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SRHR and HIV Linkages Index 2016: An overview
Linking SRHR and HIV at the enabling environment, health systems, and integrated service
delivery levels is a multidimensional task that is difficult to capture in any single indicator. The
SRHR and HIV Linkages Index, as a result, has been constructed using 30 indicators across three
domains: Domain 1 (enabling environment for a linked SRHR and HIV response), Domain 2 (health
systems which support SRHR and HIV integration) and Domain 3 (integrated SRHR and HIV service
provision and utilization). Each domain in the SRHR and HIV Linkages Index is comprised of a
number of sub-domains to ensure indicators include the full scope of SRHR and HIV linkages. The
purpose of this Index, like all composite indices, is to combine a number of factors into a single
measure, capturing some hidden or unobserved variables that cannot be summarized with a
single indicator. Each indicator in the SRHR and HIV Linkages Index is equally weighted, with no
additional weighting at the domain level, though domains with a greater number of indicators
comprise a larger proportion of the final score. Box 1 below outlines the 30 indicators chosen,
their source and the target for each indicator.
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Box 1: Indicators in the SRHR and HIV Linkages Index
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60 countries were chosen for inclusion in this Index based on meeting at least one of the following
criteria: i) expressed an interest in SRHR and HIV linkages, as demonstrated by the completion of
the Rapid Assessment Tool for SRH and HIV Linkages; ii) were currently engaged in ongoing
programmatic work around SRHR and HIV Linkages, as evidenced by having a Memorandum of
Understanding (MoU) between UNFPA and Global Fund for work in this area; or iii) were identified
as a priority country for large global donors (e.g., PEPFAR and the Global Fund).
Despite an overall data availability of 81.7%, one of the major challenges in constructing the SRHR
and HIV Linkages Index was missing data, particularly for more specialized indicators that require
specialist surveys (e.g., Stigma Index and Global Programme on Reproductive Health Commodity
Security) which had data for less than half of the countries. When data were unavailable, values
were imputed using a nearest-neighbor methodology. As the Index is a measure of how close a
country is to achieving the goal of SRHR and HIV linkages, no composite score was calculated for
countries with less than 65% data coverage since, in the opinion of the expert steering group,
having lower data coverage than this would produce scoring ranges too broad to be useful.
Setting the cut-off at this level reduced the number of countries from 60 to 58. Additionally, the
same cutoff criteria were applied to each individual domain score. Countries are therefore not
ranked sequentially from highest to lowest in the index but instead the results are displayed in
10% (decile) bands.
Data were primarily collected directly from open web-based sources such as the AIDSInfo Online
Database, i DHS Stat Compiler ii and the WHO Global Health Observatory Data Repository, iii for
example. Where data were not available online, they were coded from reports or provided
directly from UN Agencies such as UNAIDS, WHO and UNFPA. The data used were the latest data
available between 20081 and 30 April 2016. This meant that the majority of the data were 2014
or earlier as 2015 data were not available by this cut-off.
A detailed discussion on how the SRHR and HIV Linkages Index was constructed, focusing on the
domains, choice of indicators, weights, indicator cutoffs and imputation can be found in the
Methodology report.

Interpreting the Results
An analysis of the baseline data captured by the SRHR and HIV Linkages Index is presented below.
Each indicator is linked to targets which are reflected in the overall score. The scoring system of
the Index is explicitly goal-based rather than a relative measure that places emphasis on the
difference between countries. It is anticipated, therefore, that the SRHR and HIV Linkages Index
will be used to track country level progress toward SRHR and HIV linkages over time.
The initial analysis of this index includes: the SRHR and HIV linkage score for each country, regional
trends and an analysis of each domain. Following the findings, the main messages are
summarized.

The only exception to this was National SRH strategies and plans. As many of these strategies
and plans did not have a cut-off date, a ten-year cut-off was adhered to, meaning that no
document dated before 2006 was used in the dataset.
1
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SRHR and HIV Linkages Index 2016: Key findings
Map 1: Composite SRHR and HIV Linkages Scores
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Composite SRHR and HIV Linkage Scores
The composite SRHR and HIV linkages score for each country is captured above in Map 1. The
score provides a measure of how well a country is linking its SRHR and HIV response. Analysis of
baseline data reveals that 45 out of 58 of countries are at least half of the way toward achieving
a fully linked SRHR and HIV response, defined as related health targets being met and policies,
laws and programmes supportive of SRHR and HIV linkages. Of the 58 countries analyzed in the
Index, 27 countries are between 50-60% of the way toward a fully linked response, and 14
countries are between 60-70% of the way toward a fully linked SRHR and HIV response. 13
countries are less than 50% of the way toward achieving a fully linked SRHR and HIV response. 2
countries had less than 65% data availability; therefore, as previously discussed, a composite
score was not calculated. This breakdown is summarized in Figure 1 below.
Figure 1: Global snapshot of SRHR and HIV linkages

Analysis of the composite SRHR and HIV linkages scores for each country suggests that while many
countries are working toward creating a more enabling environment, building stronger health
systems and providing more integrated services, there is still substantial progress to be made to
realise the benefits of a fully linked SRHR and HIV response. These benefits include:
 better HIV testing outcomes;iv
 more consistent condom use;v
 improved quality of care;vi
 better use of scarce human resources for health;vii
 reduced HIV-related stigma and discrimination;viii
 improved coverage, access to, and uptake of both SRHR and HIV services for at
risk/vulnerable and key populations, including people living with HIV.ix
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Average Domain Scores
The SRHR and HIV Linkages Index comprises three domains: Domain 1 (enabling environment for
a linked SRHR and HIV response), Domain 2 (health systems which support SRHR and HIV
integration) and Domain 3 (integrated SRHR and HIV service provision and utilization). Each of
the 30 indicators in the Index has been weighted equally; however, as each domain has a different
number of indicators, the relative importance of each domain score varies. Domain 1 has 12
indicators (40% of the total score), Domain 2 has 7 indicators (23% of the total score), and Domain
3 has 11 indicators (37% of the total score). Additional information on weighting can be found in
the methodology section of this report.
As the lowest scoring domain, analysis of baseline data in Domain 1 highlights that most
countries face significant challenges in creating an enabling environment for a linked SRHR and
HIV response. The average score for Domain 1 was 47.6% (see Figure 2) indicating that most
countries are less than half of the way toward creating an enabling environment that allows for
the full linkage of SRHR and HIV services. As Domain 1 has the most indicators, a lower
performance in this area strongly impacts a country’s composite score for SRHR and HIV
linkages. The lack of national HIV and SRHR policies, the presence of legal obstacles for key
populations and people living with HIV and persistent discrimination collectively inhibit
countries from being able to achieve a fully linked SRHR and HIV response.
By comparison, countries have been more successful in identifying and implementing
opportunities for SRHR and HIV integration in their health systems and service delivery. Domain
2 (health systems which support SRHR and HIV integration) and Domain 3 (integrated SRHR and
HIV service provision and utilization) reflect efforts for improved integration, defined as joining
operational programmes to ensure effective outcomes through various integration modalities.
Countries performed similarly well with an average score of 64.5% in Domain 2 and 60.3% in
Domain 3, respectively (see Figure 2). Countries with health systems supporting SRHR and HIV
integration have been able to provide integrated SRHR and HIV services and vice versa –
countries able to provide integrated SRHR and HIV services have health systems that support
SRHR and HIV integration. Together these two domains promote a more fully linked SRHR and
HIV response, positively driving the overall composite SRHR and HIV linkages scores in the Index.
However, there are still clear opportunities to create stronger linkages in both of these areas
with only 3 and 6 countries scoring more than 80% for Domain 2 and 3, respectively.
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Figure 2: Average overall scores by domain

What remains unclear at this early stage of analysis is the relationship between these three
domains in practice. For example, is an enabling environment a perquisite for integrated service
provision, or does more integrated service delivery support changes in the enabling environment?
A theory of change has been articulated which supports SRHR and HIV linkages (see Figure 3
below)x but there has not yet been a robust collection of data in each of the domains over time
to allow causality to be clearly demonstrated. As more data is collected for the Index in
subsequent years, further analysis will be conducted to ascertain the interlinkages between these
three domains.
Figure 3: Theory of Change for SRH and HIV Linkages
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Regional Trends
Regional categories for the analysis of geographic trends have been established using the
regional geo-scheme from UNAIDS and are summarized in Box 2 below.
Box 2: Regional Categories
Regions

UN Sub-regions

AP

Asia and Pacific

Eastern Asia, South-Eastern Asia, Melanesia

Number of
countries in Index
14

ESA

Eastern Africa, Southern Africa

17

ECA

Eastern and Southern
Africa
Europe & Central Asia

Eastern Europe, Central Asia

2

LAC

Latin America & Caribbean

Caribbean, Central America, South America

6

MENA

Middle East & North Africa

Western Asia, Northern Africa

4

WCA

West and Central Africa

Middle Africa, Western Africa
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There are notable regional differences with respect to level of SRHR and HIV linked responses.
Figure 4 summarizes both the overall level of linkages within each region based on the Index
composite score, as well a breakdown of scoring in each of the three domains by region. The
regions of Europe & Central Asia (ECA) and Eastern and Southern Africa (ESA) are most advanced
in terms of achieving linkages overall, more than 62% towards a fully linked SRHR and HIV
response. This is driven by the actual provision of integrated services in these regions, as well as
the strength of the health system across the range of selected indicators demonstrating SRHR and
HIV linkages. In addition, ESA has a more favorable enabling environment positively influencing
the overall score. The regions of the Middle East and Northern Africa (MENA), West and Central
Africa (WCA) and Asia Pacific (AP), by contrast, have less integrated health systems and thus have
an overall SRHR and HIV response that is not as fully linked.
All regions face challenges in creating an enabling environment for a linked SRHR and HIV
response and consistently scored lowest in this domain. ESA has the highest score in Domain 1 at
54.9%, and this is can possibly be attributed to a number of factors, including, but not limited to:
leadership from the Southern African Development Community (SADC); support from UNFPA and
UNAIDS Southern African SRHR and HIV Linkages project which has included a specific focus on
fostering an enabling environment; and pressure from HIV donors and civil society to address
issues in this area given the high burden of HIV.
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Figure 4: Regional composite SRHR and HIV linkages scores and domain averages

*Regional abbreviations: ESA, Eastern and Southern Africa; ECA, Europe & Central Asia; LAC, Latin America
& Caribbean; WCA, West and Central Africa; AP, Asia and Pacific; MENA, Middle East & North Africa.

Analysis of these regional differences should be cautiously interpreted. In some regions such as
MENA and ECA, the numbers of countries included in the baseline analysis is very small and,
therefore, may not serve as an accurate representation of the region as a whole. Similarly, there
are known different epidemiological contexts for HIV and SRH. Not all countries in a region are
homogeneous, and this reality may be masked by the overall average scores.
The analysis of SRHR and HIV linkages based on income classification also reveals interesting
trends across the regions as demonstrated below in Figure 5. Using the World Bank Atlas
Methodxi, of the 58 countries analyzed for the composite score, 40% are low-income countries,
41% lower-middle income and 19% upper-middle income. Low-income countries represent the
regions in Africa, lower-middle income by AP countries and upper-middle income mainly LAC.
Preliminary analysis reveals that upper-middle income countries have the highest composite
score for SRHR and HIV linkages in the Index. In addition, Domain 2 (health systems which
support SRHR and HIV integration) has the strongest correlation with income level suggesting
that economic status is an important determinant of health systems which support SRHR and
HIV integration. By contrast, Domain 1 (enabling environment for a linked SRHR and HIV
response) is not influenced by country’s income status suggesting that efforts to create a fair
policy and legal environment, free of violence, stigma and discrimination are not linked to
economic status.
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Figure 5: Composite SRHR and HIV linkages scores and domain averages for income
classification

*Abbreviations: LICs (low-income countries), LMICs (lower-middle income countries) and UMICs,
upper-middle income countries)

Analysis of Domain1: Enabling Environment for a linked SRHR and HIV response
As the lowest scoring domain across all regions, countries face many challenges in creating an
enabling environment for a fully linked SRHR and HIV response. Perhaps not surprisingly, the
structural determinants of gender inequality, poverty, stigma and discrimination are slow to be
ameliorated. Change in this domain often necessitates a different way of sociocultural thinking,
as well as national legislative and policy transformation, which may take time to achieve. Figure
6 below summarizes the composite score for Domain 1, as well as the sub-domain average
country scores.
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Figure 6: Composite domain score and sub-domain average country scores for Domain 1

Notes: (1) Each indicator has a specific target set either set by a global strategy or research. When no global strategy was available
for guidance, a target for the indicator was set following discussions by the expert panel. A “fully achieved” target, therefore, means
that the country has (or in the case of the chart above – all countries have) achieved the value of the target set for that particular
indicator. Please refer to Tables 3 & 6 in the SRHR and HIV Linkages Index Methodology for additional information on the targets set
for each indicator. (2) The language used to describe several of the indicators (*) in the table above has been rephrased to provide
clarity on the scores provided – all of which show the average level of progress toward a set target.

Preliminary analysis of Domain 1 suggests that there are three key factors driving a more positive
enabling environment for SRHR and HIV linkages: the reduction of stigma for people living with
HIV influencing access to HIV and SRHR services; the presence of a nonrestrictive legal
environment for people living with HIV; and the age of consent for marriage set at 18 years or
older. By contrast, the index identified two important inhibiting factors limiting countries ability
to achieve full linkages: the discrimination against people living with HIV and the presence of
forced sterilization of women living with HIV. The discussion below highlights the complex
interplay between these factors.
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The highest scoring indicator in Domain 1 was in the stigma and discrimination sub-domain.
Overall countries are 78% of the way towards the target of zero people living with HIV reporting
being denied access to SRH services due to their HIV-positive status. While this low level of selfreported stigma is potentially an encouraging finding, particularly coupled with a nonrestrictive
legal environment for people living with HIV (which was the third best performing indicator in
Domain 1), a more detailed review of the data set suggests a possible underreporting. The median
number of people reporting being denied access to SRH services due to their HIV-positive status
was 6.3% which still represents far too many people living with HIV whose right to access health
is being violated. In addition, the index reveals that no country is meeting the target of zero levels
of discriminatory attitudes against people living with HIV. This means that tacit discrimination
continues to arise from social norms, government policy and general attitudes towards people
living with HIV.
The sub-domain of legal environment examines the legal barriers to the attainment of human
rights. Preliminary analysis demonstrates that 91% of countries do not implement HIV specific
restrictions on entry, stay or residence. While 54% of countries do not have laws that criminalize
HIV transmission, exposure or non-disclosure, 46% of countries still do suggesting there are
opportunities for legislative reform. 72% of countries report making positive efforts to reduce
such obstacles. 76% of countries have an age of consent for marriage set at 18 years or older.
This result is significant because child marriage and maternal health are inextricably linked.
Evidence shows that girls who marry early often abandon formal education and become pregnant.
Maternal deaths related to pregnancy and childbirth are an important component of mortality for
girls aged 15–19 worldwide. xii
Despite a supportive legal environment, when their rights are violated, very few people living with
HIV seek redress. Even if there are policies in place to deal with stigma and discrimination, some
combination of stigma, discrimination, intimidation, and lack of services might still lead people
living with HIV not to try and seek redress when their rights were violated. Furthermore, all
countries with data also demonstrated some level of forced or coerced sterilization for women
living with HIV, reflecting the global persistence of fundamental human rights abuses. Despite
the practice being illegal in many countries, it continues to be practiced and undermines the right
to sexual and reproductive health for all women, irrespective of their HIV status.
Preliminary analysis of Domain 1 also reveals important information about the legal environment
for key populations. In 94% of countries, there are no laws that demand compulsory detention
for people who inject drugs, and more than 91% of countries do not have laws that mandate the
death penalty for drug offences. While encouraging, this data likely underestimates the actual
criminalization of injecting drug use as it does not cover every country where injecting drug use is
illegal, but with a lesser punishment. There is a gap in data availability to completely and
accurately assess this information.
The Index also suggests that the legal environment for both sex workers and men who have sex
with men is also restrictive. Selling or buying sex is illegal in 65% of countries, and 55% of countries
have laws which criminalize the sexual activities of men who have sex with men.
Until fairly recently, SRHR and HIV programmes have run in parallel in many countries but
evidence suggests that the existence of an explicit strategy for reaching HIV targets that
recognizes that SRHR factors are strongly linked to HIV is critical for creating an enabling
12

environment to achieve a fully linked response.xiii Preliminary analysis of the policy and strategy
sub-domain demonstrates that more than 88% of countries have national HIV strategies with at
least one of the five identified SRHR components explicitly articulated as a goal or target. The
most common component articulated is prevention of mother-to-child transmission of HIV
(PMTCT) in 82% of countries, followed by sexually transmitted infections (STIs) other than HIV in
58% of countries, and then condoms use to prevent pregnancy and STIs in 53% of countries. The
two SRHR components least frequently included are gender-based violence and the sexual and
reproductive health of people living with HIV. It should be noted, however, that the PMTCT targets
in many countries tend to primarily focus on reducing mother to child transmission through HIV
testing in antenatal settings and through the provision of ART for pregnant women. These targets,
therefore, do not fully capture all four prongs of PMTCT – such as reducing unintended
pregnancies among women living with HIV or preventing HIV sero-conversion particularly in
pregnant women – which are critical to a fully linked response.
By contrast, countries have not performed as well in incorporating HIV components into SRHR
strategies. On average, countries are only 32% of the way toward achieving the target for the
SRHR strategy indicator compared to 62% for the HIV strategy indicator (see Figure 6 above). A
number of countries with high scores on the HIV strategy indicator either have low scores on the
second indicator or do not have an SRHR strategy at all. In the 17 countries that do not have a
stand-alone SRHR strategy, SRHR is often included in a range of different health sector documents
related to HIV strategies, including policies on maternal health which are also an important entrypoint for linking SRHR and HIV processes and services. Within the entire Index, only six countries
had a specific SRHR and HIV integration strategy.

Analysis of Domain 2: Health systems which support SRHR and HIV integration
The purpose of Domain 2 is to explore the health system’s capacity and support for SRHR and HIV
integration. It is important to note that the indicators used in this health systems domain reflect
both general measures of a functioning health system such as the existence of health information
systems and the density of the health workforce, as well as more specific measures of SRH and
HIV integration such as the level of stock-outs of HIV and SRH commodities and coverage levels
for SRH and HIV services. These more generic health systems indicators are used as proxies since
data for more specific indicators that specifically measure how integrated a health system is –
such as whether skilled health workers are trained on the provision of a comprehensive range of
SRHR and HIV services – are not routinely collected nor available. Therefore, the Index relies upon
using proxy health systems indicators such as the number of skilled health workers available, and
compares this indicator to global standards of the recommended number of skilled health
workers, based on the assumption that with too few skilled health workers, quality integrated
services for the majority of the population will not be able to be provided. Given the centrality of
the health workforce for improving the delivery of services and hence health outcomes, increasing
the number of skilled health workers is critical, although integration can work to improve the
efficiency of existing health workers.
As a consequence, Domain 2, while the highest scoring domain, is perhaps the most generic
domain in the Index focusing on strength of the health system as it relates to the provision of
SRHR and HIV services rather than how integrated the health system actually is. The level of health
system integration can be more inferred from the provision of integrated services which is
subsequently measured in Domain 3. Figure 7 below summarizes the composite score for Domain
2, as well as the sub-domain average country scores.
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Figure 7: Composite domain score and sub-domain average country scores for Domain 2

Note: (1) Each indicator has a specific target set either set by a global strategy or research. When no global strategy was available for
guidance, a target for the indicator was set following discussions by the expert panel. A “fully achieved” target, therefore, means that
the country has (or in the case of the chart above – all countries have) achieved the value of the target set for that particular indicator.
Please refer to Tables 3 & 6 in the SRHR and HIV Linkages Index Methodology for additional information on the targets set for each
indicator.

While successful integration requires strong health systems, there is subtle, yet significant, duality
in the relationship between health systems and SRHR and HIV integration. When systems are in
place which facilitate integration, it allows for the best use of limited resources and has the
potential to improve uptake of services.xiv,xv,xvi,xvii From the preliminary analysis of Domain 2, it can
be inferred that strong health systems support the provision of services that are not fragmented
and are relatively easy for the client to navigate, enabling better SRHR and HIV integration.
Equally, it can be inferred that interventions to promote SRHR and HIV integration can serve as a
means to strengthening the health system overall. Activities that enable integrated service
delivery simultaneously transform and build systems for health.
The health information sub-domain in Domain 2 has a high average score of 71%. Two indicators
comprise this sub-domain, national surveys and facility-based data collection. While not specific
to SRHR and HIV integration, the existence of health information systems underscores the
importance of quality data for decision-making to implement informed policy and programmes
and can serve as a proxy to measure how a health system functions. A strong health system has
the potential to successfully contribute to HIV reduction and the promotion of SRHR. However,
this sub-domain in isolation does not capture the importance of integrated health information
systems to support SRHR and HIV integration. The waste of effort in collecting duplicate data can
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be eliminated if health management systems are integration or if data can be easily linked for
reporting purposes for SRHR and HIV programmes.
By comparison, the human resources indicator used in Domain 2, which also serves as a proxy
measure of the strength of the overall health system, demonstrates a clear shortage of health
professionals across most low-income countries. The total capacity of both physicians and
nurses/midwives is far below the target of 5.94 per 1,000 people.xviii Only 8% of the countries, a
majority being middle-income countries, have achieved this target. More than 81% of the
countries in the Index have not even reached half of the set target suggesting that, in general, the
low human resources for health density contributes to low service coverage. Given the centrality
of the health workforce to improving the delivery of services and hence health outcomes,
integration can work to improve the efficiency of existing health workers.
Preliminary analysis of the two more specific indicators of SRHR and HIV integration in Domain 2
reveals important discrepancies in the delivery of SRHR and HIV services, as well as opportunities
for improvement. The health service coverage sub-domain suggests that poor availability of HIV
testing and counseling facilities remains a challenge across all countries despite high-levels of
access to contraception. In this relative measure, on average, countries have only achieved 26%
of the upper bound of 40.9 HIV testing and counseling facilities per 100,000 population. By
comparison, a majority of countries have high levels of availability to contraception reaching an
average of 93.2% coverage for availability of at least three modern methods of family planning
within a primary healthcare service delivery points. The discrepancy in health service coverage
underscores the important reality that, often, SRHR and HIV services are not delivered together.
This is a missed opportunity for the delivery integrated SRHR and HIV services. Given the high
availability levels for contraception, the family planning platform offers the opportunity to
provide additional HIV testing and counseling services, and vice versa, increasing the overall
availability, as well as the potential access to and delivery of, integrated services.
A second discrepancy in Domain 2, under the sub-domain of commodity stock-outs, further
reveals missed opportunities for SRHR and HIV integration. While a majority of countries have
reached an average of 91% of the ambitious target of 100% for no ART stock-outs, most countries
have been less successful – though still effective – in avoiding stock-outs for contraceptive
commodities with an average of 71%. A regular supply of commodities such as contraceptives,
medications for STIs, HIV test kits and antiretroviral drugs is essential for successful SRHR and HIV
integration. Increased attention must be directed toward identifying access points for family
planning commodities and understanding supply chain considerations when integrating SRHR and
HIV services. Neglecting to do so will exacerbate stock-outs and weaken trust in the health system
to meet provider and patient needs. While a large number of health facilities provide
contraceptives (i.e., adequate coverage), stockouts mean that on a given day, although a client is
more likely to have a health facility in close proximity that provides the contraceptive services
needed, stockouts of the actual family planning commodities will mean that a client may not
receive their preferred method, leading to an unsatisfied demand for family planning. Therefore,
both coverage and avoiding stock-outs are important – without both, there remains unmet need.
This is further discussed in the analysis of Domain 3.
In general, the analysis of Domain 2 reveals there are a few overall areas for SRHR and HIV
integration that necessitate increased attention. First, given the centrality of the health workforce
to improving the delivery of services and hence health outcomes, integration can work to improve
15

the efficiency of existing health workers. Evidence to date on task-shifting demonstrates the
opportunity to optimize roles for the delivery of effective SRHR and HIV services. Second, there
is a need for improved coverage of HIV testing services and integration into existing family
planning services, which have good coverage. This will support the achievement of the UNAIDS
Fast Track target of 90% of people living with HIV knowing their status. Third, HIV commodity
supply systems are more robust and effective than contraceptive commodity supply systems in
terms of avoiding stock-outs. Ultimately, supply systems should be integrated but in the interim,
as important so as not to weaken HIV commodity supply systems, contraceptive commodity
supply systems should be strengthened using the lessons of the HIV commodity supply systems.
Finally, there is a need for better data on how integrated health systems are to replace the more
generic health systems indicators used as proxies in this domain.

Analysis of Domain 3: Integrated SRHR and HIV Services
Integration refers specifically to how different kinds of SRHR and HIV services or operational
programmes can be joined together to ensure collective health and rights outcomes. It is clientfocused, providing access to a maximum number of quality services at the same place and time,
and often with the same provider. Integrated SRHR and HIV services, therefore, can be provided
using a range of modalities, from one-stop shop to referral. Domain 3 examines the provision
and uptake of integrated SRHR and HIV services, and unmet need. Figure 8 below summarizes
the composite score for Domain 3, as well as the sub-domain average country scores.
Although indicators have been developed, pilot tested and approved to measure which services
have been integrated and how – such as the ‘marker’ and ‘basket’ integration indicatorsxix – they
are not currently widely used nor routinely collected and, as such, were not included in this Index.
A number of proxy indicators, comprising a mix of both specific measures of integration as well
as more general measures of met need for specific services which benefit from integrating SRHR
and HIV services, have thus been used to capture the full extent of integrated service delivery. It
is hoped that, in time, more data on specific measures of SRHR and HIV integration will become
available and able to replace many of the proxy indicators used in this Index.
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Figure 8: Composite domain score and sub-domain average country scores for Domain 3

Notes: (1) Each indicator has a specific target set either set by a global strategy or research. When no global strategy was available
for guidance, a target for the indicator was set following discussions by the expert panel. A “fully achieved” target, therefore, means
that the country has (or in the case of the chart above – all countries have) achieved the value of the target set for that particular
indicator. Please refer to Tables 3 & 6 in the SRHR and HIV Linkages Index Methodology for additional information on the targets set
for each indicator. (2) The language used to describe several of the indicators (*) in the table above has been rephrased to provide
clarity on the scores provided – all of which show the average level of progress toward a set target.

Preliminary analysis of Domain 3 reveals the following findings about integrated HIV and SRHR
service provision. A qualitative expert assessment of the number of health care facilities that
provide HIV counselling and testing integrated with SRH services reveals that 80% of countries
report having ‘many’ (versus ‘few’ or ‘none’) SRH facilities that provide integrated HIV testing and
counselling (HTC). 2 While a significant finding given the high average score across countries,
successful SRHR and HIV integration must be bidirectional. At present there is no indicator within
this domain capturing the provision of specific SRHR services that are integrated into HIV services
(and vice versa) since a commonly used indicator that routinely collects such data does not exist.
In addition, the coverage of HTC sites indicator in Domain 2 shows their integration into primary
healthcare sites – including SRHR - is still insufficient.

2

The indicator is based upon data reported through the UNAIDS National Commitments and Policies Instrument
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Within the sub-domain of service uptake, countries scored highest on the PMTCT indicators. On
average, countries are 65% of the way toward achieving the global target of an HIV vertical
transmission rate among breastfeeding mothers living with HIV of less than 5%. Countries are
54% of the way toward achieving the target of 95% of pregnant women screened for syphilis at
the first antenatal care visit. These findings are notable because while initiatives are on-going for
the dual elimination of mother-to-child transmission of HIV and syphilis, including validation of
country success, implementation of integrated services, which includes coordinated actions at
facility-level to provide a total package of family planning, maternal, and newborn care, including
HIV and other STIs, may be limited.
Preliminary analysis of Domain 3 also suggests that there is a positive correlation between the
proportion of pregnant women living with HIV receiving ARVs and the overall score of the
integrated services domain, as illustrated below in Figure 9. However, as this indicator only
captures pregnant women receiving ARVs and does not fully capture all four prongs of PMTCT
which are critical to a fully linked response, this correlation should be interpreted with caution.
Notably absent are indicators capturing unmet need for family planning among women living with
HIV, and HIV sero-conversion particularly among pregnant women.
Figure 9: Correlation between pregnant women living with HIV receiving ARVs and composite
score for Domain 3 3

An important outcome of SRHR and HIV linkages is that it meets client SRHR and HIV needs by
increasing access and utilisation of integrated services.xx Therefore, while specific data were not
available to capture the extent to which services are provided vertically versus how many services
are integrated, it is assumed that a lower unmet need is supported by more integrated service
The scatterplot demonstrates a positive association between pregnant women living with HIV receiving
ARVs and the composite score for integrated services. Consequently a strong linear correlation of 0.72 at
5% level of significance.
3
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delivery and higher unmet need is a marker of less integrated service delivery as integration,
particularly the ‘one-stop shop model’, offers the potential to provide multiple services at one
time, in one place leading to increased uptake.xxi Preliminary analysis, accordingly, demonstrates
that despite efforts to scale up ART for people living with HIV and the provision of family planning,
there is still a high level of unmet need. Countries are on average 43% of the way toward achieving
the 81% target of all people living with HIV on ART and 68% of the way toward the 75% demand
for family planning satisfied with modern methods target. There is broad variation between the
countries in terms of unmet need. 11% of countries are less than 20% of the way toward the ART
target and, by contrast, 47% of countries are more than 80% of the way toward the demand for
family planning target. Only three countries have reached more than 75% of the way toward the
targets set for both services.
The subdomain covering the extent to which three key populations – men who have sex with men,
sex workers, and people who inject drugs – are able to access SRHR and HIV services is measured
by condom use and HIV testing in the last 12 months. Although the target for each indicator is
90%, this has not been reached for any of the three key populations, as demonstrated in Figure
10. This subdomain is complimentary to the legal environment subdomain (Domain 1 enabling
environment) which measures the legal environment for the same three key populations.
Figure 10: Access to services on condom use and knowledge of HIV status by key populations

Finally, preliminary analysis of Domain 3 demonstrates that there is still a lack of regular condom
use among those who have multiple sexual partners. Condoms represent integrated service
delivery as they are currently the only effective multipurpose prevention technology that, when
used consistently and correctly, provide triple protection against HIV, other sexually transmitted
infections and unintended pregnancy. However, most countries only reaching half of the set
target of 90% condom use during the most recent sexual activity among adults with multiple
sexual partners. Use of ART, however, is a highly effective prevention approach, which may
explain the lower scores on condom use, with other forms of contraception being favoured to
prevent unintended pregnancy.
The overall findings of Domain 3 demonstrate that there are currently a number of missed
opportunities for strengthening integrated SRHR and HIV service delivery. For example, providing
more opportunities for people to access key HIV and SRHR services – such as HIV counselling and
testing, ART and family planning – by co-locating them within other services, including primary
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level service delivery points, which could increase uptake. Integrated SRHR and HIV service
delivery provides a good opportunity, particularly at the community-level, to ensure that clear
and targeted messages are delivered to improve HIV and SRHR outcomes.

SRHR and HIV Linkages Index 2016: Key messages
The intrinsic connections between HIV and SRHR are well-established, especially as HIV is
predominantly sexually transmitted or associated with pregnancy, childbirth and breastfeeding.
The following are key messages from the 2016 SRHR and HIV Linkages Index.
1. Reaching joint SRHR and HIV targets through a linked SRHR and HIV response requires going
beyond health services to address wider human rights and development concerns.
o An enabling environment for a fully linked SRHR and HIV response, including through
supportive laws and policies, is the lowest scoring domain across all regions reflecting
significant HIV- and SRH-related human rights, legal and development challenges facing
countries, as well as gaps in the availability of data.
o Income status of countries is an influencing, but not an exclusive, driving factor
determining the composite SRHR and HIV linkages score. Health systems and service
delivery domain scores are positively linked with income level, but the enabling
environment score is not directly correlated with income level, suggesting that efforts to
create a policy and legal environment supportive of human rights, including freedom
from violence, stigma and discrimination, are not dependent on economic status.
2. SRHR and HIV strategies and policies should be connected to increase integrated service
provision and client uptake.
o Countries were assessed to see whether HIV strategies had five identified SRHR
components explicitly articulated as a goal or target and similarly whether SRHR strategies
had five identified HIV components explicitly articulated. On average, countries are 62%
of the way toward achieving the target for the HIV strategy indicator compared to only
32% for the SRHR strategy indicator. Therefore, there is considerable scope for HIV and
SRHR strategies and policies to be less siloed.
3. People living with HIV and key populations often face related stigma and discrimination,
violating their human rights. Furthermore, a non-supportive legal and policy environment
interferes with client utilization of SRHR and HIV prevention, treatment, care and support
services.
o There are three key factors driving a more positive enabling environment score for SRHR
and HIV linkages: the self-reported low level of stigma hindering access to SRH services
for people living with HIV, the presence of a supportive legal environment for people
living with HIV, and the age of consent for marriage set at 18 years or older. However,
due to limitations in data, including the possible underreporting of stigma, as well as the
persistence of tacit discrimination, human rights abuses continue. The lowest scoring
indicators in Domain 1 show that the rights of people living with HIV are still being
violated with few able to access legal redress and women living with HIV continuing to
experience forced sterilization.
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4. Criminalization of key populations, including men who have sex with men, people who
inject drugs, sex workers and transgender people, violates rights and limits access to health
services, increasing vulnerability to negative SRHR and HIV outcomes, stigma,
discrimination, and violence.
o There is a punitive and restrictive legal environment for people who inject drugs, sex
workers and men who have sex with men. Selling or buying sex is illegal in 65% of
countries, 55% of countries have laws which criminalize the sexual activities of men who
have sex with men, and people who inject drugs are almost universally criminalized.
5. Given the centrality of the health workforce for improving the delivery of services and
hence health outcomes, increasing the number of skilled health workers is critical, although
integration can work to improve the efficiency of existing health workers.
o The number of skilled health workers – both physicians and nurses/midwives - is far below
the target, and only 8% of the index countries have achieved it.
6. Providing integrated SRHR and HIV services enables clients to receive as many quality
services as possible at the same time and in the same place, especially at the primary
healthcare level.
o 80% of countries have reported that ‘many’ SRH facilities provide integrated HIV testing
and counselling. Yet, the poor overall coverage of HIV testing and counselling sites
remains a challenge. Given the high coverage levels for contraception within primary
healthcare facilities, the family planning platform offers the opportunity to provide
additional HIV testing and counselling services, and vice versa, increasing overall access
to and delivery of integrated services.
7. Client access to and utilization of a full range of HIV and SRHR commodities is essential for
a successful SRHR and HIV linked response.
o While a majority of countries have reached an average of 91% of the ambitious target of
100% for no ART stock-outs, most countries have been less successful – though still
effective – in avoiding stock-outs for contraceptive commodities with an average of 71%.
o Condoms are currently the only effective multipurpose prevention technology that, when
used consistently and correctly, provide triple protection against HIV, other sexually
transmitted infections and unintended pregnancy. Most countries are only reaching half
of the set target of 90% condom use during the most recent sexual activity for adults with
multiple sexual partners.
8. Initiatives are now ongoing for dual elimination of mother-to-child transmission of HIV and
syphilis requiring integrated service delivery.
o Countries are 65% of the way toward achieving the global target of a vertical HIV
transmission rate less than 5% and are 54% of the way toward achieving the target of 95%
of pregnant women screened for syphilis at the first antenatal care visit. Implementation
of integrated SRHR and HIV services requires coordinated action at facility-level to provide
a total package of family planning, maternal, and newborn health, integrated with HIV
and other STIs.
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