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SRHR AND HIV LINKAGES: AN OVERVIEW
Background and Rationale
Sexual and reproductive health and rights (SRHR) and HIV are intimately linked. HIV is primarily
sexually transmitted or associated with pregnancy, birth and breastfeeding. Sexually transmitted
infections (STIs) such as gonorrhoea, herpes and syphilis can greatly increase the risk of HIV
acquisition and transmission two- or three-fold.i People living with HIV have specific SRHR needs,
including but not limited to the prevention of mother-to-child transmission of HIV which requires an
integrated service delivery response.ii Moreover, sexual and reproductive ill-health and HIV share
root causes, including economic inequality, limited access to appropriate information, gender
inequality, harmful cultural norms and social marginalisation of the most vulnerable populations.iii
There is international consensus around the need for effective linkages between the responses to
SRHR and HIV. This began with the International Conference on Population and Development in
1994. Since then there have been an increasing number of international statements and strategies
and commitments to supporting SRHR and HIV Linkages such as the Glion Call to Action on Family
Planning and HIV/AIDS in Women and Children (May 2004),iv the Maputo Plan of Action (2006),v the
UNGASS Declaration on HIV and AIDS (2011),vi and the 2016 Political Declaration on HIV and AIDS.vii
It is also agreed that improving the integration of SRHR and HIV services, strengthening health
systems and ensuring a linked legal and policy response will be critical for reaching the human rights,
gender quality, and health targets for the Sustainable Development Goals.viii
SRHR and HIV Linkages are bi-directional, with HIV services integrated into existing SRHR services
and vice versa with linked responses favourably impacting on both SRHR and HIV outcomes. When
SRHR and HIV-related policies, programmes and services are linked, this has the potential to lead to
a number of important public health, socio-economic, and individual benefits.ix For example:
 better HIV testing outcomes;x
 more consistent condom use;xi
 improved quality of care;xii
 better use of scarce human resources for health;xiii
 reduced HIV-related stigma and discrimination;xiv
 improved coverage, access to, and uptake of both SRHR and HIV services for at
risk/vulnerable and key populations, including people living with HIV.xv
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Linkages and integration have various definitions. The SRH and HIV Linkages Index uses the agreed
upon definitions of the Interagency Working Group on SRHR and HIV Linkagesxvi (see Box 1).
Box 1: Key definitions
Linkages refer to bi-directional synergies in policy, systems and services between SRHR and
HIV. It refers to a broader human rights-based approach, of which service integration is a
subset
Integration refers to the service delivery level and can be understood as joining operational
programmes to ensure effective outcomes through many modalities (multi-tasked providers,
referral, one-stop shop services under one roof, etc.)”
Source: IAWG on SRH and HIV Linkages (2016) SRHR and HIV Linkages: Navigating the work in
progress 2016

An important distinction in this terminology is that integration focuses on the service delivery level
and linkages is broader, also including health systems and the enabling environment (policy & legal)
level. The interactions between these levels and the potential benefits at the outcome and impact
levels have been articulated in the following Theory of Change.

Figure 1: Theory of Change for SRHR and HIV Linkagesxvii
4
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As this Theory of Change describes, a more enabling environment can lead to stronger health
systems which support SRHR and HIV integration and both can lead to more integrated delivery of
SRHR and HIV services. Both individually and together, these three domains lead to a number of
‘outcome level’ benefits including: reduced HIV-related stigma and discrimination; increased access
to utilisation of quality integrated HIV and SRHR services; reduced gender based violence; and
improved programme efficiency and value for money. Ultimately the impact of SRHR and HIV
Linkages, as a result of these benefits is improved health, human rights and quality of life.
From the Theory of Change it is clear that the three output level ‘domains’ form the basis of a full
SRHR and HIV linkages approach so what is included under each domain is important for the
measurement of SRHR and HIV linkages. Each of the three domains is outlined below:
Domain 1: An enabling environment for a linked SRHR and HIV response:
To make any gains in overcoming poor HIV and SRHR outcomes, the structural determinants of
gender inequality, stigma and discrimination and a restrictive legal environment need to be
addressed. It also requires linkages between national HIV and SRHR policies, strategies, guidelines
and operational plans, and funding. This includes:









Policies and strategies: Ensuring that SRHR and HIV strategies and policies are
interconnected to increase service provision and uptake.
Legal environment: Providing a supportive legal environment that does not enable stigma
and discrimination or impede access to health services. This includes laws and policies
related to: the criminalisation of HIV non-disclosure, exposure and transmission;
criminalization of identities/practices/behaviours associated with key populations; access to
SRHR and HIV services including counselling and testing, rights-based family planning;
gender-based violence; marriage, divorce and child custody, including, early and forced
marriage; women’s property and inheritance; female genital mutilation; and other punitive
laws and policies that affect human rights.
Stigma and discrimination: Overcoming stigma and discrimination, often faced by people
living with HIV and other key populations. Stigma is a harmful societal phenomenon often
described as a process of devaluation. In other words, if one is stigmatized one is
discredited, seen as a disgrace and/or perceived to have less value or worth in the eyes of
others. This leads to loss of status and discrimination.xviii Discrimination involves treating
someone in a different and unjust, unfair or prejudicial manner, often on the basis of their
belonging, or being perceived to belong, to a particular group. It is often viewed as the end
result of the process of stigmatization. In other words, when stigma is acted upon the result
is discrimination. xix Stigma and discrimination can hinder access to SRHR and HIV prevention,
treatment, care and support services for people living with HIV and key populations.xx
Agency and social justice: Supporting agency and social justice for people living with HIV is
fundamental to a linked approach to SRHR and HIV.xxi Of particular concern are the human
rights violations of women living with HIV included forced sterilization and abortionxxii and if
this takes places, the lack of empowerment of some women which may for example impede
seeking legal redress for this violation of their human rights.
Sexual and gender based violence: This is a key SRHR issue and is both a cause and
consequence of HIV. With intimate partner violence being shown to increase the risk of HIV
infection by around 50% in some settings.xxiii Violence, and the fear of violence, may deter
5
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people from seeking HIV testing, disclosing an HIV-positive status, and seeking other services
for their HIV and SRHR needs.xxiv
Domain 2: Health systems that support SRHR and HIV integration:
Weak health systems are responsible for many of the gaps that impede the full enjoyment of the
right to health, including SRHR and HIV. Linking SRHR and HIV requires bringing together related
health systems for more comprehensive service delivery. This can be done through a health systems
strengthening approach and includes a focus on:







Coordination mechanisms – for SRHR and HIV joint planning, management, financing and
administration of linked advocacy and policies, and integrated services. This includes
strengthening partnerships that include civil society organisations and networks of people
living with HIV and key populations.
Human resources and capacity building – joint SRHR and HIV capacity building, including inservice training, of health providers and teachers; increase knowledge, skills and
understanding of how to eliminate stigma and discrimination and gender inequality
Procurement and supply chain management – preferably combined logistics and supplies
systems for ensuring SRHR and HIV commodities security.
Health information systems – strong and robust health statistics and data systems that
enable the collection of client and service related data to measure integrated SRHR and HIV
service provision.

Domain 3: Integrated services to increase access to and utilisation of SRHR and HIV services:
The provision of 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. It can
reduce missed opportunities for accessing health services – particularly among people living with
HIV and key populations
There is no one way of providing integrated SRHR and HIV services and determining the optimal
model depends on many factors including the level of the health system, the current services
provided, the services that are planned to be integrated, and the clients to be served. This could be
one provider delivering all SRHR and HIV services or different providers providing different services
in the same building or in the same facility. However, the success of many integrated SRHR and HIV
services rests on the quality and effectiveness of referrals.xxv
Key areas that are part of integrated service delivery include:
 Service provision: Ensuring that integrated SRHR and HIV services are available. This could be
through a variety of different models, such as:
o A one stop shop: this is one provider providing integrated SRHR and HIV services in
one room
o A supermarket model: This is providers providing integrated SRHR and HIV services
in the same building
o A mall model: This is providers providing integrated SRHR and HIV services in
different buildings but all part of the same facility. This will be a well-coordinated
one stop centre and will require a strong referral system.
 Service uptake: Do clients receive integrated services? It may appear unnecessary to
measure service uptake if a facility is able to provide integrated services. However, the
6
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Integra Initiative found that the ability of a facility to provide integrated services did not
necessarily mean that clients would receive integrated care.xxvi Therefore, when measuring
integration it is important to measure whether clients actually receive integrated care rather
than just the availability of integrated services. Part of this is measuring whether SRHR and
HIV Linkages is reducing unmet need of HIV and SRH-related services as an integrated
service delivery platform should reduce ‘missed opportunities’ for the provision of
contraceptives and ARVs or HIV testing for example.
Service access for key populations: Key populations – such as sex workers, men who have
sex with men and people who inject drugs – are at higher risk of HIV transmission and due to
being criminalised, frequently do not have access to key SRHR and HIV services. Integrated
service delivery can increase access to SRHR and HIV services for key populations, especially
due to reduced missed opportunities and lower levels of health provider stigma.
Dual/Triple protection: Male and female 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.xxvii

Summary:
Sexual and reproductive health and rights (SRHR) and HIV are intimately linked and there is
international consensus around the need for effective linkages between the responses to SRHR and
HIV. SRHR and HIV Linkages are bi-directional, with HIV services integrated into existing SRHR
services and vice versa with linked responses favourably impacting on both SRHR and HIV outcomes.
When SRHR and HIV-related policies, programmes and services are linked, this has the potential to
lead to several important public health, socio-economic, and individual benefits.
A Theory of Change outlines the key elements of an SRHR and HIV Linkages approach and the
interactions between them at the output, outcome and impact levels. The basis of this theory of
change is three domains: a more enabling environment for a linked SRHR and HIV response; stronger
health systems that support SRHR and HIV integration; and more integrated delivery of SRHR and
HIV services. These domains are made up of a number of components which together form the full
scope of an SRHR and HIV Linkages approach.
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MEASURING SRHR AND HIV LINKAGES:
INDEX PURPOSE AND CONTEXT
What is the SRHR and HIV Linkages Index?
SRHR and HIV linkages is a multifaceted, multidimensional area which is difficult to observe directly
and thus difficult to capture in any single indicator. Therefore, the SRHR and HIV Linkages Index has
been developed to:








Track progress: Provide a measure of how well a country is doing at linking SRHR and HIV –
something which until now has not been able to be captured in a single score. The Index is
constructed as a ‘goal based’ index with each indicator being linked to targets which are
reflected in the overall score. In subsequent years, progress over time will be able to be tracked.
Increase understanding: The Index summarises the complex and multidimensional nature of
SRHR and HIV Linkages in domains and will make SRHR and HIV Linkages to understand.
Support advocacy: The Index is a useful advocacy tool for the progress towards SRHR and HIV
linkages amongst policymakers, governments, academics and researchers.
Deepen knowledge: Provide new information which helps deepen understanding of the drivers
and effects of SRHR and HIV linkages. It will facilitate discussion and comparisons based on the
“big picture” instead of on many separate indicators.
Highlight areas where data are lacking: Clear reporting of data gaps in the index, especially for
certain indicators, will support advocacy for better data collection in this area.

As highlighted in the previous section, the concept of SRHR and HIV Linkages is built around three
domains: enabling environment; health systems; and integrated service delivery. The SRHR and HIV
Linkages Index is constructed from 30 indicators across these three domains as captured in figure 2.

SRHR and HIV LINKAGES
INTEGRATION

ENABLING
ENVIRONMENT

HEALTH
SYSTEMS

INTEGRATED
SERVICES

Enabling environment for a
linked SRHR and HIV response

Health systems which
support SRHR and HIV
integration

Integrated SRHR and HIV
service provision and
utilisation

FIGURE 2: A CONCEPTUAL OVERVIEW OF THE THREE INDEX DOMAINS
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During the process to develop the SRHR and HIV Linkages Index, each of the domains were broken
down into sub-domains to ensure indicators are included on the full scope of SRHR and HIV Linkages
(see table 1). These sub-domains – which were developed and agreed upon by the Expert Panel –
were taken from previous work on SRHR and HIV Linkages, which is highlighted in the next section.
Domain
Enabling environment for a linked SRHR and
HIV response

Sub-Domain
 Strategy and policy
 Legal
 Stigma and discrimination
 Gender based violence and coercion
 Agency and social justice
Health systems which support SRHR and HIV
 Human resources
integration
 Commodity stock-outs
 M&E/Health information System
 Health service coverage
Integrated SRHR and HIV service provision and  Service provision
utilisation
 Service uptake
 Unmet need
 Key population access to SRHR and HIV
services
 Dual/Triple protection
Table 1: Domains and sub-domains of the SRHR and HIV Linkages Index

Measuring SRHR and HIV Linkages – a brief history
The development of the SRHR and HIV Linkages Index is the culmination of lessons learned and
experience gained in developing and implementing several different tools to measure SRHR and HIV
Linkages at the national level. These tools were developed under the auspices of the IAWG on SRHR
and HIV Linkagesxxviii and were as follows:
Rapid Assessment Tool for SRHR and HIV Linkagesxxix
In 2007 the process started to develop a Rapid Assessment Tool for Sexual and Reproductive Health
and HIV Linkages (Rapid Assessment Tool) to assess bi-directional linkages between SRHR and HIV at
the policy, systems and service delivery levels, identify gaps, and contribute to the development of
country-specific action plans. The Rapid Assessment Tool is based on a set of principles that are
critical to SRHR and HIV Linkages and include: addressing structural determinants; focusing on
human rights and gender; promoting a coordinated and coherent healthcare response; meaningfully
involving people living with HIV; fostering community participation; reducing stigma and
discrimination; and recognising the centrality of sexuality. The Rapid Assessment Tool assessed SRHR
and HIV Linkages at the three levels highlighted above (enabling environment; health systems; and
integrated service delivery). The Rapid Assessment Tool has been completed in 46 countries and has
generated information that has helped countries evaluate progress on SRHR and HIV linkages and
guide priority-setting.xxx However, given the size of the tool and the cost of data collection, it has
been implemented just once per country with no country deciding to conduct it again.
In 2013 a review of the Rapid Assessment Tool country reports from the first 20 countries to
complete the tool was conducted and this showed that there were a smaller sub-set of questions
which provided the most useful and needed data. The results of this scoping exercise were reviewed
by an Indicator Review Panel in December 2013xxxi and it was agreed by the panel that there is a
9
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need for a shortened tool that can routinely and effectively summarise SRHR and HIV Linkages at the
policy, systems and service delivery levels without imposing a large reporting burden.
SRH and HIV Linkages Compendium: Indicators and Related Assessment Tools: xxxii
In 2012, a Steering Group of SRHR and HIV linkages and M&E experts, which included country,
donor, UN agency and civil society representatives, began a process to identify and assess existing
indicators and tools, and provide recommendations for a compendium of indicators that can be used
to measure SRHR and HIV integration and linkages at policy, systems and service delivery levels as
well as at output, outcome and impact levels. The results of this process were published in the 2014
SRH and HIV Linkages Compendium: Indicators and Related Assessment Tools with the indicators
presented around a Theory of Change (see figure 1 above). However, whilst this package of
indicators was useful as guidance for country programmes that were looking to strengthen different
elements of monitoring SRHR and HIV Linkages, its purpose was to provide a list of available
indicators and not assess progress as it did not collect and analyse data. The compendium was used
as a reference in identifying the indictors considered in the construction of the Index.
HIV and SRHR Linkages Infographic Snapshots:xxxiii
To address some of the gaps highlighted above, IPPF, UNFPA, WHO, UNAIDS and USAID – under the
auspices of the IAWG on SRH and HIV Linkages developed an Infographic Snapshot to graphically
show the current progress and gaps at the enabling environment, health systems and integrated
service delivery levels. These country snapshots – prepared for 25+ countries – use over 160 data
points to provide an overview of national level data for the full scope of HIV and SRHR linkages. By
highlighting results, areas that need strengthening, and data gaps, each infographic snapshot can be
used for determining priorities, programme planning and resource mobilisation. However, given the
large number of data points, whilst the infographic snapshots provide a useful overview, it is hard to
gauge the progress of the overall SRHR and HIV Linkages response or to measure progress over time.
The need for an SRHR and HIV Linkages Index
The Rapid Assessment Tool, SRH and HIV Linkages Compendium and Infographic Snapshots all
sought to measure the complex concept of SRHR and HIV Linkages. However, no one tool had a
single indicator that sufficiently captured the complex nature of SRHR and HIV linkages in order to
measure country progress on linking their SRHR and HIV responses. There were requests from
organisations and groups developing data dashboards for other purposes, for example Family
Planning 2020xxxiv, for a single indicator that could represent SRHR and HIV linkages/integration. This
was not possible through the current tools so another solution was needed. This led to the
development of the SRHR and HIV Linkages Index.

Summary
SRHR and HIV linkages is a multifaceted, multidimensional area which is difficult to observe directly.
Previous tools developed to measure SRHR and HIV linkages did so through the collection of a large
amount of data but it was not possible to gauge progress or provide a single indicator that captured
the full scope of SRHR and HIV linkages. To fill this gap, the SRHR and HIV Linkages Index has been
developed.
The Index is constructed from 30 indicators across three domains: Enabling Environment, Health
Systems and Integrated Service Delivery. The goals of the Index are to: track progress of how well a
country is doing at linking SRHR and HIV; increase understanding of SRHR and HIV Linkages; support
advocacy for improved linkages; deepen knowledge on the drivers and effects of SRHR and HIV
linkages; and highlight data gaps which need to be filled.
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Overview
The purpose of a composite index is to summarise and aggregate a series of indicators into a single
composite score. Each of these indicators will capture some part of the underlying variable. There is
nothing special per se about a composite index, and if the underlying variable could be captured
with a simple indicator, there would be no need to needlessly add other indicators. In principle, a
composite index should be as simple as possible, with as few indicators as possible. However, if the
underlying variable that the index seeks to capture is complicated, more indicators will be needed.
The methodology for the construction of an index should be robust and the OECD’s handbook on
constructing composite indicatorsxxxv provides a useful outline of 10 steps that should be followed,
which is summarised in table 2:
TABLE 2: OECD CHECKLIST FOR COMPOSITE INDEX CONSTRUCTION
#

STEP

PURPOSE

1

Theoretical Framework

Get a clear understanding of the multidimensional phenomenon that the index
seeks to measure

2

Selecting Data/Indicators

Create a list of preferred indicators that fit into the theoretical framework, then
compare with data that are actually available

3

Imputation of Missing Data

Create a complete dataset, estimate missing values, examine extent of missing
data

4

Multivariate Analysis

Check the structure of the data, compare with theoretical framework

5

Normalisation

Renders the indicators comparable, allows for the index to be constructed

6

Weighting and Aggregation

Fit the indicators to the theoretical framework to give the best possible
composite score

7

Uncertainty and Sensitivity Analysis

Check the index for uniqueness, robustness, assess the importance of the
weights

8

Back to the Data

Sanity check on the final index results, assess outliers, understand score
composition

9

Links to Other Indicators

Correlate the index against other indices and indicators, further check the
conceptual validity of the index

10

Visualisation of the Results

Communicate and disseminate index results, present the composite index in
the clearest and most accurate manner possible

The development of the SRHR and HIV Linkages Index followed the above process and throughout,
the developers – the Institute for Economics and Peace – have been mindful of the pitfalls in
composite index construction. A composite index must be both conceptually and statistically sound
to be a valid measure and a useful policy tool. The usefulness of a composite index is reduced if the
11
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index is not conceptually sound (it does not actually measure what it claims to measure), or if it is
interpreted in an overly simplistic way (usually by focusing on comparing rankings at the national
level, rather than looking at trends). The validity of an index is compromised when it is not
constructed in a transparent fashion, and if issues related to the data (availability, weightings,
imputation etc.) are not fully addressed.
It is recognised that, even whilst it is important to minimize the normative elements of composite
index construction, it is impossible to construct an index in a purely objective, statistical manner.
There are multiple methods for selecting indicators, setting weights, cut-offs, and banding
mechanisms, choosing domains, and so on. Whilst choosing between these different methods is not
arbitrary, it can never be a purely statistical endeavour.
This section explains the process undertaken to develop the SRHR and HIV Linkages Index focusing
on the domain selection, choice of indicators, weights, indicator cut-offs and imputation method.
This section also provides an overview of each of the 30 indicators, including data availability and the
rationale for why it is included within the final index.

Developing the SRHR and HIV Linkages Index
The process to develop the Index started in September 2014 and was initiated by UNFPA, WHO and
IPPF. The Institute for Economics and Peace were commissioned to lead the statistical development
of the Index and an expert panel was put together with people and organisations who are
experienced in the field of SRHR and HIV Linkages. The final Expert Panel consisted of programme
and M&E experts from governments (Government of Zimbabwe), global donors (USAID and the
Global Fund to Fight AIDS, TB and Malaria), UN Agencies (UNFPA, WHO, UNAIDS), civil society
organisations (IPPF, FHI360, Population Council, ICAP) and networks of people living with HIV (ICW,
GNP+).
The Expert Panel first agreed on the domains. Given the three-tiered approach used by both the
Rapid Assessment Tool and SRH and HIV Linkages Compendium, as well as many guidance
documents and review papersxxxvi it was a straightforward and logical decision to keep the same
three domains of enabling environment, health systems, and integrated service delivery. Next each
domain was split into key sub-domains, again following the way SRHR and HIV linkages had been
conceptually outlined in the literature. Then indicators were suggested for each domain and a
review of data availability was conducted for each of the suggested indicators. Following this review,
the committee made decisions on the indicators to include and any that had no data were dropped
as they could not be practically used within the index.
For some of the sub-domains no indicators or data were found. The three particularly problematic
sub-domains were ‘strategy and policy’ under enabling environment, and ‘commodity stockouts’,
‘M&E/health information system’ and ‘health service coverage’ under the health systems domain.
To fill the gap in the strategy and policy sub-domain it was decided that a new dataset needed to be
created through the coding of existing HIV and SRHR strategies to assess the level of integration. To
fill the gaps in the health systems domain, more research was done on the indicators and datasets
that existed, particularly through organisations that worked in these areas including WHO, UNFPA,
UNAIDS and the Global Fund to Fight AIDS, Tuberculosis and Malaria (Global Fund). Eventually
suitable indicators – where data were available – were identified for each of these sub-domains.
Data were generally collected directly from open web-based sources such as the UNAIDS AIDSInfo
12
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Online Database,xxxvii DHS Stat Compilerxxxviii and the WHO Global Health Observatory Data
Repository.xxxix Where data was not available online, it was coded from reports or provided directly
from UN Agencies such as UNAIDS, WHO and UNFPA. Box 2 below provides a list of data sources.
The data used were any data available between 20081 and 30 April 2016. This meant that the
majority of the data were for 2014 or earlier as 2015 data were not yet available by this cut-off. For
more information about the indicators selected, and the data sources, see the Indicators section
below.
Box 2: HIV and SRHR Linkages Index 2016 Data Sources
 Deutsche AIDS-Hilfe: Quick Reference Guide Entry and residence regulations for people
living with HIV, 2013
http://www.hivtravel.org/Web/WebContentEATG/File/Quick%20Ref/2012_2013_DAH_Q
uick_Reference_Guide_EN.pdf
 DHS Stat Compiler - http://www.statcompiler.com/en/
 GNP+ Global Criminalisation Scan - http://criminalisation.gnpplus.net/alphabetical
 ILGA, The Lesbian, Gay and Bisexual Map of World Laws http://old.ilga.org/Statehomophobia/ILGA_WorldMap_2015_ENG.pdf
 IPPF & UNFPA HIV and SRHR policies dataset (created for the Index)
 International Harm Reduction Association, The Death Penalty for Drug Offences: Global
Overview 2015
http://www.ihra.net/files/2015/10/07/DeathPenaltyDrugs_Report_2015.pdf
 People living with HIV Stigma Index country reports – www.stigmaindex.org
 UNAIDS AIDSInfo Online Database http://www.aidsinfoonline.org/devinfo/libraries/aspx/Home.aspx
 UNFPA Global Programme to Enhance Reproductive Health Commodity Security (GPRHCS)
2014 (data received directly from UNFPA)
 United Nations, Department of Economic and Social Affairs, Population Division. Modelbased estimates and projections of family planning indicators 2014
 United Nations Statistics database http://data.un.org/Data.aspx?d=GenderStat&f=inID:19
 WHO Global Health Observatory Data Repository http://apps.who.int/gho/data/node.home
 WHO Global Status Report on Violence Prevention, 2014 http://www.who.int/violence_injury_prevention/violence/status_report/2014/en/
 World Bank Statistical Capacity Indicator dashboard http://datatopics.worldbank.org/statisticalcapacity/SCIdashboard.aspx
 Data for 3 indicators were received directly from WHO and UNAIDS
For a full list of data sources by indicator see Table 6 and the indicator section below.

Country selection
The selection of countries to be included in the SRHR and HIV Linkages Index was made by the
Expert Panel in December 2014 and used the following criteria:

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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1. Had completed the Rapid Assessment Tool for SRH and HIV Linkages: If a country had a preexisting interest in SRHR and HIV Linkages then they were included in the Index, primarily as
the goal of the index is to track progress towards improved SRHR and HIV Linkages. This was
measured by whether a country had completed the Rapid Assessment Tool for SRH and HIV
Linkages. 46 countries have completed the tool.xl
2. Were a priority country for PEPFAR and the Global Fund: The priority countries for two of the
largest global donors – PEPFAR and the Global Fund – were included as this was a good
opportunity to strengthen integration of SRHR and HIV programmes. 30 priority countries
for PEPFAR and 19 high impact countries of the Global Fund and were included. Also 13
countries that had ongoing work around SRHR and HIV linkages through inclusion in a Global
Fund and UNFPA Memorandum of Understanding were included.
There was a significant overlap in the countries listed above and this led to a final list of 60 countries
being included in the Index.

Index Validation Process
Once the basic index had been constructed the validation process began. This began with
presentations to several external groups such as:
 Interagency Working Group on SRH and HIV Linkages Annual Meeting in March 2015
 UNFPA Technical Division and Data for Development Division – March/April 2015
 UNAIDS MERG Indicator Working Group – May 2015
Overall feedback was positive, but the main concerns were that there were potentially too many
indicators and too much data were missing. The expert panel discussed the feedback received and
then commissioned a technical background paper to help guide key decisions about finalising the
Index, in particular to make decisions about weights, indicator cut-offs and imputation. A correlation
analysis was also conducted as part of this process in order to assess whether there was any
duplication in the indicators selected in the index. Efforts were also redoubled to locate data for the
different indicators in the Index with positive results with the amount of data being available for the
index rising from 63% to 81.7%. The technical paper was presented at a face-to-face meeting of the
Expert Panel in Geneva in November 2015 and the remaining key decisions on the Index
construction around weights, indicator cut-offs, imputation, and indicator selection were made.
These are outlined below. Once the Index was updated, the data were fully checked. Only data
available up to and including the end of April 2016 are included in the 2016 edition of the Index. A
data sheet of the data available in the 2016 Index is available in the separate document, “SRHR and
HIV Linkages Index 2016: Full dataset.”
Once the data were fully checked by IPPF against the globally reported and validated data, the data
were analysed with support from the Global Fund to Fight AIDS, TB and Malaria and then the
findings and recommendations were written up and circulated amongst the expert panel for review
along with the methodology document. The final SRHR and HIV Linkages Index was formally
approved by WHO and IPPF in March 2017. For further details on how the Index will be promoted,
including to the countries included in the Index, as well a discussion on plans for the next reiteration
of the Index when new data becomes available please see the Next Steps section towards the end of
this document.
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Index construction
Weights
Summary:
Each indicator in the SRHR and HIV Linkages Index is equally weighted, with no additional weighting
at the domain level. It is noted that as the number of indicators in each domain is not the same,
domains with a greater number of indicators comprise a larger proportion of the final score.
Explanation:
Weights for a composite index like the SRHR and HIV Linkages Index can be set in a number of ways.
Most approaches fall under two broad categories:
1. Setting the weights with statistical techniques
2. Setting the weights using a normative process involving expert assessment
The methods used in the first category assess which indicators explain the greatest amount of
variance in the data, but cannot be used to make an assessment of an indicator’s qualitative,
theoretical importance. Conversely, the methods in the second category explicitly attempt to assess
the indicators based on their importance to the theory used in constructing the index, but may not
take into account which indicators explain the most variance.
Given the variety of indicator types used in constructing the SRHR and HIV Linkages Index, coupled
with the high number of missing data points, using a statistical technique (for example, principal
components analysis) would likely have produced strange or uninterpretable results. This meant that
some kind of normative process of expert assessment was the only option for setting the weights for
the index.
The initial method used to set the weights for the index was based on an Analytical Hierarchy
Process (AHP). An AHP is conducted by having experts conduct a series of pairwise assessments for
each pair of indicators in the domain or index (for example, is indicator A more important than B? Is
B more important than C? Is A more important than C?). For the SRHR and HIV Linkages Index, this
exercise was first conducted within the domains (only comparing indicators with other indicators in
the same domain, repeated for each of the three domains) and then repeated for the domains as a
whole.
During the process members of the Expert Panel decided that the process was too complicated and
involved making too many assessments for which there was not sufficient available information.
There was also the issue of experts from one domain trying to make comparisons between
indicators outside of their areas of expertise. Following further deliberations, it was decided by the
Expert Panel that each of the indicators should be equally weighted, with no additional weighting at
the domain level. This meant that the domains with a greater number of indicators would
automatically comprise a greater part of the final score. Interestingly, these weights were very close
to the weights derived from the AHP, demonstrating a general consensus on the relative importance
of each domain.

Testing robustness
Summary:
When the robustness of the index was tested it was found that the Index was robust as the choice of
weights did not have an abnormal impact on the index results.
Explanation:
To test the robustness of the index, multiple versions were created using different domain weights,
with each domain allowed to take a weight of 1 to 5. With three domains and five possible weight
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settings, there are 125 possible final indices, and 15,625 possible index pairings. All these index
pairings were correlated with the results plotted on a chart (see figure 3 below). The vast majority of
index combinations correlated at higher than 0.8 (for both the Pearson and Spearman correlation
coefficients, which measure score and rank correlations respectively), suggesting that choice of
weights did not have an abnormal impact on the index results. The index combinations that didn’t
correlate were those where domain 1 was dominant, correlated against those where domain 3 were
dominant (for example, the weights scheme of 5:1:1 vs 1:1:5).
FIGURE 3: DENSITY OF CORRELATION COEFFICIENTS ACROSS 125 INDEX WEIGHTING VARIATIONS

Cut-offs
Summary:
The Index uses a goal-based scoring system rather than a relative or absolute one. Therefore, most
indicators in the SRHR and HIV Linkages Index have cut-offs based on an explicit target found in a
global strategy or research. For example the target for HIV treatment coverage is 90% so if a country
scores 90% or above, it receives a maximum score for this indicator. Where the indicator uses a
qualitative or partially qualitative scoring system, the maximum of the scale was set as the upper
cut-off. If there were no explicit target or scale maximum, the upper and lower bounds were set
based upon discussion and agreement of the expert panel. As the scoring system is goal-based it
means that over time, the SRHR and HIV Linkages Index can act as an aspirational tool and be used
to track progress towards a fully linked SRHR and HIV response.
Explanation:
Each indicator in the SRHR and HIV Linkages Index is normalized between 0 and 100. The cutoffs
(also known as bands) for an indicator determine what values the data will be normalized between,
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with the low cutoff receiving a score of 0 (indicating the worst possible score) and the high cutoff
receiving a score of 1 (the best possible score).
In constructing an Index there are three standard methods for normalising the scores:
i.
A Relative scoring method (also known as min-max) is the best comparison of the
differences between countries, as it gives the country with the best score for each indicator
the maximum score of 10. For example, if the highest number of skilled health professionals
per 1,000 people that any of the countries in the index was 4, the country with that score
would get an indicator score of 10, even though it is possible and desirable to have more
than 4 doctors per 1,000 people. Sometimes this min-max banding system is modified to
remove outliers (usually when there is a value more than three standard deviations from the
mean), or to make the indicator a ‘ratio’ indicator, meaning that the minimum value is zero.
Using a min-max banding system to set the cut-offs for a composite index means that the
final score should be interpreted as a relative measure of performance between countries. A
perfect score of one would mean that a country had the best score on every indicator, with a
score of zero meaning that a country had the worst relative score on every indicator.
However, this scoring system imparts no information about how close a country is to a
target, goal, or theoretical upper bound. Therefore, while the min-max banding system is the
easiest to interpret, it is only appropriate if the purpose of the index is to measure relative
country performance.
ii.
An absolute scoring method uses (where possible) the theoretical maxes for each indicator
to set the scoring bands, and is thus the best measure of how good a country's SRH-HIV
linkages are compared to a perfect system. For example, the only way a country would get
the best possible score on the proportion of pregnant women living with HIV receiving ARV’s
would be for every single one (100%) to be on treatment. This method is particularly useful
for comparing countries progress over time but a full score for many indicators is either
effectively unobtainable, as per the example above, or is not possible to set, for example
with the number of skilled health professionals per 1,000 people.
iii.
A goal-based scoring method is a combination of the above two approaches. It allows an
expert panel to manually set the scoring bands for each indicator, in order to give the Index
the best possible balance of relative and absolute qualities. Therefore, indicator targets can
be taken into account. For example, the target for the proportion of pregnant women living
with HIV receiving ARV’s has been set by UNAIDS and partners as 95% by 2018. There can be
problems using this type of system in setting the goals, but if these can be overcome, this
method allows the index to be useful for comparing country performance, and also as an
aspirational, goal setting tool to give countries something to strive towards.
For most composite indices, the data are normalized using the relative scoring method. However,
after discussions with the expert panel over several months, it was decided that a min-max scoring
system would not be suitable for the SRHR and HIV Linkages Index as it would place too much
emphasis on the difference between countries, in particular the final ranks and did not allow for
progress towards targets to be measured. Therefore, it was decided that it would be more
appropriate to use a goal based scoring system, in which each of the indicator cut-offs was tied to a
specific target or performance goal.
Whilst there are several problems in producing cut-offs for a goal-based index, it makes the final
indicator score easy to interpret and arguably more useful. A country with a score of 5 out of 10 on a
goal based index is halfway towards having the optimum SRHR-HIV linkages environment, while a
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country with a score of 1 out of 10 is only 10% of the way towards achieving this target. It also
means that individual indicator and domain scores can be interpreted in a similar manner, making
comparisons between domains and indicators easier to understand for practitioners and policy
makers.
Where possible, all indicators in the SRHR and HIV Linkages Index have cut-offs based on an explicit
target found in a global strategy or research. Where the indicator uses a qualitative or partially
qualitative scoring system, the maximum of the scale was set as the upper cut-off. If there was no
explicit target or scale maximum, the upper and lower bounds were set based upon discussion and
agreement of the expert panel. For most of the indicators where no maximum target existed, the
series maximum is used. This is defined as the maximum value in the dataset with the outliers
removed if they were more than three times above or below the standard deviation of the dataset.
The sterilization indicator has a maximum target of 0% following the decision of the expert panel
(the rationale for this is expanded further in the Indicator section below). A list of the sources for all
the cut-offs are listed in table 3 below.
TABLE 3: SOURCE OF INDICATOR CUTOFFS
Indicator (short title)2

Target source

HIV strategy: Level of SRHR
linkages
SRHR strategy: Level of HIV
linkages
SRHR and HIV integration
strategy
Legal environment for
people living with HIV
Legal environment for key
populations
Age of consent for marriage

Stigma hindering access to
SRH services for people
living with HIV

General population with
discriminatory attitudes to
HIV

Intimate partner violence
Sexual violence programmes
and laws

Forced sterilization among
women living with HIV

Min

Max

Scale Maximum

0

11

Scale Maximum

0

11

Scale Maximum

0

1

Scale Maximum

0

3

Scale Maximum

0

4

Convention on the rights of the child and the Convention on
the Elimination of Discrimination against Women
Minimum: UNAIDS Zero Discrimination Target: UNAIDS 20162021 strategy (page 9)
Maximum: Series maximum (based on expert panel
discussion – see above)
Minimum: UNAIDS Zero Discrimination Target: UNAIDS 20162021 strategy (page 9)
Maximum: Series maximum (based on expert panel
discussion – see above)
Minimum: UNAIDS: UNAIDS 2016-2021 strategy (page 61)
Maximum: Series maximum (based on expert panel
discussion – see above)
Scale Maximum

<18

18

0%

37.4%

0%

71.1%

0%

44.4%

0

15

Minimum: UNAIDS Zero Discrimination Target: UNAIDS
2016-2021 strategy (page 9)
Maximum: 0% (based on expert panel discussion – see
above)

0%

0%

0%

100%

People living with HIV
seeking redress

2

The full indicator titles and descriptions are available below from page 25 onwards.

18

SRHR AND HIV LINKAGES INDEX

METHODOLOGY

Maximum: Commitment 9: Fast Track Commitments to end
AIDS by 2030
Skilled health professionals
Health facilities with no
stockouts in RH
commodities
Health facilities with no
stockouts in HIV
commodities
Statistical capacity: National
surveys
Statistical capacity: Facilitybased data collection
Coverage of facilities
providing HIV testing and
counselling
Coverage of facilities
providing contraceptives
Integrated HIV and SRHR
services
Knowledge of HIV status
among pregnant women
Screening for syphilis among
pregnant women
Pregnant women living with
HIV receiving ARVs

Mother-to-child
transmission of HIV

Met need for contraception

Met need for ART
Access to services: Sex
workers
Access to services: Men who
have sex with men
Access to services: People
who inject drugs
Condom use: Multiple
sexual partners

Global Health Workforce Alliance & WHO: A Universal Truth:
No Health Without a Workforce (Page 29)
UNFPA: Global Programme to Enhance Reproductive Health
Commodity Security Target: Annual report 2014 (page 39)

0

5.94

0%

60%

0%

100%

Scale Maximum

0

2

Scale Maximum

0

3

Maximum: Series maximum (based on expert panel
discussion – see above)

0

40.9

UNFPA: Global Programme to Enhance Reproductive Health
Commodity Security Target: Annual report 2014 (page 28)
Scale Maximum

0%

85%

0

2

WHO: Criteria and processes for validation of EMTCT of HIV
and syphilis (page 2)
WHO: Criteria and processes for validation of EMTCT of HIV
and syphilis (page 2)
UNAIDS – Start Free, Stay Free, AIDS Free (page 2)

0%

95%

0%

95%

0%

95%

Maximum: Prevention of mother to child HIV transmission in
resource limited settings literature review
Minimum: WHO: Criteria and processes for validation of
EMTCT of HIV and syphilis (page 2)
Sustainable Development Goals target 3.7 (Proposed
benchmark) ]
UNAIDS 90-90-90 Targets – UNAIDS 2016-2021 strategy
(page 8)
UNAIDS Fast-Tracking Combination Prevention Targets:
UNAIDS 2016-2021 strategy (page 57)
UNAIDS Fast-Tracking Combination Prevention Targets:
UNAIDS 2016-2021 strategy (page 57)
UNAIDS Fast-Tracking Combination Prevention Targets:
UNAIDS 2016-2021 strategy (page 57)
2016 Fast-track commitments to end AIDS by 2030 (page 2)

5%

45%

0%

75%

0%

81%

0%

90%

0%

90%

0%

90%

0%

90%

WHO et al: Harmonized monitoring and evaluation indicators
for procurement and supply management systems (page 30)

Note: The target which receives the maximum score once the data are normalised is underlined.

Imputation
Summary:
When data were unavailable, values were imputed using a nearest-neighbour methodology. No
composite score is calculated for countries with less than 65% of the data as it was determined by
the expert panel that the margin of error for the score was too high. Setting the cut-off at this level
reduced the number of countries that an overall score is provided for from 60 to 58 and ensured
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confidence in the single composite score. Additionally, the same cut-off criteria were applied to
scores for each individual domain.
Explanation:
One of the major problems faced in constructing the SRHR and HIV Linkages Index was missing data.
Initial drafts of the index had data availability of 63%. Every effort was made to find indicators with
the best data availability and following an extensive search for better data sources led to data
availability being increased to 81.7%. The main ways the data availability was increased were:
 Selecting a different indicator from the original indicator considered – For example, the
health information systems indicator “Completeness of reporting by health facilities” only
had data for 5% of countries. Given the paucity of data, new indicators drawn from the
World Bank Statistical Capacity Index, which had data for 97% of countries, were selected for
inclusion on the Index instead.
 Using additional and alternative data sources to compliment the originally selected data sets
– For example, the DHS stat compiler was used for find data for indicators on intimate
partner violence and the general population with discriminatory attitudes to HIV. Alternative
reliable sources that had greater data coverage were also used for many of the legal
environment indicators.
 During the internal review process, 2015 data were included or used to replace the 2014
data as the initial Index was constructed in early 2015 using data available in 2014.
Many of the indicators have data for every, or almost every country, but eight of the more
specialized indicators have data for less than half of the countries. Given the specialized and specific
nature of the index, more general indicators with better data coverage were not available. For
example, for the stigma and discrimination, gender based violence and agency and social justice subdomains there are only a handful of indicators available that directly measure these areas so they
could not be excluded from the index. As previously mentioned the data used were any data
available between 20083 and 30 April 2016. Table 4 shows the data availability per indicator.
The initial drafts of the index did not impute missing data points, but rather only calculated the index
for each country over the range of available data. This meant that some countries had a score
calculated on fewer than half the indicators. Whilst this was appropriate for developing and testing a
draft index, it was not possible to proceed with this approach, as having differing number of
indicators effectively changes the weights for the indicators, makes comparisons between countries
impossible, and gives a misleading snapshot of how close a country is to achieving full SRHR and HIV
linkages.
The problem of missing data can be dealt with in three ways: (i) by deleting or changing indicators;
(ii) removing countries; and (iii) imputing data. After extensive expert review, it was felt that the
number of indicators could not be reduced below the thirty outlined in this report, given the
difficulty of directly measuring and assessing a concept as broad as SRHR and HIV linkages and the
desire to include indicators for each of the sub-domains identified by the expert panel.
Country data availability ranged from 32.2% to 100% with a median of 81.7%. In order to exclude
countries with insufficient data, the index introduced a cut-off function, such that countries with less
than 65% of index data points would not be given a composite overall score or domain scores.
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.
3

20

SRHR AND HIV LINKAGES INDEX

METHODOLOGY

Setting the cut-off at this level reduces the number of countries from 60 to 58. Even with this cut-off
function introduced, many countries still had to have several data points imputed. Imputing a large
number of data points is not ideal, as it means that the estimates themselves are likely to be less
accurate. To try and diminish this problem, the index reports not only an estimated final score, but
also two scoring ranges for each country:
i)
a maximum possible range, which shows the potential range of scores for a country
assuming all missing data takes either the minimum or maximum score; and
ii)
a ‘confident range’ which shows a scoring range with a minimum one standard deviation
below the imputed score, and the maximum score one standard deviation above.
In addition, countries are not ranked sequentially from highest to lowest in the index but instead the
results are displayed in 10% bands. Also the SRHR and HIV Linkages map visualisation does not show
any imputed data, and instead clearly shows ‘no data’ for any imputed values. The imputed values
are only be used to calculate the overall index score. Even though this level of data imputation is not
ideal, it allows for the index score to be calculated to show how close a country is to achieving the
goal of SRHR and HIV linkages whilst clearly highlighting where data are unavailable. This should help
serve as an advocacy tool to ensure there is improved data collection on the SRHR and HIV Linkages
indicators in future years. Table 5 shows the level of data coverage for each country in the index.
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TABLE 4: DATA AVAILABILITY BY INDICATOR
1.

HIV Strategy: Level of SRHR linkages

100%

2.

SRHR strategy: Level of HIV linkages

100%

3.

SRHR and HIV integration strategy

100%

4.

Legal environment for people living with HIV

5.

Legal environment for key populations

6.

Age of consent for marriage

7.

Stigma hindering access to SRH services for PLHIV

8.

General population with discriminatory attitudes to HIV

9.

Intimate partner violence

10.

Sexual violence programmes and laws

11.

Forced sterilization among women living with HIV

50%

12.

People living with HIV seeking redress

50%

13.

Skilled health professionals

14.

Health facilities with no stockouts in RH commodities

15.

Health facilities with no stockouts in HIV commodities

16.

Statistical capacity: National surveys

97%

17.

Statistical capacity: Facility-based data collection

97%

18.

Coverage facilities providing HIV testing and counselling

97%

19.

Coverage of facilities providing contraceptives

20.

Integrated HIV and SRHR services

21.

Knowledge of HIV status among pregnant women

22.

Screening for syphilis among pregnant women

23.

Pregnant women living with HIV receiving ARVs

85%

24.

Mother-to-child transmission of HIV

83%

25.

Met need for contraception

26.

Met need for ART

27.

Access to services: Sex workers

28.

Access to services: Men who have sex with men

29.

Access to services: People who inject drugs

30.

Condom use: Multiple sexual partners

70%
93%
100%
45%
30%
43%
60%

97%
42%
63%

47%
95%
98%
78%

100%
90%
85%
77%
45%
87%
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TABLE 5: DATA AVAILABILITY BY COUNTRY

Country

% data available

% data
available

Country

Malawi

100.0%

Viet Nam

81.7%

Uganda

100.0%

India

81.7%

Cameroon

98.3%

Kyrgyzstan

81.1%

Nigeria

95.0%

Central African Republic

81.1%

Rwanda

92.2%

China

80.6%

Guatemala

92.2%

80.0%

Mozambique

91.7%

Burundi
Congo (Democratic
Republic of)

80.0%

Ethiopia

90.0%

Papua New Guinea

80.0%

Zimbabwe

90.0%

Mali

80.0%

Cambodia

90.0%

Belize

80.0%

Dominican Republic

90.0%

Niger

80.0%

Senegal

90.0%

Myanmar

79.4%

Zambia

88.3%

Guinea-Bissau

77.5%

Nepal

88.3%

Sri Lanka

76.7%

Burkina Faso

88.0%

Indonesia

76.7%

Bangladesh

88.0%

Philippines

76.7%

Cote d'Ivoire

86.7%

Guyana

75.6%

Togo

86.7%

Morocco

75.0%

Benin

86.7%

Pakistan

75.0%

Ghana

86.7%

Botswana

75.0%

Lesotho

85.8%

Ukraine

73.9%

Swaziland
Tanzania (United
Republic Of)

84.7%

Afghanistan

73.9%

84.7%

Lebanon

70.0%

Chad

83.3%

Eritrea

68.9%

South Africa

83.3%

South Sudan

68.6%

Tunisia

83.3%

Angola

68.3%

Haiti

82.2%

Namibia

67.2%

Jamaica

82.2%

Maldives

65.6%

Sudan

82.2%

Barbados

35.6%

Kenya

81.7%

Russian Federation

32.2%

There are several possible imputation methods available, ranging from the very simple (taking the
average or regional average) to the much more complicated. The index uses an imputation known as
‘nearest neighbours’, which looks at the whole dataset, and imputes missing values by finding the
country that is closest on all other indicators in the dataset, then using that country’s value for the
missing value, the assumption being that countries which are similar across all other indicators in the
index are more likely to have a matching score for any single indicator in the index.
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Indicators
Summary:
The SRHR and HIV Linkages Index contains 30 indicators split across three domains and 14 subdomains
Explanation:
The SRHR and HIV Linkages Index contains 30 indicators. This compares favourably with other
prominent composite indices, as shown in figure 4 below.
FIGURE 4: NUMBER OF INDICATORS BY INDEX IN 13 PROMINENT COMPOSITE INDICES
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However, having more indicators than necessary increases the difficulty associated with updating
and maintaining the index, makes measurement error more likely, and may result in collinearity
between indicators. Therefore, during the process to identify and finalise the indicator selection
(outlined in the ‘Developing the SRHR and HIV Linkages Index’ section above) every effort has been
made to ensure the index is made up of the minimum number of indicators possible whilst also
covering the full scope of SRHR and HIV Linkages. This has included correlation analysis and expert
discussion on the indicators within the Index. The final list of selected indicators by domain and subdomain can be found in table 6 below.
The remainder of this section provides an overview of each of the 30 indicators, including data
sources, data availability, and the rationale for its inclusion in the index.
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TABLE 6: LIST OF INDICATORS
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Domain 1: Enabling environment for a linked SRHR and HIV response
1. HIV Strategy: Level of SRHR linkages
I n d ic at o r HIV Strategy: Level of SRHR linkages
So u r c e IPPF & UNFPA research and coding

D A TA
A V A ILA BILIT Y

Un it s Points /11
Min 0
Max 11

Missing
Available

0%
100
%

SC ORE
D I S T R I B U T IO N

2Q Box
3Q Box
0.0000.2500.5000.7501.000

The first sub-domain ‘Strategy and Policy’ includes three indicators that measure how well
connected SRHR and HIV strategies and policies are. Fully connected HIV and SRHR-strategies are
required that provide the vision, targets and ultimately funding for integrated services.
Strengthening health systems to provide more integrated SRHR and HIV services requires integrated
service delivery to be ‘normalised’ through national HIV and SRHR strategies that fully incorporate
the key intersections between SRHR and HIV as measurable targets.
The purpose of the HIV strategy indicator is to measure whether a government has an explicit,
written policy or strategy for combatting HIV, and whether this strategy incorporates key SRHR
components. The indicator uses a 0-11 scoring system based on six questions, outlined below.
HIV STRATEGY INDICATOR COMPONENTS
INDICATOR DESCRIPTION
Is there a national HIV Strategy Document?

SCORING SYSTEM
1=Yes, 0=No

Have the following SRHR components been included: Condoms (with reference to
preventing pregnancy and STIs)?
Have the following SRHR components been included: Gender Based Violence?

2=priority,1=mention,0=no

Have the following SRHR components been included: Prevention/Elimination of
Mother to Child Transmission of HIV?
Have the following SRHR components been included: SRHR of people living with HIV?

2=priority,1=mention,0=no

Have the following SRHR components been included: Sexually Transmitted
Infections?

2=priority,1=mention,0=no

SOURCE
IPPF & UNFPA
desk research
IPPF & UNFPA
coding 2015

2=priority,1=mention,0=no

2=priority,1=mention,0=no

Each strategy was reviewed and each component was given a score out of 2 using a categorised
rating system. A score of 0 means that the linkages component is not mentioned. A score of 1 means
there was a mention of this specific issue but no measurable target. A score of 2 means the
component was both mentioned and included a measurable target. A measurable target was
defined as the inclusion of numbers, percentages or words indicating a specific target or goal to be
reached. Examples of targets or goals include: a 50% increase in STI services by 2015; reducing
mother-to-child transmission of HIV to less than 2%; 10 million condoms distributed annually to
reduce transmission of HIV; or all family planning clinics to provide HTC services. To say ‘services that
support the SRH of people living with HIV should improve’ was not sufficient for this component to
be given a score of 2.
The national strategy documents were assessed and coded by IPPF and UNFPA staff in 2015. Data
are available for all 60 countries, with 53 countries having some form of national HIV strategy
document.
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2. SRHR strategy: Level of HIV linkages
I n d ic at o r SRHR strategy: Level of HIV linkages
So u r c e IPPF & UNFPA research and coding

D A TA
A V A ILA BILIT Y

Un it s Points /11

Missing

Min 0

Available

Max 11

0%
100
%

SC ORE
D I S T R I B U T IO N

2Q Box
3Q Box
0.0000.2500.5000.7501.000

The purpose and structure of the SRHR strategy indicator is almost identical to the HIV strategy
indicator. It has an identical scoring system (based on the six questions below), and four of the five
categories are identical.
SRHR STRATEGY INDICATOR COMPONENTS
INDICATOR DESCRIPTION
Is there a National SRHR-related Strategy?

SCORING SYSTEM
1=Yes, 0=No

SOURCE
IPPF & UNFPA desk research

Have the following HIV components been included: Condoms (with reference to
HIV prevention)?
Have the following HIV components been included: Prevention/Elimination of
Mother to Child Transmission of HIV?
Have the following HIV components been included: SRHR of people living with
HIV?
Have the following HIV components been included: STIs?

2=priority,1=mention,0=no

IPPF & UNFPA coding 2015

Have the following HIV components been included: HIV counselling and testing?

2=priority,1=mention,0=no

2=priority,1=mention,0=no
2=priority,1=mention,0=no
2=priority,1=mention,0=no

Most countries do not have a stand-alone SRHR strategy but SRHR is included in a range of different
health sector documents including: Maternal and Infant Health Plans; Millennium Development Goal
Acceleration Frameworks that focused on goal 5 – maternal mortality; and National Health Plans
(looking at SRHR components). The website National Planning Cycles
(www.nationalplanningcycles.org) was used as a key source for finding relevant strategies and also
direct contact with UNFPA country offices and IPPF Member Associations. The first priority was to
find the national SRHR/SRH/RH strategy or policy, but where these did not exist, the other
aforementioned documents were used (in order of priority). 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.
There is a significant correlation (r=.52) between the HIV and SRHR strategy indicators, however, 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 (thus scoring zero). This highlights the
importance and purpose of the indicator: recognizing that processes and policies associated with
reproductive/maternal health are a uniquely important focal point for addressing linked components
of HIV.
The national strategy documents were assessed and coded by IPPF and UNFPA staff in 2015. Data
are available for all 60 countries, with 43 countries having some form of national SRHR strategy
document.

3. SRHR and HIV integration strategy
I n d ic at o r SRHR and HIV integration strategy
So u r c e IPPF & UNFPA research and coding
Un it s Points /1
Min 0
Max 1

D A TA
A V A ILA BILIT Y

Missing
Available

0%
100
%

SC ORE
D I S T R I B U T IO N

2Q Box
3Q Box
0.0000.2500.5000.7501.000
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The SRHR and HIV Integration Strategy indicator shows whether a country has a standalone strategy
on integrating SRHR and HIV in order to support coordination and planning, especially in relation to
health systems function.xli As it is a direct measure, there is no need for looking at detailed questions
about priority areas, rather, a country gets a perfect score if they have an SRHR and HIV integration
strategy document. The data on whether a country has an SRHR and HIV integration strategy were
collected through a request to all UNFPA country offices in 2015.
The distribution of scores is skewed as only six countries (Botswana, Kenya, Malawi, Nigeria,
Tanzania and Uganda) having such a strategy.

4. Legal environment for people living with HIV
I n d ic at o r Legal environment for people living with HIV

D A TA
So u r c e GNP+, Global Criminalisation Scan, Deutsche
A V AAIDS-Hilfe
ILA BILIT Y
Un it s Points /3
Min 0
Max 3

Missing

SC ORE

30%

D I S T R I B U T IO N

2Q Box

70%

3Q Box

Available

0.0000.2500.5000.7501.000

The Legal Environment for people Living with HIV is the first indicator in the Legal Environment
subdomain. The purpose of this indicator is to look at the legal environment faced by people living
with HIV. A restrictive legal environment can discourage people from testing for HIV, disclosing their
status if HIV positive and accessing SRHR and HIV services. It can also increase stigma and
discrimination towards people living with HIV.xlii
The indicator is scored on a scale from 0 to 3, based on three yes/no questions. Scores for the
questions are appropriately inverted such that a score of three reflects the absence of legal barriers
for people living with HIV as well as legal support through anti-discrimination laws. Data were
accessed from a variety of sources (outlined in the table below) with the Global Criminalisation Scan
data retrieved in April 2016. Data are available for all three questions for 70% of countries.
LEGAL ENVIRONMENT: PEOPLE LIVING WITH HIV INDICATOR COMPONENTS
INDICATOR DESCRIPTION
Does the country have a law that criminalises HIV transmission or
exposure? xliii
Does the country have HIV specific restrictions on entry, stay or
residence?

SCORING SYSTEM
0=Yes, 1=No

Are there anti-discrimination laws protecting people living with HIV?

1=Yes, 0=No

0=Yes, 1=No

SOURCE
GNP+, Global
Criminalisation Scan
Deutsche AIDS-Hilfe:
Quick Reference Guide
Entry and residence
regulations for people
living with HIV (2013)
GNP+, Global
Criminalisation Scan

Year
April 2016
2013

April 2016

5. Legal environment for key populations
I n d ic at o r Legal environment for key populations

D A TA
7%
So u r c e UNAIDS GARPR, ILGA, International HarmA Reduction
V A I L A B I L IAssociation
TY
Un it s Points /4
Min 0
Max 4

Missing
Available

SC ORE
D I S T R I B U T IO N

2Q Box

93%

3Q Box
0.0000.2500.5000.7501.000

This indicator is very similar to the previous indicator, but focuses on the legal environment faced by
key populations. Key populations, including sex workers, men who have sex with men and people
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who inject drugs, typically have higher HIV prevalence than the general population. The
criminalization of key populations drives people away from health services, increasing vulnerability
to negative SRHR and HIV outcomes, as well as to stigma, discrimination, and violence. A restrictive
legal environment also makes the provision of services aimed at these populations more difficult to
provide.xliv Throughout the index, several indicators focus on these key populations. It is important to
note that transgender people and prisoners are also key populations. However, they were not
included in the Index as at the time the Index was being developed there were no commonly
collected indicators with data available for these two key populations.
The indicator uses a 0-4 scoring system, with the questions outlined below. Data were accessed from
a variety of sources (outlined in the table below) with the UNAIDS data retrieved from the AIDSInfo
Online Database in April 2016. Data are available for 93% of countries.
OTHER KEY POPULATIONS INDICATOR COMPONENTS
INDICATOR DESCRIPTION
Does the country have laws that deem sex work as illegal?

SCORING SYSTEM
0=Yes, 1=No

SOURCE
UNAIDS : Laws
criminalizing any
aspect of sex work

Does the country have laws that criminalise same-sex sexual activities?

0=Yes, 1=No

Does the country have laws that mandate the death penalty for drug
offences?

0=Yes, 1=No

Does the country have laws that demand compulsory detention for
people who use drugs?

0=Yes, 1=No

ILGA: The Lesbian, Gay
and Bisexual Map of
World Laws
International Harm
Reduction Association,
The Death Penalty for
Drug Offences: Global
Overview 2015
UNAIDS: Laws that
impose compulsory
detention for people
who use drugs

Year
2014

2015

2015

2014

6. Age of consent for marriage
I n d ic at o r Age of consent for marriage
So u r c e United Nations Statistics Division
Un it s Years
Min <18
Max 18

D A TA
A V A ILA BILIT Y

Missing
Available

0%

SC ORE
D I S T R I B U T IO N

2Q Box

100%

3Q Box
0.0000.2500.5000.7501.000

Child marriage – marriage under 18 – maternal health and HIV are inextricably linked.xlv Child
marriage encourages the initiation of sexual activity at an age when girls’ bodies are still developing
and most adolescent pregnancies take place within marriage. This puts them at a higher risk of
obstetric fistula, dying in childbirth, and acquiring HIV – especially as it is difficult for child brides to
assert their wishes (such as negotiating condom use) with their often-older husbands.xlvi
The indicator question is “What is the age of consent for marriage for women (without parental
consent)?” If a country has an age of consent for females for marriage of less than 18 years, then it
receives a score of zero. If the age of consent is 18 (or higher), it receives a score of 1. Data are from
the United Nations Statistics databasexlvii (retrieved April 2016)and available for all 60 countries.
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7. Stigma hindering access to SRH services for people living with HIV
I n d ic at o r Stigma hindering access to SRH services for PLHIV
D A TA
So u r c e People living with HIV Stigma Index
A V A ILA BILIT Y
Un it s %
Min 0%
Max 37.4%

SC ORE

45%
Missing

D I S T R I B U T IO N

55%

2Q Box
3Q Box

Available

0.0000.2500.5000.7501.000

The next two indicators are part of the stigma and discrimination sub-domain. The purpose of this
subdomain is to look beyond the legal barriers, and capture the stigma (i.e., a process of devaluation
where one is discredited, seen as a disgrace and/or perceived to have less value or worth in the eyes
of others) and discrimination (i.e., acting upon stigma and treating someone in a different and
unjust, unfair or prejudicial manner, ) that arise from social norms, government policy, and general
attitudes towards people living with HIV which can hinder access to SRHR and HIV services.
The stigma indicator is taken from the People Living with HIV Stigma Indexxlviii and is a measure of the
percentage of survey respondents who felt that stigma due to their HIV status led to them being
denied sexual and reproductive health services
The national Stigma Index studies were conducted between 2008 and 2014. Data are publicly
available in published country reports from www.stigmaindex.org, and each of the variables were
manually coded by UNFPA and IPPF staff from these reports.
The target for this indicator is 0% and is taken from the UNAIDS Zero Discrimination target.xlix Data
availability for this indicator is not particularly strong, with only 45% of countries with data for this
indicator. However, the number of countries who have completed the Stigma Index at least once is
increasing every year.

8. General population with discriminatory attitudes towards people living with HIV
I n d ic at o r General population with discriminatory attitudes to HIV
D A TA
So u r c e UNAIDS GARPR, DHS
A V A ILA BILIT Y
Un it s %
Min 0%
Max 71.1%

Missing
Available

SC ORE

30%

D I S T R I B U T IO N

70%

2Q Box
3Q Box
0.0000.2500.5000.7501.000

This indicator looks at discriminatory attitudes towards people living with HIV from the perspective
of the general public. The indicator is “the percentage of women and men aged 15-49 years old who
report discriminatory attitudes towards people living with HIV”. The purpose of this indicator is to
look at how widespread such discriminatory attitudes are. It is a complementary indicator to the
stigma indicator (in this case, the correlation is not statistically significant).
The target for this indicator is 0% and is taken from the UNAIDS Zero Discrimination target. l Data are
collected in countries through national population-based surveys, such as demographic and health
surveys (DHS) – which are completed approximately every five years. This is the indicator with the
lowest data availability at 30%. The discriminatory attitudes indicator is constructed based on “no”
responses to two questions. Data available at the moment of construction of this Index only
corresponded to the first question, “Would you buy fresh vegetables from a shopkeeper or vendor if
you knew that this person had HIV.” The second question was added to the DHS in 2016, therefore
reporting on the complete indicator will increase over time as more countries complete a DHS with
this question included. Data for this indicator are taken from the UNAIDS Global Aids Response
Progress Reporting (GARPR) – indicator 8.1li retrieved from the AIDSInfo Online Database in April
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2016 and through and the DHS Stat Compiler accessed April 2016. Data are for the most recent year
available.

9. Intimate partner violence
I n d ic at o r Intimate partner violence
So u r c e UNAIDS GARPR, DHS

D A TA
A V A ILA BILIT Y

Un it s %

SC ORE

43%

Missing

Min 0%

D I S T R I B U T IO N

57%

2Q Box
3Q Box

Available

Max 44.4%

0.0000.2500.5000.7501.000

The next two indicators are part of the gender based violence and coercion sub-domain. Experience
of physical or sexual intimate partner violence has been found to increase the risk of HIV infection
among women by 50% in some settingslii. Violence, and the fear of violence, may deter women and
girls from seeking HIV testing, disclosing an HIV-positive status, and seeking other services for their
SRHR and HIV needs.liii
The intimate partner violence indicator is “Proportion of ever-married or partnered women aged 1549 who experienced physical or sexual violence from a male intimate partner in the past 12 months”
The target for this indicator is 0% following the UNAIDS 2016-2022 strategies aim to end intimate
partner violence.liv Data for this indicator are taken from the UNAIDS Global Aids Response Progress
Reporting (GARPR) – indicator 7.1lv retrieved from the AIDSInfo Online Database in April 2016 and
through and the DHS Stat Compiler accessed April 2016. Data are for the most recent year available.
Data are currently available for 43% of countries.

10. Sexual violence programmes and laws
I n d ic at o r Sexual violence programmes and laws
So u r c e WHO
Un it s Points /15
Min 0
Max 15

D A TA

SC ORE

A V A ILA BILIT Y

D I S T R I B U T IO N

Missing

60%

40%

2Q Box
3Q Box

Available

0.0000.2500.5000.7501.000

Sexual violence contributes to lifelong ill health – particularly for women and children – and early
death. Many leading causes of death such as heart disease, stroke, cancer and HIV are the result of
victims of sexual violence adopting behaviours such as smoking, alcohol and drug misuse, and unsafe
sex in an effort to cope with the psychological impact.lvi This indicator measures the programmes
and laws – and their implementation – used to prevent sexual and gender based violence.
Data for the indicator are taken from the Global Status Report on Violence Prevention (2014),lvii and
uses a 0 to 15 scale based on the questions listed below.
SEXUAL VIOLENCE PROGRAMMES AND LAWS INDICATOR COMPONE NTS
INDICATOR DESCRIPTION
Are there programmes that focus on: Dating Violence Prevention in Schools?
Are there programmes that focus on: Microfinance and Gender Equity Training?
Are there programmes that focus on: Social and Cultural Norms Change?
Are there Laws Against Rape in Marriage?
Are laws against rape in marriage enforced?

SCORING SYSTEM
0=None,1=Limited,2=Larger
Scale
0=None,1=Limited,2=Larger
Scale
0=None,1=Limited,2=Larger
Scale
Existence: 1=Yes, 0=No

SOURCE
WHO, Global
Status Report
on Violence
Prevention,
2014

Enforcement: 2=Full,
1=Partial, 0=Limited/None
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Are there laws that allow free entry into marriage and divorce?

Existence: 1=Yes, 0=No

Are the laws allowing free entry into marriage and divorce enforced?

Enforcement: 2=Full,
1=Partial, 0=Limited/None
Existence: 1=Yes, 0=No

Are there laws that allow the removal of violent spouses?
Are the laws regarding the removal of violent spouses enforced?

Enforcement: 2=Full,
1=Partial, 0=Limited/None

The scoring system was developed, and the information coded by authors of the Global Status
Report on Violence Prevention, meaning that it is copied directly with no need for manual coding by
the Index authors. For a country to get a perfect score, it would need to have large scale national
programmes aimed at reducing dating violence, changing norms around violence, and promoting
gender equity, as well as fully enforced laws against rape in marriage, for free entry into marriage
and divorce, and for the removal of violent spouses. Data are available for 60% of SRHR and HIV
Linkages Index countries.

11. Forced sterilization among women living with HIV
I n d ic at o r Forced sterilization among women living with HIV
D A TA
So u r c e People living with HIV Stigma Index
A V A ILA BILIT Y
Un it s %

Missing

Min 0%

SC ORE
D I S T R I B U T IO N

50%

50%

3Q Box

Available

Max 0%

2Q Box
0.0000.2500.5000.7501.000

The next two indicators are part of the Agency and Social Justice subdomain. Upholding human
rights is intrinsic to the linkages agenda, in particular the human rights of people living with HIV, key
populations and women and girls,lviii and these indicators look at the ability for these groups to have
their human rights around SRHR and HIV recognised.
The Forced sterilization among women living with HIV indicator comes from the Stigma Index, and is
defined as the percentage of female survey respondents who report being forced or coerced into
being sterilized since being diagnosed HIV-positive.
The national Stigma Index studies were conducted between 2008 and 2014. Data are publicly
available in published country reports from www.stigmaindex.org, and each of the variables were
manually coded by UNFPA and IPPF staff from these reports. Data are available for 50% of countries.
The score distribution for this indicator is skewed, with every country receiving a zero. This is a result
of the banding system for the indicator as the expert review panel decided that any level of forced or
coerced sterilization of women living with HIV is a human rights abuse. To date, all the countries who
have reported on this indicator had at least some level of forced or coerced sterilization and
therefore have scored a zero.

12. People living with HIV seeking redress
I n d ic at o r People living with HIV seeking redress
So u r c e People living with HIV Stigma Index
Un it s %
Min 0%
Max 100%

D A TA

SC ORE

A V A ILA BILIT Y

D I S T R I B U T IO N

Missing
Available

50%

50%

2Q Box
3Q Box
0.0000.2500.5000.7501.000

The People living with HIV seeking redress indicator is conceptually similar to the Stigma hindering
access to SRH services for people living with HIV indicator. It asks survey respondents of the People
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Living with HIV Stigma Index if their rights were violated as a result of their HIV status, and if so,
whether they sought redress.
The purpose of this indicator is to assess access to justice among people living with HIV who have
had their rights violated.
The target for this indicator is 100% and is taken from Commitment 9 of the Fast Track
Commitments to end AIDS by 2030, which is: “Empower people living with, at risk of and affected by
HIV to know their rights and to access justice and legal services to prevent and challenge violations
of human rights.”lix
The national Stigma Index studies were conducted between 2008 and 2014. Data are publicly
available in published country reports from www.stigmaindex.org, and each of the variables were
manually coded by UNFPA and IPPF staff from these reports. Data are available for 50% of countries.

Domain 2: Health systems which support SRHR and HIV integration
13. Skilled health professionals
I n d ic at o r Skilled health professionals
So u r c e WHO, World Health Statistics 2015
Un it s %
Min 0
Max 5.94

D A TA
A V A ILA BILIT Y

Missing
Available

3%

SC ORE
D I S T R I B U T IO N

2Q Box

97%

3Q Box
0.0000.2500.5000.7501.000

The purpose of the Systems domain is to look at health system capacity and support for SRHR and
HIV integration, and one of the most fundamental measures of healthcare system capacity is the
number of skilled health professionals per 1,000 people. These skilled health professionals are
physicians, nurses and midwives and they provide most HIV and SRHR services.
This indicator is constructed by adding the data from two WHO indicators highlighted below.
INDICATOR DESCRIPTION
Physicians per 1,000 people

SCORING SYSTEM
Rate per 1,000

Nurses and Midwives per 1,000 people

Rate per 1,000

YEAR

SOURCE
World Health
Organization,
World Health
Statistics
2015
World Health
Organization,
World Health
Statistics
2015

2015

2015

There was discussion by the expert group as to whether the two different cadres of health workers
should be included in the Index as separate indicators. Doctors, and nurses and midwives both have
different roles to play in the provision of SRHR and HIV services. However, the recognised
benchmark for skilled health professionals had been modelled on a combined indicator rather than
by separate cadres. The target is 5.94 skilled health professionals per 1,000 population.lx Data were
retrieved from the WHO Global Health Observatory Data Repository in April 2016 and refer to the
most recent year available. Data for this indicator are available for 97% of countries.
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14. Health facilities with no stockouts in reproductive health commodities
I n d ic at o r Health facilities with no stockouts in RH commodities
D A TA
So u r c e UNFPA
A V A ILA BILIT Y
Un it s %
Min 0%
Max 60%

SC ORE

42%

Missing

D I S T R I B U T IO N

58%

2Q Box
3Q Box

Available

0.0000.2500.5000.7501.000

Indicators 14 and 15 are part of the commodity stockouts sub-domain. A stock-out occurs where a
clinic or facility reports having completely run-out of one of the items in question meaning that a
client attending on that day will not be able to access the given service,lxi e.g. HIV treatment or
contraceptives. Thus, even if a clinic or facility is stocked for most of the time period, a single stockout at any point shows a disruption in the clinics ability to provide the service and is enough for that
location to be counted as part of the percentage of locations recording a stock-out. The purpose of
including two stock-out indicators is to highlight problems with health system infrastructure and
supply chains related to SRHR and HIV. It is important to note that the reproductive health
commodities stock out indicator looks at ‘no stock outs in the past six months’ and the ARV
commodity no stock outs indictor looks at ‘no stock outs in the past twelve months’.
The full indicator for the reproductive health commodities (no stock-outs) is the “Percentage of
service delivery points reporting ‘no stock-out’ of contraceptives within the last six months” and this
is taken from the UNFPA Global Programme to Enhance Reproductive Health Commodity Security
(GPRHCS).lxii The GPRHCS defines the target for this indicator as 60% of facilities not experiencing a
stockout and this is the target used in the Index.
2014 data are used for this indicator and were sourced directly from UNFPA in December 2015. Data
availability for this indicator is low with only forty percent of countries having data for this indicator
but no alternative sources with a higher level of data availability were found. When comparing
countries, it should be noted that in those with a high number of facilities, a stock-out at a single
location does not shift their score significantly, whilst in countries with fewer clinics, a single stockout leads to a significant decrease in score for this indicator.

15. Health facilities with no stockouts in HIV commodities
I n d ic at o r Health facilities with no stockouts in HIV commodities
D A TA
So u r c e WHO
A V A ILA BILIT Y
Un it s %
Min 0%
Max 100%

Missing
Available

SC ORE

37%
63%

D I S T R I B U T IO N

2Q Box
3Q Box
0.0000.2500.5000.7501.000

The HIV commodity no stock-outs indicator is conceptually similar to the previous indicator. It
measures whether there have been no stock-outs for antiretroviral therapy drugs, as a proxy for
healthcare system infrastructure and supply chain effectiveness with regards to the provision of HIV
treatment.
The source indicator is “Percentage of health facilities dispensing ARVs that experienced a stock-out
of at least one required ARV in the last 12 months” which is one of the WHO Universal Access
indicators (Indicator 4.4).lxiii The data has been inverted to provide the proportion of facilities with
‘no stockouts’.
The target for this indicator is based on a WHO target which is 100% of facilities have no-stockouts in
the previous 12 months.lxiv 2014 data are used for this indicator and were sourced directly from
WHO in April 2016. Data availability is better for ARVs as opposed to reproductive health nostockouts, with 63% of countries providing information on ARV stock-outs. However, there are still
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some concerns about the reliability and conceptual applicability of the data, with some countries
having large fluctuations in the number of stock-outs reported from year to year. If a large enough
time series can be created, a better measure would be the average of stock-outs over a five-year
period, which would help mitigate the effect of shocks or poor recording techniques that are
unrelated to supply chain efficiency in normal circumstances.

16. Statistical capacity: National surveys
I n d ic at o r Statistical capacity: National surveys
So u r c e World Bank, WDI

D A TA

3%

A V A ILA BILIT Y

Un it s Points /2

Missing

Min 0

Available

Max 2

SC ORE
D I S T R I B U T IO N

2Q Box

97%

3Q Box
0.0000.2500.5000.7501.000

The next two indicators are part of the health information systems sub-domain. The data for both
indicators are taken from the World Bank’s – Statistical Capacity Indicatorlxv which is a composite
score assessing the capacity of a country’s statistical system. Countries are scored against several
criteria – five of which relate to health information systems generally and SRHR and HIV in particular.
Two relate to national surveys and three relate to facility-based data collection.
The two questions included for the national surveys indicator are shown below.
INDICATOR DESCRIPTION
Population census conducted within last 10 years

SCORING SYSTEM
Yes = 1, No = 0

Number of health surveys conducted within last 10 years (DHS, MICS, Priority survey,
etc)

3 surveys=1, 2
surveys=1/2, 0 surveys=0

SOURCE
World
Bank, WDI

YEAR
2014

Whether a population census and health surveys such as a DHS have been conducted have been
selected as it is important to know the make-up of the population the health system will need to
serve and how well it is doing at serving that population.
2014 data are used for this indicator and were retrieved from the Statistical Capacity Indicator
dashboardlxvi in April 2016. Data are available for 97% of countries. The scoring system is taken
directly from the Statistical Capacity Indicator and so no extra coding is needed.

17. Statistical capacity: Facility-based data collection
I n d ic at o r Statistical capacity: Facility-based data collection
So u r c e World Bank, WDI
Un it s Points /3
Min 0
Max 3

D A TA

3%

A V A ILA BILIT Y

Missing
Available

SC ORE
D I S T R I B U T IO N

2Q Box

97%

3Q Box
0.0000.2500.5000.7501.000

Similar to the above indicator, the facility-based data collection indicator looks at three related
criteria from the Statistical Capacity Indictor which are outlined below.
INDICATOR DESCRIPTION
Completeness of vital registration system

SCORING SYSTEM
Complete=1, Incomplete=0

HIV/AIDS indicator [measurement of prevalence of HIV, total [% of population ages
15-49]]
Periodicity of maternal health indicator [reporting on births attended by skilled
health staff]

Available=1, Not available/
accessible=0
3 times last 10 years = 1
2 times last 10 years = 2/3
1 time last 10 years = 1/3
Not available/ accessible=0

SOURCE
World
Bank, WDI

YEAR
2014

The completeness of the vital registration system – namely the accurate recording of births and
deaths – is a good proxy for the functioning of the health information system as a whole. The HIV
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indicator and the maternal health indicator directly speak to the SRHR and HIV Linkages Index hence
their inclusion.
2014 data are used for this indicator and were retrieved from the Statistical Capacity Indicator
dashboardlxvii in April 2016. Data are available for 97% of countries. The scoring system is taken
directly from the Statistical Capacity Indicator and so no extra coding was needed.

18. Coverage of facilities providing HIV testing and counselling
I n d ic at o r Coverage facilities providing HIV testing and counselling
D A TA
So u r c e WHO
A V A ILA BILIT Y
Un it s Rate (per 100,000 adult population)

Missing

Min 0

Available

Max 40.9

3%

SC ORE
D I S T R I B U T IO N

2Q Box

97%

3Q Box
0.0000.2500.5000.7501.000

The next two indicators are in the health services coverage sub-domain, one for HIV Counselling and
Testing services and one for contraceptive services. Coverage of health services is important because
it measures the ability of someone to be able to access health services.
The HIV Testing and Counselling Facilities indicator is a measure of the number of facilities providing
HIV testing and counselling services per 100,000 adult population. Its purpose in the index is to
measure the availability of HIV testing and counselling services within the healthcare system and
thus a proxy measure for the ability for someone to access an HIV test if they wanted to know their
current HIV status.
It is important to note that this indicator does not look at geographical coverage, just population
coverage. No global goal was found for this indicator so a series maximum is used (excluding
outliers)lxviii for the cutoff. 2014 data are used for this indicator and were sourced directly from WHO
in April 2016. Data are available for 97% of countries.

19. Coverage of facilities providing contraceptives
I n d ic at o r Coverage of facilities providing contraceptives
So u r c e UNFPA
Un it s %
Min 0%
Max 85%

D A TA

SC ORE

A V A ILA BILIT Y

D I S T R I B U T IO N

Missing
Available

47%

53%

2Q Box
3Q Box
0.0000.2500.5000.7501.000

The coverage indicator for SRHR services is the percentage of primary level service delivery points
offering at least three modern methods of contraception. It is a measure of the service coverage of
primarily healthcare facilities providing contraception.
Data for this indicator are drawn from the UNFPA 2014 GPRHCS. Data were sourced directly from
UNFPA in December 2015and are available for 47% of countries. The target for this indicator is 85%
which is the target in GPRCHS. From 2016 onwards, this indicator will be amended slightly to the
proportion of primarily service delivery points offering at least five modern methods of
contraception.lxix The 2014 reported data from Mali, Mozambique and Senegal are already for this
amended indicator.
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Domain 3: Integrated SRHR and HIV service provision and utilisation
20. Integrated HIV and SRHR services
I n d ic at o r Integrated HIV and SRHR services
So u r c e UNAIDS
Un it s Points /2
Min 0
Max 2

D A TA
A V A ILA BILIT Y

Missing
Available

5%

SC ORE
D I S T R I B U T IO N

2Q Box

95%

3Q Box
0.0000.2500.5000.7501.000

The Integrated HIV and SRHR services indicator is the first of the indicators in the Services domain
and is a measure of whether integrated SRH and HIV services are available in a country. This
indicator is qualitative expert assessment of the number of health care facilities that provide HIV
counselling and testing integrated with sexual and reproductive health services. It is based upon
data reported through the UNAIDS National Commitments and Policies Instrumentlxx and has been
scored on a scale of 0 to 2, where a score of 2 indicates that many facilities have this integration, 1
indicates that a few do, and zero indicates that no health facilities offer this kind of integration.
The NCPI asks countries to report directly whether many, few or no health facilities are providing HIV
counselling and testing integrated with sexual and reproductive health services. The data are copied
directly with no need for manual coding by the Index authors. 2014 data are used for the Index and
were provided directly by UNAIDS. Data are available for 95% of Linkages Index countries.
It is noted that there was no indicator with data available for the number of HIV health facilities are
integrating SRHR services.

21. Knowledge of HIV status among pregnant women
I n d ic at o r Knowledge of HIV status among pregnant women
D A TA
So u r c e WHO
A V A ILA BILIT Y
Un it s %
Min 0%
Max 95%

Missing
Available

2%

SC ORE
D I S T R I B U T IO N

2Q Box

98%

3Q Box
0.0000.2500.5000.7501.000

There are four indicators in the service uptake sub-domain which measures whether different
integrated SRHR and HIV services have been received. Three of the indicators concern preventing
mother-to-child transmission of HIV – a key area of SRHR and HIV integrated service delivery.
The first indicator measures the percentage of pregnant women who have been tested for HIV and
have received their test results so they are able to prevent the transmission of HIV to their unborn
child and for their own health. This is a key component of eliminating mother to child transmission
of HIV. As the HIV testing for pregnant women usually occurs during an antenatal care appointment
it may provide indication of integration of HIV and SRHR services.
The full indicator is “the percentage of pregnant women tested for HIV who have received their test
results” and is one of the indicators contained within the WHO Consolidated Strategic Information
guidelines.lxxi The target is 95%, following the target set in the Criteria and processes for validation of
EMTCT of HIV and syphilis.lxxii 2014 data are used and were provided directly by WHO. Data are
available for 98% of countries.
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22. Screening for syphilis among pregnant women
I n d ic at o r Screening for syphilis among pregnant women
So u r c e WHO

D A TA

22%

A V A ILA BILIT Y

Un it s %

Missing

Min 0%

78%

Available

Max 95%

SC ORE
D I S T R I B U T IO N

2Q Box
3Q Box
0.0000.2500.5000.7501.000

Initiatives are ongoing for the dual elimination of mother-to-child transmission of HIV and syphilis as
an integrated process which includes coordinated actions to provide a total package of maternal and
newborn health care, for example, combining screening and treatment for HIV, malaria, and syphilis
with other efforts to improve the health of pregnant women.lxxiii This indicator is conceptually similar
to the Knowledge of HIV status among pregnant women indicator and measures the percentage of
women who have been tested for syphilis during their first antenatal visit.
Data for this indicator are collated by WHO and is one of the indicators contained within the WHO
Consolidated Strategic Information guidelines.lxxiv The target is 95%, following the target set in the
Criteria and processes for validation of EMTCT of HIV and syphilis.lxxv Data were retrieved from the
Global Health Observatory Data Repository in April 2016 and refer to the most recent year
available.lxxvi Data are currently available for 78% of the Linkages Index countries.

23. Pregnant women living with HIV receiving ARVs
I n d ic at o r Pregnant women living with HIV receiving ARVs
So u r c e UNAIDS

D A TA

A V A ILA BILIT Y

Un it s %

Missing

Min 0%

Available

Max 95%

15%

SC ORE
D I S T R I B U T IO N

2Q Box

85%

3Q Box
0.0000.2500.5000.7501.000

This indicator captures the percentage of pregnant women living with HIV who receive antiretroviral treatment to prevent mother-to-child transmission of HIV. It is a direct measure of the
integration of SRHR/maternal health services with HIV services. The target for this indicator is taken
from the UNAIDS Start Free, Stay Free, AIDS Free targets,lxxvii where 95% of all people living with HIV
who know their HIV status should be receiving ARVs. 2014 data were retrieved from the AIDSInfo
Online Database in April 2016. Data are available for 85% of the countries.

24. Mother-to-child transmission of HIV
I n d ic at o r Mother-to-child transmission of HIV
So u r c e UNAIDS
Un it s %
Min 5%
Max 45%

D A TA
A V A ILA BILIT Y

Missing
Available

17%

SC ORE
D I S T R I B U T IO N

2Q Box

83%

3Q Box
0.0000.2500.5000.7501.000

The purpose of this indicator is to measure the rate of mother-to-child transmission (MTCT) of HIV,
defined as the percentage of women living with HIV who transmit HIV to their child during
pregnancy, labour, delivery, or breastfeeding. This indicator is complementary to the indicator which
measures the percentage of pregnant women living with HIV who received ARVs.
The target for this indicator is a prevalence of less than 5% and is based on the WHO target in the
criteria and processes for validation of EMTCT of HIV and syphilis among breastfeeding
populations.lxxviii It is important to note also that the maximum cut-off has been set as 45% as this is
the highest naturally occurring rate of transmission.lxxix
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The data for this indicator are modelled by UNAIDS.lxxx 2014 data were retrieved from the AIDSInfo
Online Database in April 2016. Data are available for 83% of countries.

25. Met need for contraception
I n d ic at o r Met need for contraception
So u r c e United Nations, DESA
Un it s %
Min 0%
Max 75%

D A TA
A V A ILA BILIT Y

Missing
Available

0%

SC ORE
D I S T R I B U T IO N

2Q Box

100%

3Q Box
0.0000.2500.5000.7501.000

One of the benefits of SRHR and HIV Linkages is that it can reduce unmet need for SRHR and HIV
serviceslxxxi and this is the focus of the unmet need domain, which contains two indicators. It is noted
that neither of these indicators specify how services are provided – whether in an integrated or a
vertical way – but research shows that integrated service delivery is a good way of reducing unmet
need.lxxxii
The first indicator looks at the met need for a core SRHR service – contraception. It is the demand
for family planning satisfied with modern methods. This indicator is a core indicator for FP2020 and
the Sustainable Development Goals. Whilst this is a relatively new indicator, it is calculated from
data that have long been available and the target met need is 75% which is the proposed target for
in the Sustainable Development Goals.lxxxiii The modelled data are compiled by the United Nations,
Department of Economic and Social Affairs, Population Division. 2014 data are used for the index
and are taken from the ‘Model-based estimates and projections of family planning indicators 2014’
which was accessed in April 2016.lxxxiv Data coverage for this indicator is 100%.

26. Met need for ART
I n d ic at o r Met need for ART
So u r c e UNAIDS
Un it s %
Min 0%
Max 81%

D A TA
A V A ILA BILIT Y

Missing
Available

10%

SC ORE
D I S T R I B U T IO N

2Q Box

90%

3Q Box
0.0000.2500.5000.7501.000

This indicator is the second indicator in the unmet need sub-domain and measures met need for a
core HIV service – ART. It is the proportion of people living with HIV who are receiving ART. The 2015
WHO HIV guidelines state that everyone living with HIV should be on ART,lxxxv therefore ART
coverage is used for this indicator. Data are from the UNAIDS GARPR. . Following the second of the
UNAIDS 90-90-90 targets, the target is 90% of people who know their HIV status on ART, which using
this dataset is 81% of all people living with HIV should be on treatment.lxxxvi 2014 data were retrieved
from the AIDSInfo Online Database in April 2016. Data are available for 90% of countries.

27. Access to services: Sex workers
28. Access to services: Men who have sex with men
29. Access to services: People who inject drugs
I n d ic at o r Access to services: Sex workers
So u r c e UNAIDS
Un it s %
Min 0%
Max 90%

D A TA
A V A ILA BILIT Y

Missing
Available

15%

SC ORE
D I S T R I B U T IO N

2Q Box

85%

3Q Box
0.0000.2500.5000.7501.000
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I n d ic at o r Access to services: Men who have sex with men
So u r c e UNAIDS
Un it s %

Missing

Min 0%

I n d ic at o r Access to services: People who inject drugs
Un it s %
Min 0%
Max 90%

SC ORE

23%

D I S T R I B U T IO N

2Q Box

77%

3Q Box

Available

Max 90%

So u r c e UNAIDS

D A TA

A V A ILA BILIT Y

0.0000.2500.5000.7501.000

D A TA

SC ORE

A V A ILA BILIT Y

45%
Missing

D I S T R I B U T IO N

55%

2Q Box
3Q Box

Available

0.0000.2500.5000.7501.000

The access to services sub-domain indicators measure whether key populations have access to SRH
and HIV services. This sub-domain is complimentary to the Legal Environment sub-domain in the
Enabling Environment domain which measure the legal environment for the same three key
populations: Sex workers, men who have sex with men, and people who inject drugs. Each indicator
has an average of two components, an SRHR component (condom use) and an HIV component (HIV
testing), see below. To get the highest possible score, there has to be high levels of access to and
uptake of both the SRHR and HIV components. As noted above, transgender people and prisoners
are also key populations, however they were not included in the Index as at the time of developing
the Index there were no commonly collected indicators with data available for these two key
populations.
ACCESS TO SERVICES FOR KEY POPULATIONS COMPONENTS
KEY
POPULATION
Sex workers

Men who have
sex with men

People who
inject drugs

INDICATOR DESCRIPTION
Percentage of sex workers reporting the use of a
condom with their most recent client

SCORING
SYSTEM
%

Percentage of sex workers who received an HIV
test in the past 12 months and know their results

%

Percentage of men reporting the use of a condom
the last time they had anal sex with a male
partner
Percentage of men who have sex with men who
received an HIV test in the past 12 months and
know their results
Percentage of people who inject drugs who
report the use of a condom at last sexual
intercourse
Percentage of people who inject drugs that have
received an HIV test in the past 12 months and
know their results

%

%

%

%

YEAR
SOURCE
UNAIDS
GARPR
indicator
UNAIDS
GARPR
indicator
UNAIDS
GARPR
indicator
UNAIDS
GARPR
indicator
UNAIDS
GARPR
indicator
UNAIDS
GARPR
indicator

Data
refer to
most
recent
year
available

Data are from the UNAIDS GARPR. A target of 90% is given for each indicator, following the target
set out in the UNAIDS 2016-2022 strategy. Data were retrieved from the AIDSInfo Online Database
in April 2016 and refer to the most recent year available. Data availability are relatively high for sex
workers and men who have sex with men at 85% and 77% respectively, but much lower for people
who inject drugs with data available for 45% of countries.
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30. Condom use: Multiple sexual partners
I n d ic at o r Condom use: Multiple sexual partners
So u r c e UNAIDS
Un it s %
Min 0%
Max 90%

D A TA
A V A ILA BILIT Y

Missing
Available

13%

SC ORE
D I S T R I B U T IO N

2Q Box

87%

3Q Box
0.0000.2500.5000.7501.000

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. Condom use is particularly important during higher risk sex,
for instance among people with multiple sexual partners and the indicator captures this. The full
indicator description is “Percentage of adults aged 15–49 who had more than one sexual partner in
the past 12 months who report the use of a condom during their last intercourse”.
Data are from the UNAIDS GARPR. A target of 90% is given to match the target in the 2016 Fast-track
commitments to end AIDS by 2030.lxxxvii. Data were retrieved from the AIDSInfo Online Database in April
2016 and refer to the most recent year available. Data are available for 87% of the countries.

Limitations:
As with any composite index, the following limitations should be taken into account when
interpreting the findings of the SHRH and HIV Linkages Index:






Use of up-to-date data: The data used for the Index were the latest available as of 30th April
2016. However, given the time taken to finalise the 2016 Index, it is recognised that more up to
date data for a number of the indicators have been made available by the time the Index was
published in April 2017. They will be included in future updates to the Index.
Data availability: While many indicators may exist, there is a paucity of indicators with available
data in the area of SRHR and HIV linkages. Therefore, the indicators selected for use in the Index
– whilst the best available – may not always be the preferred measure of a particular subdomain or domain. For example:
o The legal environment for people who inject drugs measures death penalty and
compulsory detention but it does not capture a majority of countries where injecting
drug use is illegal but with a lesser punishment.
o Given the absence of specific indicators for integration, the health systems 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.
o There is no indicator in the service delivery domain that captures the provision of
specific SRHR services integrated into HIV services (and vice versa). The indicators
instead capture the whether HIV and SRHR services have been provided (e.g. HIV testing
for pregnant women living with HIV) and proxy indicators such as unmet need.
Validation: Data have not been independently validated by the Index authors nor sent to
countries for validation but have been sourced from existing published sources or directly from
UN agencies. Thus, errors in data are due to errors in the data reported in the published sources.
It is also recognised that data may exist at the national or regional level but has not been used in
the Index as these data were not available in a global reported datasets from the sources
utilised.
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Exogenous factors: It is recognised that exogenous factors, such as country income or population
size for example, may influence the performance of the health system. These factors have not
been specifically adjusted for in the Index because there is currently not a clear understanding
on how best to isolate the impact of these factors in the field of SRHR and HIV linkages. As such,
there needs to be further research on how these exogenous influences can be best taken into
account in the measurement of SRHR and HIV linkages.
Interpreting the results: The domain and overall scores provide a measure of how close a country
is to achieving the goal of SRHR and HIV linkages but given the relatively high level of data
imputation, the exact score should not be taken too literally. Instead of looking at the specific
percentage score, comparing the decile score (i.e. between 60% and 69%) is a better guide to
use when comparing countries. As such, while there is a notable difference between a country
with a score of 52% and one with a score of 62%, there is less of a clear difference between a
country with a score of 62% and one with 63%. As a result, country scores have been placed in
the relevant decile and not ranked sequentially from the highest to the lowest.

Summary
The SRHR and HIV Linkages Index is an ambitious index, in both concept and scope. It aims to
measure an underlying phenomenon – SRHR and HIV linkages – that which is difficult to directly
observe. Indicators, therefore, have been chosen following the Theory of Change developed for the
SRHR and HIV Linkages Compendium which looks at three distinct domains: the enabling
environment; health systems; and integrated service delivery.
The Index has several unique features that are not commonly seen in composite indices:
i)

ii)

The scoring system is explicitly goal based rather than a relative measure that places
emphasis on the difference between countries. As each of the indicator cut-offs are tied
to a specific target or performance goal, this makes the final indicator score easier to
interpret and understand for practitioners and policy makers.
The level of data imputation is higher than for many other composite indices. However,
without this level of data imputation, it would be impossible to construct the Index, as
there are too many indicators with missing data. If these indicators had not been
included, the full scope of SRHR and HIV linkages would not be captured. Therefore,
countries are not ranked sequentially from highest to lowest in the index but instead the
results are displayed in 10% bands.

Whilst 30 indicators may seem a large number for an index, this compares favourably with other
prominent composite indices. However, every effort has been made to ensure the Index is made up
of the minimum number of indicators possible whilst also covering the full scope of SRHR and HIV
Linkages.
The primary purpose of the index is to capture the level of SRHR and HIV Linkages within a country,
at both the overall level and the domain level, as well as allowing some comparison between
countries. The goal-based scoring method allows the index to be aspirational and makes the score
easier to interpret for practioners and policy makers. The clear reporting of data gaps will also
support advocacy for better data collection in this area.
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Next steps:
The 2016 SRHR and HIV Linkages Index results will be promoted in the following ways:
 Through a website – http://index.srhhivlinkages.org – that contains:
o An online map visualisation which will provide a heatmap for each indicator, the
domain scores and the overall score.
o A download of the 2016 raw data used to generate the Index
o A Key Findings and Messages report for the 2016 Index findings
 A short 6-page overview document introducing the SRHR and HIV Linkages Index and
outlining the 2016 results, findings and key messages. This will be circulated widely among
relevant list servs.

 The partners who developed the SRHR and HIV Linkages Index will begin engaging with
countries on the Index findings – primarily through UN Country Offices and through Global
Fund to Fight AIDS, TB and Malaria in-country processes.
 Peer-reviewed articles on the Index findings will be prepared by the Index authors for
submission to relevant academic journals.
One of the benefits of the SRHR and HIV Linkages Index is the ability to see how the level of SRHR
and HIV Linkages is changing over time. Therefore, it is planned that the Index will be updated every
2 years with the next update happening in 2018.
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