a more general population, such as 
women attending antenatal clinics. If there are concerns about the data, these concerns 
should be reflected in the interpretation. 
An understanding of how the sampled population(s) relate to any larger population(s) 
sharing similar risk behaviours is critical to the interpretation of this indicator. The period 
during which people belong to a most-at-risk population is more closely associated with the 
risk of acquiring HIV than age. Therefore, it is desirable not to restrict analysis to young 
people but to report on other age groups as well. 
Trends in HIV prevalence among most-at-risk populations in the capital city will provide a 
useful indication of HIV-prevention programme performance in that city. However, it will not 
be representative of the situation in the country as a whole. 
 
For further information, please consult the following website: 
• http://www.unaids.org/en/HIV_data/Methodology/default.asp 
 

In theory, assessing progress in reducing the occurrence of new infections is best 
done through monitoring changes in incidence over time. However, in practice, 
prevalence data rather than incidence data are available. In analyzing prevalence 
data of most-at-risk-populations for the assessment of prevention programme impact, 
it is desirable not to restrict analysis to young people but to report on those persons 



80 

 

who are newly initiated to behaviours that put them at risk for infection (e.g. by 
restricting the analysis to people who have initiated injecting drug use within the last 
year or participated in sex work for less than one year, etc.) This type of restricted 
analysis will also have the advantage of not being affected by the effect of 
antiretroviral treatment in increasing survival and thereby increasing prevalence. 

Considerations: 

To avoid biases in trends over time, this indicator should be reported for the capital 
city only. In recent years, many countries have expanded the number of sentinel sites 
to include more rural ones, leading to biased trends resulting from aggregation of 
data from these sites. 

 

Recommendations: 

• Whenever possible, data for men who have sex with men should be collected 
through civil society organizations that have worked closely with this population in 
the field. 

• Access to survey respondents as well as the data collected from them must 
remain confidential. 

 

6. Domestic and international AIDS spending by categories and financing resources 
(UNGASS 1) 
This indicator should be disaggregated according to categories used in NASA 
Purpose: To collect accurate and consistent data on how funds are spent at 

the 
national level and where those funds are sourced 

Data collection 
frequency: 

Calendar or fiscal year data 

Measurement tool: Primary tool/method: National AIDS Spending Assessment (NASA) 
 
Alternative tools/methods: 
1) National Health Accounts - AIDS sub-accounts. The NASA 

guidelines include a section mapping the codes of the NHA and 
NASA for AIDS health expenditures and for selected activities 
performed outside the health system. Thus, there should not be 
any difference in the AIDS health spending measured by NASA 
or by the NHA sub-accounts. However, some activities 
performed outside the health system might not be included in 
National Health Accounts. 

2) Resource Flows (RF) Survey. There has been an alignment 
process and countries that have been selected in the sample of 
this survey and have responded to the questionnaires may enter 
the information in the funding matrix at the aggregated level by 
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main activities. Some activities performed outside the health 
system might not be included in this RF Survey. In addition, 
some population-related actions should be excluded from the 
total for AIDS. 

Method of 
measurement: 

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: 
1. Prevention; 
2. Care and treatment; 
3. Orphans and vulnerable children; 
4. Programme management and administration strengthening; 
5. Incentives for human resources; 
6. Social protection and social services (excluding orphans and 
vulnerable children); 
7. Enabling environment and community development; 
8. Research (excluding operations research included under 
programme management). 
 
Three main groups of financing sources: 
1. Domestic public; 
2. International; 
3. Domestic private (optional for UNGASS reporting). 

Interpretation 
The financial data entered in the National Funding Matrix must be actual expenditures, not 
budgets or commitments. They must also include AIDS expenditures that were made as 
part of broader systems of service provision. For example, the diagnosis and treatment of 
opportunistic infections would require a special costing estimate to track the specific 
resources allocated to AIDS-related diagnosis and treatment. 
Similarly, prevention activities in schools may benefit from a detailed estimation to calculate 
actual expenditures on AIDS activities. The AIDS expenditures might occur outside the 
health system given the nature of expanded responses to AIDS. 
For further information, please consult the following references and websites: 
• Partners for Health Reform Plus/USAID (2004). Methodological Guidelines for Conducting 
a National Health Accounts Sub-analysis for HIV/AIDS. This publication can be found at: 
http://www.phrplus.org/Pubs/Tech044_fin.pdf 
 

Considerations: 

• As the national and international response to AIDS continues to scale up, it is 
increasingly important to accurately track in detail: i) how funds are spent at the 
national level and ii) where the funds originate. 

• The data are used to measure national commitment and action, which is an 
important component of the UNGASS Declaration of Commitment on HIV/AIDS. 
In addition, the data help national-level decision makers monitor the scope and 
effectiveness of their programmes. When aggregated across multiple countries, 
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the data also help the international community evaluate the status of the global 
response. This piece of strategic information supports the coordination role of the 
NAC in Belize and provides the basis for resource allocation and improved 
strategic planning processes. 

 

7. National Composite Index (Areas covered: gender, workplace programmes, stigma 
and discrimination, prevention, care and support, human rights, civil society 
involvement, and monitoring and evaluation). ( UNGASS 2; GF HIV SE1) 
Purpose: To assess progress towards the development and implementation 

of national level HIV and AIDS policies and strategies thus 
providing a supportive national environment to halt the epidemic 
and reduce vulnerability. 

Data collection 
frequency: 

Preferred: every two years; minimum: every 4–5 years 

Measurement tool: Desk review, key informants interviews National Composite Index 
(NCPI) questionnaire. 

Method of 
measurement: 

The composite index covers the following broad areas of policy, 
strategy and programme implementation: 
Part A: 

1. Strategic Plan 
2. Political Support 
3. Prevention 
4. Treatment, care and support 
5. Monitoring and Evaluation 

 
Part B: 

1. Human Rights 
2. Civil Society Involvement 
3. Prevention 
4. Treatment, care, and support 

Interpretation 
It is important to analyse the data for each of the NCPI sections and include a write-up in 
the country progress report in terms of the progress made in (a) policy and strategy 
development and (b) implementation of policy strategies, in order to tackle the country’s 
HIV epidemic. Comments on the agreements and discrepancies between overlapping 
questions in Parts A and B should also be included, as well as a trend analysis on the key 
NCPI data since 2003, where available. 
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ANNEX 3: DESCRIPTION OF PHASE I I I  INDICATORS FOR APPLICATION 
DURING YEARS 4-5 
 

1. % of the women and men aged 15-49 expressing accepting attitudes towards 
those living with HIV/AIDS (Additional Recommended Indicator #14, GF HIV O10) 
This indicator should be disaggregated by sex and age (15-24, 25+). 
Purpose: To assess progress towards reduction of stigma and discrimination 

against PLHIV 
Data collection 
frequency: 

Preferred: every two years; minimum: every 4–5 years 

Measurement tool: Population-based surveys (representative survey) 
Method of 
measurement: 

Respondents are asked if they have ever heard of HIV. If they 
answer yes, then they are asked a series of questions about people 
with HIV, including: 

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

2. If you knew that a shopkeeper or food seller had the HIV 
virus, would you buy fresh vegetables from him/her? 

3. If a female teacher has the HIV virus but is not sick, should 
she be allowed to continue teaching in school?; and 

4. If a member of your family became infected with the HIV 
virus, would you want it to remain a secret? 

Only respondents who report an accepting or supportive attitude on 
all four of these questions is counted in the numerator. An 
accepting attitude for the respective questions is considered to be 
(1) yes; (2) yes; (3) yes; and (4) no. 

Numerator: Number of women and men aged 15-49 who report accepting 
attitudes towards people living with HIV. 

Denominator: Number of all respondents aged 15–49 who have heard of HIV 
Interpretation 
The indicator can be reported either as: 
• A composite index of the added score of each one of the aspects included in the 

survey. 
• A percentage in reduction after a mass campaign, compared with a baseline survey. 
 

Considerations: 

• A reduction in stigma and discrimination will require a sustained public campaign 
aiming at specific behaviours within specific groups of the population. 

 



84 

 

 

2. Percentage of the most-at-risk population who received an HIV test in the last 
twelve (12) months and who know their results. (UNGASS 8 GF HIV P9) 

Age groups: <25 years, 25+ years Sex: female, male 
Purpose: To assess progress in implementing HIV testing and counselling 

among most-at-risk populations 
Data collection 
frequency: 

Every two years 

Measurement tool: Behavioural surveillance or other special surveys 
Method of 
measurement: 

Respondents are asked the following questions. 
1. Have you been tested for HIV in the last 12 months? 
2. If yes: I don’t want to know the results, but did you receive 

the results of that test? 
Whenever possible, data for most-at-risk populations should be 
collected through civil society organizations that have worked 
closely with this population in the field. Access to survey 
respondents and the data collected from them must remain 
confidential. 

Numerator: Number of most-at-risk population group respondents who have 
been tested for HIV during the last 12 months and who know the 
results 

Denominator: Number of most-at-risk population group included in the sample 
Interpretation 
Accessing and/or surveying most-at-risk populations can be challenging. Consequently, 
data obtained may not be based on a representative sample of the national, most-at-risk 
population being surveyed. If there are concerns that the data are not based on a 
representative sample, these concerns should be reflected in the interpretation of the 
survey data. Where different sources of data exist, the best available estimate should be 
used. Information on the sample size, the quality and reliability of the data, and any related 
issues should be included in the report submitted with this indicator. 
 
Tracking most-at-risk populations over time to measure progress may be difficult due to 
mobility and the hard-to-reach nature of these populations with many groups being hidden 
populations. Thus, information about the nature of the sample should be reported in the 
narrative to facilitate interpretation and analysis over time 
For further information, please consult the following references: 
• UNAIDS (2006). A Framework for Monitoring and Evaluating HIV Prevention Programmes 
for Most-At-Risk Populations. 
• UNAIDS (2006). Practical Guidelines for Intensifying HIV Prevention: Towards Universal 
Access. 
• WHO (2006). Technical Guide for Countries to Set Targets for Universal Access to HIV 
Prevention, Treatment and Care for Injecting Drug Users. 

 

 



85 

 

3. % of Belizean companies/departments/organizations that have HIV/AIDS 
workplace policies and programs addressing discrimination and workplace 
prevention activities (UNGASS Global 4) 
Purpose: To assess progress in implementing workplace policies and 

programmes to respond to HIV in companies / departments / 
organizations working in Belize 

Data collection 
frequency: 

Annual 

Measurement tool: Desk review and key informant interviews 
Method of 
measurement: 

Major companies / departments / organizations working in Belize 
are asked to state whether they are currently implementing 
personnel policies and procedures that cover, as a minimum, all of 
the following aspects: 
1. Prevention of stigmatization and discrimination on the basis of 

HIV infection status in: (a) staff recruitment and promotion; and 
(b) employment, sickness and termination benefits. 

2. Workplace-based HIV prevention activities that cover: (a) the 
basic facts on HIV and AIDS; (b) specific work-related HIV 
transmission hazards and safeguards; (c) condom promotion; 
(d) confidential voluntary counselling and testing; (e) sexually 
transmitted infection diagnosis and treatment; and (f) provisions 
for AIDS-related drugs. 

3. Training for HIV/AIDS control in emergency and disaster 
situations. 

Numerator: Number of companies / departments / organizations working in 
Belize with HIV policies and regulations that meet all of the above 
criteria. 

Denominator: Number of companies / departments / organizations working in 
Belize 

 

Considerations: 

• An updated core list of companies / departments / organizations working in Belize 
should be maintained by NAC 

• This indicator is processed by UNAIDS 
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4. Percentage of orphaned and vulnerable children aged 0–17 whose households 
received free basic external support in caring for the child (UNGASS 10)   
This indicator should be disaggregated by sex. 
Purpose: To assess progress in providing support to households that are 

caring for orphaned and vulnerable children aged 0–17 
Data collection 
frequency: 

Every 4–5 years 

Measurement tool: Population-based surveys (Demographic Health Survey, AIDS 
Indicator Survey, Multiple Indicator Cluster Survey or other 
representative survey) 

Method of 
measurement: 

After all orphaned and vulnerable children aged 0-17 in the house 
have been identified, the household heads are asked the following 
four questions about the types and frequency of support received, 
and the primary source of the help for each orphan and vulnerable 
child. Each question is to be asked for each child. 
1. Has this household received medical support, including medical 

care and/or medical care supplies, within the last 12 months? 
2. Has this household received school-related assistance, 

including school fees, within the last 12 months? (This question 
is to be asked only of children aged 5–17.) 

3. Has this household received emotional/psychological support, 
including counselling from a trained counsellor and/or 
emotional/spiritual support or companionship within the last 
three months? 

4. Has this household received other social support, including 
socio-economic support (e.g. clothing, extra food, financial 
support, and shelter) and/or instrumental support (e.g. help with 
household work, training for caregivers, child care, legal 
services) within the last three months? 

 
External support is defined as free help coming from a source other 
than friends, family or neighbours unless they are working for a 
community-based group or organization. 

Numerator: Number of orphaned and vulnerable children aged 0–17 who live in 
households that received at least one of the four types of support 
for each child (answered “yes” to at least one of questions 1, 2, 3 
and 4) 

Denominator: Total number of orphaned and vulnerable children aged 0–17 
Interpretation 
This indicator should only be monitored in settings with high HIV prevalence (5% or 
greater). The indicator does not measure the needs of the household or the orphans and 
vulnerable children. Additional questions could be added to measure expressed needs of 
families caring for orphans. The indicator implicitly suggests that all households with 
orphans and vulnerable children need external support; some orphans and vulnerable 
children are more in need of external support than others. Therefore, it is important to 
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disaggregate the information by other markers of vulnerability such as socioeconomic 
status of the household, dependency ratio, head of the household, etc. 
For further information, please consult the following website: 
• http://www.unicef.org/aids/index_documents.html  
 

Considerations: 

• For the purposes of this indicator, an orphan is defined as a child below the age 
of 18 that has lost both parents. 

• A child made vulnerable by HIV is below the age of 18 and: 

o has lost one or both parents; or 

o has a chronically ill parent (regardless of whether the parent lives in the 
same household as the child); or 

o lives in a household where, in the last 12 months, at least one adult died 
and was sick for three of the four months before he or she died; or 

o Lives in a household where at least one adult was seriously ill for at least 
three of the past 12 months. 

• If sample sizes permit, it may be useful for programmatic purposes to investigate 
differences between values for this indicator for orphans versus other vulnerable 
children. It may also be useful to look at data disaggregated by age and duration 
of orphanhood, as both play a key role in determining the type of support needed. 
For example, an orphan whose parent(s) died 10 years ago will need support of a 
different kind from one whose parent(s) died within the past year. 

• When considering the four types of support separately, data for school-related 
assistance should be limited to children aged 5-17. 
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5. Percentage of current school attendance among orphans and among non-orphans 
aged 10–14* (UNGASS 12)   
Indicator scores are required for all schools combined and for primary and secondary 
schools separately. This indicator should be reported disaggregated by sex. 
Purpose: To assess progress towards preventing relative disadvantage in 

school attendance among orphans versus non-orphans 
Data collection 
frequency: 

Preferred: Every two years 
Minimum: every 4–5 years 

Measurement tool: Population-based survey (Demographic Health Survey, AIDS 
Indicator Survey, Multiple Indicator Cluster Survey or other 
representative survey) 

Method of 
measurement: 

For every child aged 10-14 living in a household, a household 
member is asked: 
• Is this child’s natural mother still alive? If yes, does she live in 

the household? 
• Is this child’s natural father still alive? If yes, does he live in the 

household? 
• 3. Did this child attend school at any time during the school 

year? 
Part A 

Current school attendance rate of orphans aged 10-14 

Numerator: Number of children who have lost both parents and who attend 
school 

Denominator: Number of children who have lost both parents 
Part B 

Current school attendance rate of children aged 10–14 both of whose parents are alive and 
who live with at least one parent 

Numerator: Number of children both of whose parents are alive, who are living 
with at least one parent and who attend school 

Denominator: Number of children both of whose parents are alive who are living 
with at least one parent 

Interpretation 
The intent of this indicator is to compare school attendance among the most vulnerable 
children (double orphans) to school attendance among the least vulnerable children (those 
with both parents still alive and who are living with at least one parent). 
For further information, please consult the following website: 
• http://www.unicef.org/aids/index_documents.html  
 

AIDS is claiming ever-growing numbers of adults just at the time in their lives when 
they are forming families and bringing up children. As a result, orphan prevalence is 
rising steadily in many countries, while fewer relatives within the prime adult ages 
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mean that orphaned children face an increasingly uncertain future. Orphanhood is 
frequently accompanied by prejudice and increased poverty, factors that can further 
jeopardize children’s chances of completing school education and may lead to the 
adoption of survival strategies that increase vulnerability to HIV. It is important 
therefore to monitor the extent to which AIDS support programmes succeed in 
securing the educational opportunities of orphaned children. 

Considerations: 

• The definitions of orphan/non-orphan used here—i.e. child aged 10–14 years as 
of the last birthday both of whose parents have died/are still alive—are chosen so 
that the maximum effect of disadvantage resulting from orphanhood can be 
identified and tracked over time. The age-range 10–14 years is used because 
younger orphans are more likely to have lost their parents recently so any 
detrimental effect on their education will have had little time to materialize. 
However, orphaned children are typically older than non-orphaned children 
(because the parents of younger children have often been HIV-infected for less 
time) and older children are more likely to have left school. 

• Typically, the data used to measure this indicator are taken from household-
based surveys. Children not recorded in such surveys—e.g. those living in 
institutions or on the street—generally, are more disadvantaged and are more 
likely to be orphans. Thus, the indicator will tend to understate the relative 
disadvantage in educational attendance experienced by orphaned children. 

• This indicator does not distinguish children who lost their parents due to AIDS 
from those whose parents died of other causes. In countries with smaller 
epidemics or in the early stages of epidemics, most orphans will have lost their 
parents due to non-HIV-related causes. Any differences in the treatment of 
orphans according to the known or suspected cause of death of their parents 
could influence trends in the indicator. 

• However, to date there is little evidence that such differences in treatment are 
common. The indicator provides no information on actual numbers of orphaned 
children. The restrictions to double orphans and to 10–14-year-olds mean that 
estimates may be based on small numbers in countries with small or nascent 
epidemics. 
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6. Percentage of most-at-risk population reached with HIV prevention programs 
(UNGASS 9, GF HIV P4a) 

Data collected for this indicator should be reported separately for each 
most-at-risk population and disaggregated by sex and age (<25/25+) 

Purpose: To access the percentage of the most-at-risk population reach with 
HIV prevention programs 

Data collection 
frequency: 

Every two years 

Measurement tool: Behavioural surveillance or other special surveys 
Method of 
measurement: 

Respondents are asked the following questions: 
1. Do you know where you can go if you wish to receive an 

HIV test? 
2. In the past 12 months, have you been given condoms (such 

as through an outreach service, drop-in centre or sexual 
health clinic)? 

3. Injecting drug users should be asked the following additional 
question. 

4. In the past 12 months, have you been given sterile needles 
and syringes (such as by an outreach worker, a peer 
educator or from a needle exchange program)? 

Numerator: Number of most-at-risk population respondents who replied “yes” to 
both (all three for injecting drug users) questions 

Denominator: Total number of respondents surveyed 
Interpretation 
Scores for each of the individual questions – based on the same denominator – are 
required in addition to the score for the composite indicator. Whenever possible, data for 
most-at-risk population groups should be collected through civil society organizations that 
have worked closely with this population in the field. Access to survey respondents as well 
as the data collected from them must remain confidential. 
 
Accessing and/or surveying most-at-risk populations can be challenging. Consequently, 
data obtained may not be based on a representative sample of the national, most-at-risk 
population being surveyed. If there are concerns that the data are not based on a 
representative sample, these concerns should be reflected in the interpretation of the 
survey data. Where different sources of data exist, the best available estimate should be 
used. Information on the sample size, the quality and reliability of the data, and any related 
issues should be included in the report submitted with this indicator.  
 
The inclusion of these indicators for reporting purposes should not be interpreted to mean 
that these services alone are sufficient for HIV prevention programmes for these 
populations. The set of key interventions described above should be part of a 
comprehensive HIV prevention programme, which also includes elements such as 
provision of HIV prevention messages (e.g. through outreach programmes and peer 
education). 
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Since the Global Progress Report in 2006, it has been recommended that the issue of 
quality and intensity of reported services among most-at-risk populations be addressed 
more explicitly in terms of criteria for the measurement of the components of provided 
services. Taking into account the complexity of this element of measurement, particularly 
within the context of most-at-risk populations, the development of such criteria requires an 
intensive process of information gathering, synthesis and recommendations formulation. 
This was difficult to address between the reporting processes of 2005 and 2007. However, 
the process has been initiated and is expected to have recommendations for the next 
reporting round. In the meantime, it is recommended that the guidelines mentioned below 
be referred to as reference documents that can facilitate interpretation of the collected data 
from a quality and intensity perspective. 
For further information, please consult the following references: 
• UNAIDS (2006). A Framework for Monitoring and Evaluating HIV Prevention Programmes 
for Most-At- Risk Populations. 
• UNAIDS (2006). Practical Guidelines for Intensifying HIV Prevention: Towards Universal 
Access. 
• WHO (2006). Technical Guide for Countries to Set Targets for Universal Access to HIV 
Prevention, Treatment and Care for Injecting Drug Users. 
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