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Preface

The organizing framework described in this document is the result of more than two years devel-
opment work and re�ects the input of many individuals, national and international organizations 
concerned with the planning, the monitoring and the evaluation of prevention programmes for 
those individuals and populations most-at-risk of acquiring HIV. It is intended for national and subna-
tional programme managers and others involved in (1) planning and implementing programmes; 
(2) monitoring and evaluation; and (3) using data and information for policy development and 
programme improvement. 

It is not intended to serve as another guide for monitoring indicators. For informational purposes 
however, the 2007 UNGASS indicators intended for most-at-risk populations are included in the 
Appendix. Since this is a relatively new area of work, it was felt that the necessary �rst step was to 
lay out key guiding principles, concepts, and an organizing framework that could catalyse the work 
and serve as an initial step in strengthening the conceptual foundation and organizing the array of 
disconnected methods, references and materials in this area into one document. This framework 
will be �eld tested and further practical and operational guidance developed. Therefore, this 
document is also not intended to serve as an operational manual. Such an operational manual, to 
be developed in the future, will need to take into consideration and be tailored to regional, setting, 
contextual, and speci�c population issues, to name a few. 

This organizing framework is being distributed as an initial framework and will be used in various 
�eld settings and tested for feasibility and applicability over the next few years. Experience in 
using this document and the lessons learnt will be collated and form the basis of future guidance 
development. In this regard, all comments and feedback are welcome and should be sent to the 
UNAIDS Evaluation Department.

Preface
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Glossary of Terms

Evaluation is a rigorous, scienti�cally-based collection of information about programme activi-
ties, characteristics, and outcomes that determine the merit or worth of a speci�c programme. 
Evaluation studies are used to improve programmes and inform decisions about future resource 
allocations. 

Impact evaluation looks at the rise and fall of disease incidence and prevalence as a function of 
AIDS programmes. The effects (impact) on entire populations can seldom be attributed to a single 
programme or even several programmes, therefore, evaluations of impact on populations usually 
entail a rigorous evaluation design that includes the combined effects of a number of programmes 
for at-risk populations.

Intervention is a speci�c set of activities implemented by a project or providers and can be focused 
at various levels such as the individual, small or large group, community or societal levels.

Monitoring is the routine tracking of key elements of a programme or project and its intended 
outcomes. It usually includes information from record keeping and surveys – both population and 
client-based.

Outcome evaluation is a type of evaluation that is concerned with determining if, and by how 
much, programme activities or services achieved their intended outcomes. Whereas outcome moni-
toring is helpful and necessary in knowing whether outcomes were attained, outcome evaluation 
attempts to attribute observed change to the intervention tested, describe the extent or scope 
of programme outcomes, and indicate what might happen in the absence of the programme. It 
is methodologically rigorous and requires a comparative element in design, such as a control or 
comparison group. 

Outcome monitoring is the basic tracking of variables that have been adopted as measures or 
’indicators’ of the desired programme outcomes. It may also track information directly related to 
programme clients, such as change in knowledge, attitudes, beliefs, skills, behaviours, access to 
services, policies, and environmental conditions. 

Outputs are the results of programme activities; the direct products or deliverables of programme 
activities, such as the number of counselling sessions completed, the number of people reached, 
and the number of materials distributed. 

Outreach services are those that take health information and services into the communities where 
most-at-risk populations live, or places where they congregate (such as shooting galleries or sexual 
pick-up spots). Outreach health services, information and commodities can be provided by health 
workers in a variety of venues such as storefronts, street corners, and buses. 

Peer education is the approach whereby trained people undertake educational activities with their 
peers to develop the knowledge, attitudes and skills that will enable them to be responsible for and 
protect their own health and prevent HIV.

Glossary of Terms
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Peer outreach educators are members or former members of the same at-risk group who can 
provide condoms, sterile needles and health information and advice on where health services can 
be accessed. Sometimes the peer outreach worker will accompany the client to the health service 
and provide follow-up support.

Process evaluation is a type of evaluation that focuses on programme implementation and uses 
largely qualitative methods to describe programme activities and perceptions, especially during 
the developmental stages and early implementation of a programme. It may also include some 
quantitative approaches, such as surveys about client satisfaction and perceptions about needs and 
services. In addition, it might provide understanding about the cultural, sociopolitical, legal, and 
economic contexts that affect a programme. 

Process monitoring is the routine gathering of information on all aspects of a project or programme 
to check on how project activities are progressing. It provides information for planning and feedback 
on the progress of the project to the donors, implementers, and bene�ciaries of the project.

Programme in the AIDS arena, generally refers to an overarching national or subnational system-
atic response to the epidemic and may include a number of projects and interventions.

Surveillance is the ongoing, systematic collection, analysis, interpretation, and dissemination 
of data regarding a health-related event for use in public health action to reduce morbidity and 
mortality and to improve health.

Targeted Media refers to the provision of AIDS information through media (videos, radio shows, 
written materials, billboards, and websites) that is targeted to speci�c populations.

Triangulation refers to the analysis and use of data from multiple sources obtained by different 
methods. Findings can be corroborated and the weakness (or bias) of any one method or data 
source can be compensated for by the strengths of another, thereby increasing the validity and 
reliability of the results. 

Vulnerability refers to those factors that contribute to people engaging in risky behaviours. A 
person vulnerable to HIV can be de�ned as one who is susceptible to, or unable to protect them-
selves from, signi�cant harm or exploitation linked with HIV infection.
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Introduction

Who is this framework for?

This publication provides guidance to governments, international organizations, nongovernmental 
organizations (NGOs) and other members of civil society in monitoring and evaluating (M&E) 
HIV prevention programmes for most-at-risk populations. It is designed primarily for programme 
managers and others involved in planning and implementing M&E of programmes and projects for 
most-at-risk populations at both national and subnational levels.

This framework includes methods and tools that can be applied at the national, and perhaps more 
appropriately, at the subnational level. Unlike interventions aimed at the general population, inter-
ventions for most-at-risk populations are often implemented on a subnational basis, as most-at-risk 
populations are not uniformly spread across a country. Rather, they are often concentrated in large 
cities, border areas, and towns with large migrant or tourist populations. Because interventions for 
most-at-risk populations are often planned and implemented at the local level, M&E efforts should 
also occur at the local as well as the national level. 

The complexity of the methods and approaches presented here varies. While some are within the 
scope of people or agencies implementing �eld operations, others require substantial analytical 
skills and a person or agency to oversee data collection and analysis, and to promote use of the 
�ndings.

Rationale for the guide

Existing M&E guides, particularly for prevention programmes, have largely been �U�Ê
developed with generalized epidemics in mind and with little focus on the unique needs 
of those settings where HIV is concentrated among most-at-risk populations.

Methods and approaches have been developed and used for the M&E of most-at-risk �U�Ê
populations. Much of this work has been documented in one form or another. However, 
there is a need to pull these documents together to provide a comprehensive overview 
addressing M&E in these populations.

As much of the data collection for M&E of most-at-risk populations is done in an ad-hoc �U�Ê
fashion, this document highlights the importance of subnational and project-level M&E 
as part of a national M&E system.
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Guide contents

This framework aims to provide an overview of M&E methods and approaches for most-at-risk 
populations. It also covers the use of strategic information for programme planning, monitoring, 
and evaluation. This framework does not intend to provide speci�c programme guidance for most-
at-risk populations. Its focus is on the M&E of targeted HIV prevention programmes and, thus, does 
not cover the M&E of antiretroviral therapy and other treatment services. Readers are referred to 
the WHO website at http://www.who.int/hiv/pub/guidelines/en for additional guidance in these 
other areas.

This framework draws from existing sources where available and includes the most recent thinking 
about M&E of most-at-risk populations. It does not go into full technical detail, rather, it directs the 
reader towards appropriate supplemental guides, training materials, and other sources of technical 
information.

Applying the guide to generalized epidemics

Interventions with most-at-risk populations can be as important in generalized epidemics as in low-
level and concentrated epidemics. Without effective interventions in sex work and drug injecting 
networks, high HIV incidence can drive transmission regardless of epidemic stage. In low-level and 
concentrated epidemics it is important to prioritize resources for those populations most infected 
and affected by the disease. In generalized epidemics, a broader response is clearly needed, but 
this must still include effective efforts to reduce high transmission rates among other vulnerable 
populations. In addition, interventions should also be targeted to those most vulnerable to HIV 
infection for humanitarian reasons. Thus, most of this guide will apply to all countries where HIV 
prevention programmes are targeted to most-at-risk populations, regardless of the stage of their 
epidemics. 

Principles of involvement

In many countries, civil society has often assumed direct responsibility for establishing and operating 
HIV-related services for most-at-risk populations and, in some, it has pioneered those services. The 
term ’civil society’ embraces NGOs and informal groups at the international, national, and local 
level. Associations representing people living with HIV (PLHIV), people highly likely to be exposed 
to HIV, and women are included, as are faith-based organizations. Marginalized individuals are also 
included, whether they are members of associations or not, such as men who have sex with men 
(MSM), migrants, sex workers, injecting drug users (IDUs), and prisoners. Civil society organizations 
often represent people in marginalized groups, including those who are the most-at-risk and vulner-
able to infection, who are often the most stigmatized by their societies. Thus, civil society should 
be involved in M&E, helping to assess the degree to which services are meeting the actual needs 
of people likely to be exposed to HIV, as well as PLHIV. Involvement of civil society in planning and 
implementing a uni�ed monitoring and evaluation system also is supported by the “Three Ones” 
principles.
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Ethical considerations

Appropriate protection of participants should be exercised when conducting any monitoring, eval-
uation, surveillance, and research activities, but special protection may be warranted when most-at-
risk populations are involved. These populations may already be socially vulnerable or marginalized 
for their behaviours, and data collection efforts that identify or bring attention to these populations 
may place them at additional risk. All people should be respected and treated as autonomous indi-
viduals who can and should freely make decisions regarding their participation in M&E activities. 
Individuals directing these efforts should maximize the bene�ts and minimize any potential harm 
from these activities. 

In addition, individuals involved in planning or implementing M&E activities have ethical and legal 
obligations to protect the privacy of their participants. They must clearly explain to their partici-
pants how they will use and protect private information. In this sense, privacy refers to the control 
of information about an individual by that individual; and the right to control information about 
one’s self is an aspect of autonomy. Some common procedures that ensure that these principles are 
achieved include informed consent, safeguards of private information, and human subjects review 
by an institution appropriately authorized to do so.

Elements of Informed Consent

an explanation of the purpose of the project or study with a description of procedures �U�Ê
a description of the foreseeable risks or discomforts to subjects �U�Ê
a description of any compensation to be given �U�Ê
an explanation of whom to contact with questions �U�Ê
a statement of any bene�ts to participants �U�Ê
a statement about the con�dentiality of records �U�Ê
an explanation that participation is voluntary and that it may be discontinued at any �U�Ê
time.

Procedures must be exercised to ensure the con�dentiality and protection of private information. 
These might include conducting interviews in private spaces, using ID numbers rather than names 
to refer to individuals, and storing private or individually identi�able information in a secure envi-
ronment. 

Some monitoring and evaluation activities may not require human subjects review, if they are not 
considered ’research’, but they may still require a formal review. Data collection activities that can 
be classi�ed as research require appropriate and ongoing review by quali�ed individuals and insti-
tutions to ensure that the study protocol and procedures will protect the rights of human subjects. 
It should be noted that some populations, such as youth and prisoners, require special considera-
tions and protection above and beyond those of other populations. 
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Selecting appropriate indicators

Indicator selection should re�ect programme focus and resource allocation, which in turn should 
re�ect the populations most-at-risk in a particular country or setting. An assessment of resource 
allocation at the national level as compared to new infections in most-at-risk populations may 
be needed to identify priority programme areas. This would then serve as a guide for indicator 
selection. 

This document includes the 2007 UNGASS indicators of programme coverage, knowledge and 
behaviour, and HIV prevalence in most-at-risk populations (refer to www.unaids.org for any updates 
in this list). This list should be considered as a starting point for indicator selection, and most 
programmes for most-at-risk populations will want to track additional indicators. Countries with 
concentrated and low-level epidemics may also wish to track indicators of service coverage and 
HIV-related risk behaviours in other priority populations and in the general population, particularly 
if the epidemic is becoming more established outside of these risk groups. Further information on 
indicators appropriate for the general population and for young people can be found in guidance 
documents, which are available on the UNAIDS website (http://www.unaids.org) and are listed at 
the end of this chapter.

In addition, all countries, regardless of the status of their epidemic, should track indicators of 
national commitment, such as HIV-related expenditures and national policies. Information on these 
indicators can be found in the UNGASS guide. As the focus of this framework is on HIV prevention 
programmes, no indicators for care, support, and treatment programmes that are unique to most-
at-risk populations appear in this guide. Readers interested in developing M&E systems for these 
programme areas are referred to speci�c guides for care, support and treatment programmes, and 
antiretroviral programmes that are referenced at the end of this chapter. 

In accordance with the “Three Ones” principles, countries are working towards one country-level 
monitoring and evaluation system. Applying this principle to indicator selection means that indi-
cators should be selected from existing government and donor sets as much as possible. Other 
considerations include preserving indicator continuity over time, limiting data collection to infor-
mation that is relevant for programme management, and reducing the burden of data collection 
on �eld-level staff.
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Framework for indicators

The most commonly used framework for indicator selection is the ’input-activities-output-outcome-
impact’ framework as shown in Figure 1. This provides a way to organize the data that are required 
to monitor programme progress and suggests a logical order for collecting and analysing informa-
tion. This starts with examining the required inputs (for example, resources) for implementing activ-
ities, the activities themselves (for example, counselling and testing), and then the resulting outputs 
(immediate effects, such as the number of people tested). Outputs may lead to outcomes (inter-
mediate effects, such as risk behaviour change) that in turn may lead to impact (long-term effects, 
such as reduction in HIV incidence). Figure 1 shows this paradigm with some illustrative types of 
data that might be collected at each step. To truly determine the merit or value of a programme, 
evaluation studies must supplement monitoring data, as will be discussed later in this guide.

Figure 1. Global AIDS Monitoring and Evaluation Framework and Illustrative Data Types

Assessment
and Planning

Situation Analysis
Response Analysis
Stakeholder Needs
Resource Analysis
Collaboration Plans

Input
(Resources)

Staff
Funds
Materials
Facilities
Supplies

Activities
(Interventions, Services)

Trainings
Services
Education
Treatments
Interventions

Output
(Immediate Effects)

Staff Trained
Condoms Distributed
Clients Served
Tests Conducted

Impact
(Long-Term Effects)

Social Norms 
HIV Prevalence
STI Incidence
AIDS Morbidity
AIDS Mortality
Economic Impact

Outcomes
(Intermediate Effects)

Provider Behaviour
Risk Behaviour
Service Use Behaviour
Clinical Outcomes
Quality of Life

Programme-based Data
Population-based Biological, Behavioural, 

and Social Data
Programm e

Development Data

In addition to monitoring these illustrative data types, select programmes conduct enhanced process and outcome evaluations.

Source: Rugg et al. (2004). Global advances in HIV/AIDS monitoring and evaluation. New Directions for Evaluation. Hoboken, NJ, Wiley Periodicals, Inc.
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Organizing framework

The investigation of any problem starts by asking pertinent questions that serve to initiate and 
organize the response. Such questions might include: what is the problem? What are the contrib-
uting factors? What can be done about the problem? Once a programme response has been imple-
mented, questions may include: is it working? And once a reasonable period of time has passed, 
is the programme reaching enough people to make a difference in the resolution (or severity) of 
the problem? These basic questions provide a simple and pragmatic way to organize the resources 
necessary to build an M&E system. The framework provided in Figure 2 depicts the essential infor-
mation needed for programme decision-making, design and improvement (Rugg et al., 2004). In 
this document, the framework is being used to identify the information needed to plan, monitor, 
and evaluate HIV prevention programmes for most-at-risk populations. The framework is a useful 
tool for organizing a collective, coordinated and uni�ed response to information gathering by 
national or subnational programmes and all their partners and donors. It provides a step-by-step 
sequence for planning data collection over time, serving as a ’roadmap’ where the answers to 
questions at one step provide the basis for the questions and information needed at the next step. 
It also allows everyone involved to identify their role and contribution to the M&E system. 

The framework is divided into the following eight steps:

1. Identifying the problem
The �rst step in the framework is identifying the problem. In the case of HIV, we initially seek to 
identify the nature, magnitude and course of the overall epidemic and related sub-epidemics. This 
information typically comes from surveillance systems, special surveys and epidemiological studies. 
This �rst step may also include questions about the nature and magnitude of the programmatic 
response to date. Situation analysis, gap analysis and response analysis are the typical informa-
tion-gathering activities that seek information about programme status from, for example, related 
documents, informant interviews and �eld observations. The surveillance methods used in this 
�rst step are also used in the last step when we determine overall impact and collective effective-
ness of combined programme efforts, thus closing the loop in the iterative process of programme 
planning, implementation and evaluation. 

2. Determining the contributing factors of risk of infection
In the second step, we seek to determine the contributing factors and determinants of risk of 
infection. This information is usually obtained from rapid assessments; knowledge, attitude and 
behaviour surveys; epidemiological risk factor studies; and determinants research. The results at 
this step help in the design of appropriate interventions. 

3. Determining which interventions might work in ideal circumstances
The third step focuses on determining which interventions might work under ideal circumstances 
by reviewing the available evidence from research-driven protocols (ef�cacy trials) or evaluations 
of interventions conducted under speci�c �eld conditions (effectiveness studies). Where insuf�-
cient evidence exists, evaluation studies may need to be implemented to support evidence-based 
decision-making. This is an important step, although it is often not suf�ciently funded nor is suf�-
cient time allowed to obtain and analyze results in the rush to ‘do something’. 
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4. Determining which interventions and resources are needed
The fourth step should be linked closely with the �ndings from the third step and involves deter-
mining which interventions and resources are needed. This question is usually addressed through 
needs, resource and response analysis, and will include an assessment of current programmes and 
estimated coverage. The use of information for strategic planning and management of programmes 
is an area that needs considerable strengthening, and several donors have committed to devoting 
extra resources in this area. 

5. Assessing the quality of interventions
The �fth step seeks to assess the quality of interventions by asking questions about their imple-
mentation. Process monitoring, evaluations, and other forms of quality assessments are typically 
performed at this step and especially as new programmes are getting underway. 

6. Examining the extent of programme outputs
Similarly, the sixth step seeks to examine the extent of programme outputs, answering questions 
of ’how many?’ and whether the programme is being implemented as planned and reaching its 
intended target population. Typically this information should be routinely collected in a project 
record-keeping system. 

7. Examining programme outcomes
The seventh step examines programme outcomes and answers questions about intervention effec-
tiveness. Typical evaluation methods include intervention outcome studies with control or compar-
ison groups, operations research, health services research, formative research, and other special 
studies. 

8. Determining overall programme effects
The �nal step focuses on determining overall programme effects and collective effectiveness. 
Building on the answers to the questions at previous steps, information from population-based 
surveys and other surveillance activities are once again used to answer questions at this �nal step. 
In addition, the systematic collection of programme-related qualitative data assists in interpreting 
programme outcomes and impact and contributes to our understanding of what is or is not working. 
Such information could also identify unexpected results and community perceptions that in�uence 
programme results and cannot be answered using trend data alone.
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Chapter organization

The chapters in this guide provide the methods and approaches used to answer many of the 
questions posed in this framework. As this guide focuses more narrowly on M&E methods and 
approaches rather than on planning a comprehensive response, the attention is on those steps that 
correspond most closely with this topic. Thus, not all steps in the framework receive equal attention 
here. 

After the introduction and background, 

Chapter 3 presents methods of population size estimations, an important component of the �U�Ê
situation analysis and problem identi�cation, the �rst question in the framework;

Chapter 4 discusses assessing the contributing factors; �U�Ê
Chapter 5 presents process M&E;�U�Ê
Chapter 6 discusses methods to track programme uptake and coverage; �U�Ê
Chapter 7 covers assessing intervention effectiveness using outcome evaluation studies;�U�Ê
Chapter 8 discusses monitoring outcome and impact indicators and the role of surveillance; �U�Ê
Chapter 9 covers assessing collective effectiveness through triangulation methods.�U�Ê

And �nally, the methods and examples presented in the last two chapters are also relevant to the 
�rst step in the framework, that of problem identi�cation, as the framework re�ects an ongoing 
cycle of feedback of information regarding the nature and magnitude of the epidemic and the 
response.

Figure 2. A Public Health Questions Approach to Unifying HIV Monitoring and Evaluation.

8. Are collective efforts being implemented on a large enough scale to
impact the epidemic (coverage; impact)? Surveys; Surveillance

7. Are interventions working/making a difference?
Outcome Evaluation Studies

6. Are we implementing the programme as planned?
Outputs Monitoring

5. What are we doing?
Process Monitoring & Evaluation; Quality Assessments

4. What interventions and resources are needed?
Needs, Resource, and Response Analysis; Input Monitoring

3. What interventions can work (efficacy & effectiveness)?
Special Studies; Operations Research; Formative Research; Research Synthesis 

2. What are the contributing factors?
Determinants Research; Analytic Epidemiology 

1. What is the nature and magnitude of the problem?
Situation Analysis; Surveillance 
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Source: Rugg et al. (2004). Global advances in HIV/AIDS monitoring and evaluation. New Directions for Evaluation. Hoboken, NJ, Wiley Periodicals, Inc.
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Guiding principle: the importance of a strategic and phased approach

An important guiding principle in the implementation of a comprehensive M&E system is the need 
to take a strategic and phased approach, acknowledging two realities:

appropriate infrastructure and capacity must be in place to implement the different components �U�Ê
of a comprehensive system—not everything can be done at once; and 

not every programme needs to conduct all aspects of M&E.�U�Ê

A frequently used diagram to depict the latter is the ’M&E pipeline’ shown in Figure 3 (Rugg 
et al., 2004). This M&E pipeline is based on the simple input-activities-outputs-outcomes-impact 
framework mentioned above. The diagram suggests that all programmes should conduct basic 
programme input and output monitoring for the purposes of good programme management, for 
example:

the number of people tested; �U�Ê
the number of clients served; �U�Ê
the number of people trained; or �U�Ê
the number of condoms distributed.�U�Ê

Most programmes should also conduct some basic process evaluations. This component often 
includes implementation assessments, quality assessments, basic operations research, case studies 
and cost analyses. The rationale for conducting outcome monitoring and outcome evaluation should 
be carefully considered against the additional time, expertise and resources that these methods 
require. Generally speaking, outcome monitoring should be considered when programmes are 
more established, and outcome evaluation after the introduction of a new intervention or when 
the effectiveness of an intervention is unknown or in question. Finally, only in a few cases would 
impact evaluation be warranted in which an attempt is made to attribute long-term effects (impact) 
to a speci�c programme. However, monitoring the unlinked distal impacts (impact monitoring) can 
be done through surveillance systems and repeated population-based biological and behavioural 
surveys. All programmes should be aware of these national and subnational data and how these 
are relevant to their programme. They typically provide a basis for comparing national and local 
programme output and outcome monitoring efforts. In other words, in determining the overall 
success or collective effectiveness of all programmes that constitute the national response to AIDS, 
it is necessary to interpret long-term effects in the context of results from process and outcome 
evaluations and from existing survey data and output monitoring. The main strategic point here is 
simple: not everybody needs to do everything.
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Figure 3: Strategic Planning for M&E: Setting Realistic Expectations
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Background

What are low-level and concentrated epidemics?

WHO and UNAIDS classify HIV epidemics into three broad categories, namely low-level, concen-
trated, and generalized epidemics. 1

In a low-level epidemic, HIV infection has not spread to signi�cant levels in any subpopulation, 
although it may have existed for many years. Infections are largely con�ned to individuals with 
higher risk behaviour, often among groups such as sex workers, injecting drug users, and men 
having sex with men. This level of epidemic suggests that networks of risk are rather diffuse and 
only low levels of partner change or use of non-sterile drug injecting equipment exist, or that the 
virus has been introduced more recently. In numerical terms, HIV prevalence has not consistently 
exceeded 5% in any de�ned subpopulation.

In a concentrated epidemic, HIV has spread substantially in one or more subpopulations, but is not 
well established in the general population. This level of epidemic suggests active networks of risk 
within these subpopulations. The future course of the epidemic is determined by the frequency and 
nature of links between highly infected subpopulations and the general population. In numerical 
terms, HIV prevalence is consistently over 5% in at least one de�ned subpopulation. HIV prevalence 
remains below 1% in pregnant women in urban areas. 

In a generalized epidemic, HIV is �rmly established in the general population. Although subpopu-
lations at high risk may continue to contribute disproportionately to the spread of HIV, sexual 
networking in the general population is suf�cient to sustain the epidemic independently of subpop-
ulations at higher risk of HIV infection. In numerical terms, HIV prevalence is consistently over 1% 
in pregnant women.

Which populations are most-at-risk?

This document provides an M&E framework for settings where there is a concentration of risk 
behaviours that lend themselves to ef�cient HIV transmission that may then drive the majority of 
new infections. Behaviours that put people at greater risk of HIV infection include high rates of 
unprotected sexual partnerships, unprotected anal sex with multiple partners, and injecting drugs 
with multi-user equipment and drug preparations. Thus, population groups where these behav-
iours are concentrated include:

female sex workers (FSWs); �U�Ê
clients of FSWs; �U�Ê
injecting drug users (IDUs); and �U�Ê
men who have sex with men (MSM).�U�Ê

1	 Adapted fr om WHO and UNAIDS (2000).Guidelines for Second Generation Surveillance. Geneva, WHO and 
UNAIDS (2000).
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These behaviours provide the basis for prioritizing interventions to those populations thought to 
be at highest risk of acquiring and transmitting HIV and identify those populations that should be 
a priority for monitoring and evaluation efforts of national and subnational programmes. While 
the focus is on low-level and concentrated epidemic settings, it is well documented that there are 
countries with generalized epidemics where there is also a need for prevention interventions and 
M&E efforts among people who are engaging in these most-at-risk behaviours. 

Figure 4 depicts the populations most-at-risk of acquiring HIV in low-level and concentrated 
epidemic settings that are often targeted for interventions. These are, however, not discrete cate-
gories, as there are overlapping risk practices of IDUs who also sell sex and engage in high-risk 
sexual practices, and FSWs and MSM who also inject drugs.

The choice of target populations for interventions and, thus, for M&E efforts should ultimately be 
based on priority setting that includes an assessment of the level of HIV prevalence and population 
size, behavioural risk factors and potential responses.

Figure 4. Priority Populations for HIV-Prevention Interventions in Low-Level and 
Concentrated Epidemics

Female sex workers

Unprotected sexual intercourse with multiple partners increases the risk of exposure and transmis-
sion of HIV. Female sex workers (FSWs) operating on an economic incentive to have more sexual 
partners, are a critical population to address with HIV prevention programmes. In addition, their 
connection to large numbers of men within the general population acts as a bridge for the virus to 
other, less-at-risk individuals, and further highlights the importance of prevention with FSWs. FSWs 
can be formal, establishment-based or street-based, or they can be informal and may not consider 
themselves to be – or be easily identi�able as – sex workers. This may include those who engage in 
transactional sex and exchange sex for gifts, school fees or food. 

Interventions
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Female sex workers

Clients of sex workers
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Clients of female sex workers

Programmatically, whenever FSWs are targeted for prevention interventions, their male clients 
should also always be targeted. This is primarily because the success of interventions with FSWs 
will be limited if their clients and their behaviours are not addressed. Male clients are often also 
engaging in unsafe behaviours with other partners such as wives or girlfriends and thus act as a 
bridge for the spread of HIV from higher-risk populations to lower-risk individuals in the general 
population. In addition, because of relatively high levels of commercial sex in some populations, 
clients of FSWs can have a large impact on the spread of HIV in the general population. Clients 
of FSWs can be targeted through interventions in speci�c geographic locations (like ’red light 
districts’) or they can be identi�ed through local behavioural research that identi�es categories of 
men most likely to pay for sex. Groups particularly vulnerable are men who are mobile and spend 
time away from home and their regular partners (for instance, truck drivers, the military, or migrant 
workers). 

Injecting drug users

Using contaminated injecting equipment is the most ef�cient means of acquiring HIV. In the absence 
of prevention activities targeting IDUs, HIV prevalence can rise quickly soon after the introduc-
tion of the virus into these populations. HIV transmission through use of non-sterile equipment 
is augmented by sexual transmission among IDUs and between IDUs and their non-IDU sexual 
partners. Injecting drug use stands out as a behaviour of special signi�cance to be targeted for 
preventing the rapid spread of the virus within this population and their sexual partners through 
reducing unsafe injecting practices. 

Men who have sex with men

Research has demonstrated that unprotected anal sex is far riskier per sex act than unprotected 
vaginal sex. Since many men who have sex with men (MSM) engage in anal sex and often have 
multiple sexual partners, male-to-male sexual transmission is an issue of great importance to HIV 
prevention. Depending on culture and context, there can be many different subgroupings of men 
engaging in same-sex relations that are included in this behavioural category regardless of sexual 
orientation (homosexual, bisexual, or heterosexual). This behavioural risk category also includes 
men who sell sex to other men (male sex workers). While some male sex workers sell sex to women, 
the behaviour of highest risk of HIV transmission is anal intercourse with other men. In some cultures, 
men who sell sex to other men are more readily reached through MSM-related prevention inter-
ventions than through sex worker interventions, which are most often focused on FSWs. However, 
transgendered persons may be better targeted in some settings by efforts aimed at FSWs.

While these behavioural groupings have been useful for targeting prevention interventions, not all 
high-risk individuals �t neatly into one category, and not all individuals in a given category are at 
high risk of HIV. For example, MSM in a mutually monogamous relationship with an HIV-negative 
partner, or IDUs who decrease injecting drug use and do not use non-sterile equipment, are at 
a much lower risk of HIV infection. And as previously noted, there is overlapping risk between 
these groupings, and some people may be practising multiple risk behaviours, for example, many 
FSWs are also IDUs and may sell sex in exchange for drugs. Likewise, IDUs may buy or sell sex in 
exchange for drugs. This overlap in risk behaviours must be considered in planning and reporting 
on M&E efforts.
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Other priority populations

There may be other groups that are at increased risk of infection in a given community or country. 
The level of effort directed at reaching these other populations will depend on the level of epidemic 
and available resources. Most of these populations are vulnerable because of their partners’ at-risk 
behaviours. Sexual partners of IDUs, female partners of MSM, and partners of clients of sex workers 
are all at increased risk of HIV infection because their partners engage in risky behaviour. In some 
settings, they make up a substantial proportion of new infections. Figure 5 illustrates the strong 
behavioural linkages between most-at-risk populations and between most-at-risk and the general 
population. While this �gure illustrates behavioural links between populations in a typical Asian 
epidemic, a similar �gure with a greater emphasis on linkages between IDU and other populations 
could be used to illustrate the epidemic situation in other regions such as central Asia. Whatever 
the strength of the linkages between populations, it must also be noted that there is often overlap-
ping risk between these populations.

Unfortunately, sexual partners of most-at-risk populations are not necessarily aware that they are at 
increased risk and often don’t take preventive measures. These populations are dif�cult to monitor 
with regard to HIV prevalence or sexual risk behaviour as they are less likely to self-identify or to 
congregate in locations where they can be reached using standard data collection methods. 

Figure 5. The HIV Epidemic Dynamic in Asia: Behavioural Links Between Populations
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Additional populations may also be vulnerable to HIV and should be the focus of HIV prevention 
interventions and, therefore, M&E activities in some settings. This may include, for example, heter-
osexual men and women with multiple sexual partners, female domestic workers who are often 
sexually abused, young men and women who are traf�cked for sexual exploitation, and popula-
tions surrounded by armed con�ict who might be subject to high levels of sexual violence. Street 
children, who are often impoverished or substance dependent are more likely to be exposed to 
HIV infection as they develop without the guide or supervision of adults and may not have the skills 
and resources to protect themselves. Male prisoners are of particular concern in many settings 
due to the risk of having unprotected and often coercive sex, and due to the sharing of injection 
equipment. These additional subpopulations will vary by country and setting and should be consid-
ered for potential monitoring while developing a national or subnational M&E plan.

People living with HIV

All most-at-risk populations will include people living with HIV (PLHIV). Directing a portion of 
prevention efforts towards individuals living with HIV, also referred to as ’positive prevention’, 
helps support positive living and reduces the risk of transmission to others. Positive prevention 
includes counselling about whether and how to continue sexual relations, especially for sero- 
discordant couples with a need to be intimate, peer support for people undertaking these dif�cult 
decisions, and availability of condoms for those who choose to continue. These activities may be 
integrated into other health interventions such as treatment of opportunistic infections and anti- 
retroviral therapy. 

The increasing availability of antiretroviral therapy may provide an incentive for individuals to 
learn their serostatus. In time, this may result in larger numbers of people aware that they are HIV 
positive, even before they require medical treatment. Most-at-risk populations are often the least 
likely to access health interventions, particularly if the health services are deemed to be ’unfriendly’. 
Therefore, outreach to these populations – particularly through peer interventions – and special 
services will be of utmost importance to ensure that PLHIV are able to access prevention support 
as well as care and treatment. 

Adolescents who engage in at-risk behaviours

Adolescence is a time of rapid development and experimentation, when young people are faced 
with many new situations, and when the in�uence of their peers increases and the in�uence of their 
parents diminishes. It is also the period when most young people engage in sexual relations for the 
�rst time, experiment with psychoactive substances (alcohol, drugs and tobacco), and behaviours 
are established which may last well into adulthood. In many countries with low-level and concen-
trated epidemics, a large proportion of people engaging in at-risk behaviours are young people, 
with increasing evidence that many of them are adolescents (see Figure 6). 2

Adolescents have the same needs as adults for HIV prevention services. However, due to their lack 
of experience in negotiating use of services and, in some instances, legal barriers to using them, 
services may need to be delivered in a slightly different manner. It is important to recognize that 
most-at-risk adolescents may not come to static service delivery points, and services may need to be 
speci�cally targeted for them and, in many cases, provided on an outreach or mobile basis (where 
health services, information and commodities are taken to them). Thus, the essential package of 

2	 Young people are de�ned by the UN as aged 10 to 24 years, adolescents as 10 to 19 and youth as 15 to 24 
years.
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targeted HIV prevention interventions for most-at-risk populations should be adolescent-friendly 
and accessible for all at-risk adolescents whatever their age, legal or socioeconomic status. In 
addition, policy-makers and health-care providers need to consider whether an adolescent has the 
capacity to consent, or ‘competence’ to provide consent, to medical interventions and treatment, 
and whether others should be involved in decision making on their behalf. 3

It is critical that M&E data are collected and disaggregated by age and sex so that the program-
matic response for most-at-risk adolescents can be monitored and evaluated. Adolescents are 
often overlooked in surveillance efforts because of legal issues or a perception that adolescents are 
not involved in risky behaviours. While effort should be made to include adolescents in data collec-
tion efforts, ethical and legal obligations need to be considered when collecting data on children 
under 18 in most countries (see Ethical Approaches to Gathering Information from Children and 
Adolescents in International Settings: Guidelines and Resources, Population Council 2005 for more 
information on this topic).

3	 Generally speaking, parents or guardians have the right to make medical decisions on behalf of children not 
capable of making these decisions themselves. The Convention on the Rights of the Child (CRC) implicitly 
acknowledges the evolving capacity (CRC; Article 5) of adolescents less than 18 years old to make decisions 
for themselves, which includes the evolving capacity or competency to consent to medical treatment. However, 
the law dealing with this varies between countries: some countries designate speci�c ages at which an 
adolescent is judged to have capacity, and that may range anywhere from 10 to 18. Where the law is silent, 
service providers have sometimes developed their own protocols.
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Figure 6. Many People Who Engage in At-Risk Behaviours are Adolescents and Young 
People

Bibliography and references for further reading

Ross D, Dick B and Ferguson J (2006). Preventing HIV/AIDS In Young People.  
A Systematic Review Of The Evidence From Developing Countries. Geneva, WHO.

UNAIDS (2004). Coordination of national responses to HIV/AIDS. Guiding principles for national 
authorities and their partners. UNAIDS, Geneva.

UNAIDS (2005). Monitoring the declaration of commitment on HIV/AIDS. Guidelines on 
construction of core indicators. UNAIDS,Geneva.

WHO (2004) Guide to monitoring and evaluating national HIV/AIDS prevention programmes for 
young people. WHO, Geneva.

Drug use often begins in adolescence and many IDU are adolescents and young people.

In Kazakhstan 54% of IDUs are under age 25. �U�Ê
In St. Petersburg, Russian Federation, almost one third of IDUs are under 19 years of age. �U�Ê
In Ukraine 20% of IDUs are ’adolescents’.�U�Ê
In Santos, Brazil, 56% of IDUs are under age 25.�U�Ê

The median age of sex workers is dropping because of the demand for younger women, 
often perceived by clients to be less likely to be infected with sexually transmitted 
diseases or HIV.

In Cambodia, China, Lao People’s Democratic Republic, Myanmar, Russian Federation �U�Ê
and Viet Nam, between 60% and 70% of sex workers are younger than 25 years of age. 

In Europe and Central Asia it is estimated that 80% of young women selling sex are �U�Ê
under 25 years.

A substantial proportion of MSM are younger than 25.

In Central America, 20% of MSM surveyed were under age 20, and 34% were aged 20 to �U�Ê
24 years.

In Lima, Peru, 50% of MSM surveyed were under 25 years of age.�U�Ê
Sources: 
Monasch R and Mahy M (2006). Young people: the centre of the HIV epidemic. In: Ross D, Dick B and 
Ferguson J (Eds). Preventing HIV/AIDS in young people. A systematic review of the evidence from 
developing countries. Geneva, WHO.
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Establishing the size and nature of  
the problem 

What questions are answered by establishing the size and nature of 
the problem?

To effectively plan interventions and allocate resources, programme planners need to know the 
nature and magnitude of the problem as well as the programmatic response that has been used to 
date. Information to describe the problem should be collected as part of a comprehensive needs 
assessment that includes behavioural risk factors, contributing factors, population size estimates, 
and HIV prevalence. As later chapters in this guide present approaches for assessing the contrib-
uting factors (chapter 4), HIV-related risk behaviours and HIV prevalence (chapter 8), and triangula-
tion of data (chapter 9), this chapter will focus on presenting methods of size estimation. 

Population size estimates are needed for programme planning, M&E, and policy and advocacy. 
A primary reason for conducting population size estimations is to understand the scope of the 
problem and the scale of the response that is needed. With this information, programme managers 
can then assess resource requirements and the capacity that is needed to plan an appropriate 
response with suf�cient coverage. For M&E purposes, population size estimates serve as denomi-
nators in calculations of programme coverage (discussed in chapter 6). They are also used to project 
the likely course of the epidemic (in combination with behavioural and seroprevalence data); which 
is a useful tool to lobby policy-makers and other stakeholders for appropriate interventions and 
resources. 

The use of population size estimations in the Russian Federation

The Open Health Institute has been regularly using the multiplier for the assessment of 
the number of IDU in all regions in the Russian Federation where they implement projects. 
The institute �nds it useful to conduct size estimations at least every second year because 
the situation in regards to the drugs that are used and the number of drug users can 
change very rapidly. Current and accurate size estimations are needed for several reasons. 
For management purposes, updated information is needed for planning interventions in 
order to take into account the changing realities in the �eld. Updated estimates of the 
population size are also needed as a denominator for coverage estimates, important 
information for reporting to donors and for advocacy among decision-makers.

Source: 
Alexei Bobrik, The Open Health Institute 
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When is it necessary to conduct size estimations?

For programme planning, estimates of the size of the most-at-risk populations need to be conducted 
as part of the situation analysis in the programme-planning phase. In addition, because many of 
these populations are dynamic and populations may move in and out of a programme catchment 
area, it is important to conduct periodic size estimations to ensure that the magnitude of the 
response is appropriate, and that size estimates are suf�ciently accurate for coverage estimates. 
Also, it is useful to assess turnover of most-at-risk populations because, while the size of the popu-
lation may remain constant, its membership may not.

Who should conduct size estimations?

Size estimations are needed both at the national level for policy-making and decisions regarding 
intervention priorities and resource allocation, as well as at the local level for programme planning, 
management, monitoring and evaluation. At the national level, the authority charged with surveil-
lance activities may want to make recommendations as to the de�nitions and the methodolo-
gies used for size estimation activities so that local estimates can be utilized at the national level. 
However, for M&E purposes, it is important to collect the data that are most pertinent to evaluating 
programmes or assessing programme needs. In this regard, national estimates may not be very 
useful as they largely serve a political need. 

Subnational data collection and estimations, preferably at the level of programme planning and 
implementation, may be a better way to proceed. Epidemics are rarely spread across a country 
uniformly, and prevention programmes, ideally, should be implemented where they can have the 
greatest impact on the epidemic. At the local level, programme managers should be responsible 
for planning size estimation activities as part of programme planning, monitoring, and evalua-
tion activities. Programme managers may wish to obtain technical assistance in conducting size 
estimations from a local university or research �rms that have experience in this area. In addition, 
programme managers may wish to use size estimations that have been obtained by others such as 
the police or local health authorities if these estimations are thought to be valid.

What methods are available for size estimation?

Estimating the size of a population, particularly a hidden population, can be dif�cult to achieve. 
There are, however, methods for size estimation that can provide a reasonable estimate and that 
can be used for programme planning and assessment. More detailed information on these methods 
can be found in a UNAIDS/Family Health International (FHI) report of a workshop on size estimation 
(see bibliography). The following is a summary of the most frequently applied methods.

Census/enumeration methods

Synopsis: These are efforts to count all members of the target population or a sample of the target 
population.

Main features: In a census, all members of a population are counted. With enumeration methods, 
a sampling frame (i.e. a list of brothels or shooting galleries) is developed, and members of the 
population at the selected venues are counted. This �gure is then adjusted to obtain an overall 
estimate of the population size.
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Assumptions: These methods assume that most-at-risk populations can be reached at identi�ed 
venues and then counted, however, members of most-at-risk populations can be hidden. A census 
can sometimes be impractical, as it is expensive and logistically dif�cult to conduct, particularly 
when members of the population move between venues.

Multiplier methods

Synopsis: Use data from two overlapping sources.

Main features: The �rst set of data usually comes from a service that the population uses or an 
institution with which individuals come into contact. This may include, for example, the number of 
FSWs treated at the STI clinic or the number of IDUs arrested. The second set of data usually comes 
from a survey of the target population, where members are asked about their contact with the 
service or institution. The number served or contacted is then multiplied by the inverse proportion 
of the percentage of the target population that reports contact or that is served with the service.

Assumptions: While multiplier methods are relatively straightforward, care must be taken to ensure 
that the populations from both data sources correspond, so that members of the population survey 
have a chance to be included in the service or institutional dataset.

Population-based surveys

Synopsis: The prevalence of HIV-related risk behaviour is estimated from surveys of the general 
population or a subset of the general population. 

Main Features: Respondents from a general population survey or from a survey of a subset of 
the general population (e.g. military, youth, etc.) are asked whether or not they have practised 
HIV-related risk behaviours (such as having sex with a sex worker). The percentage practising a 
particular behaviour is then applied to census data or size estimates of the whole population to 
arrive at an estimate of the total number practising this behaviour.

Assumptions: These surveys are generally designed as household surveys and provide robust 
estimates of relatively common behaviours. As many of the behaviours that de�ne most-at-risk 
populations are not common in the general population, they may be missed or estimates may 
not be very robust. Household-based surveys will not capture those in brothels, in the street, or 
otherwise not at home. They are most useful for estimating the number of men who engage in paid 
sex with a sex worker and less useful for less common, and more highly stigmatizing, behaviours.

Capture-recapture

Synopsis: Uses two or more independent and overlapping samples to calculate the population 
size.

Main features: Researchers ’mark’ a random sample of members of the target population through 
either an interview or other means. They then take a second sample and determine the propor-
tion also caught or ’marked’ in the �rst sample. A third random sample can also be used and the 
number marked, once, twice, or not at all, is used to estimate the total population size. 
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Assumptions: This method assumes a closed population, meaning members are not moving in and 
out of the population between rounds of the survey. It also assumes that members of the popula-
tion have an equal probability of being marked. 

A �nal method that has been used with varying degrees of success is the Delphi method where a 
group of known experts is asked about the estimated number of group members.

How to select the most appropriate method for size estimation

The choice of method for population size estimates will depend on a number of factors, including 
how the information will be used, the data sources that are available, and the resources available 
for population size estimations. The characteristics of the population and its visibility will also help 
dictate the choice of method. The method most appropriate for an IDU population, for example, 
in a given locale may differ from that for an MSM population. Thus, the choice of method should 
ultimately be left up to national and local programme managers, based on careful consideration of 
their information needs and the characteristics of the population to be estimated. In some cases, 
and where resources are suf�cient, a combination of methods may be used to help overcome the 
weaknesses in each method. In addition, if population size is to be monitored over time, the avail-
ability of resources for size estimation on an ongoing basis needs to be considered.

If the size of the population is to be tracked over time (as opposed, for example, to a one-time 
effort conducted as part of a rapid assessment for programme planning purposes), the method  
selected should be one with suf�cient rigour and resources to replicate it over time.
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What are the speci�c challenges related to most-at-risk populations?
When planning population size estimates (or any M&E activity for that matter), it is important to 
agree on the de�nition of the population in the country. For example, an IDU could be de�ned as 
someone who has ever injected drugs or someone who has injected drugs within a speci�ed time 
period. Frequency of injection may also play a role in whether or not a person is identi�ed as an 
IDU. Without such agreed upon criteria, it can be dif�cult to compare size estimates across regions 
and across time.

With many most-at-risk populations engaging in illegal or stigmatized behaviours, any data collec-
tion activity, including estimations of population size, is challenging. Making size estimation an 
inclusive process that involves government and nongovernmental organizations, as well as commu-
nities, forces people to confront their biases and assumptions, to make the process move forward 
more effectively.

One challenge is to safeguard the appropriate use of size estimations. There is a very real possibility 
that reliable estimates of the numbers of IDU, street-based sex workers or MSM could lead not to a 
public health response, but rather to a law-enforcement response. The likelihood of this happening 

Estimating the size of the female sex worker population in Indonesia 
using a multiplier method.

The principal data source for FSWs was a Department of Social Affairs listing of sex 
workers by province. However, this registry covers only lower-class establishment-based 
sex workers – sex workers who work in brothels and sex work complexes. Higher-end 
establishment-based sex workers who work out of private houses and hotels are not 
covered in the registers nor are non-brothel-based sex workers – women who work as 
hostesses in night-clubs or masseuses in massage parlours, where they also may provide 
sexual services. It is, therefore, necessary to adjust the Department of Social Affairs 
registries to account for these unregistered sex workers. 

A census of sex workers in Bali conducted by an NGO indicated that there were 1062 
establishment-based sex workers, of whom 671 fell into the category usually captured 
by listing from the Department of Social Affairs. In addition, there were 235 non-brothel 
based sex workers. This suggests that the Department of Social Affairs listing should be 
in�ated by 58% to account for the higher-end establishment-based sex workers and by 
a further 35% to account for establishment-based sex work. In Jakarta, the Department 
of Tourism estimates that 80% of the 17,000 women who work in bars, karaoke parlours, 
massage parlours and saunas also sell sexual services, indicating that there are 13,600 
non-brothel-based sex workers in Jakarta. The Department of Social Affairs lists 9,300 
lower-class establishment-based sex workers. Thus, the number of sex workers from this 
listing should be in�ated by nearly 150% to account for non-brothel-based sex workers.

The multipliers clearly vary widely from place to place. Because the range was so large, 
it was decided to use the multipliers to contribute to the low and high estimates for the 
total number of sex workers in each province. This estimation method gave a low of 
193,000 and a high of 273,000 sex workers nationwide.

Source: Ministry of Health, Indonesia (2002). National estimates of adult HIV infection, Indonesia 2002. 
Workshop report. Ministry of Health, Indonesia.
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depends on the national situation, but it should be carefully considered when undertaking, and 
above all when publicizing, the results of population size estimation efforts. A less damaging yet 
still problematic response is that authorities will simply ignore the results of a rigorous and trans-
parent estimation and use less robust estimates that better suit their political agendas. Public 
health of�cials must weigh the costs of making credible estimates against the likelihood that these 
estimates will be used constructively.

Many methods for estimating population sizes are based on mathematical calculations and require 
no contact with individuals. These methods are not designed to identify individuals who may be 
members of groups at high risk of HIV, or to facilitate access to those groups for programming. For 
ethical reasons, however, data collection and size estimations should go hand in hand with service 
provision.

Estimating the size of a venue-based injecting drug user in Kyrgyzstan 
using an enumeration method.

To estimate the size of a venue-based population, the PLACE method uses information 
about the number of people who socialize at the venues during busy times and the 
frequency with which these individuals visit the venues, to obtain a rough estimate of the 
number of people who visit venues during a given period of time.

In 2003, a PLACE study was performed in Osh, Kyrgyzstan. A total of 237 unique venues 
were identi�ed in Osh as places where people meet new sexual partners and/or IDUs 
socialize, and 74 of these venues were randomly selected for interviews with socializing 
patrons. The number of individuals interviewed at each selected venue was proportional 
to the number of people who socialized at the venue during busy times. To determine how 
many IDUs would be reached by a venue-based prevention programme, the number of 
IDUs who visited the targeted venues during a four-week (28-day) period was estimated. 
In Osh, 21,289 IDUs with an asymptotic 95% con�dence interval of (5,133 – 37,445) 
were estimated to have socialized at the targeted venues during the four-week period 
prior to the assessment. Having no information about the respondents’ visiting patterns 
to venues, other than the location of interview, and visits to multiple venues during the 
study period will result in an overestimate of population size. Thus, for this situation, the 
estimator can be thought of as an upper bound of the venue-based population size. This 
approach provides an estimate of the number of IDUs that frequent these venues but not 
an estimate of all IDUs in the area.

Source: Jackie Tate (2005). Unpublished Dissertation. Chapel Hill, University of North Carolina at Chapel 
Hill.
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How can the results of size estimation be used?

Population size estimations are useful in the areas of policy and advocacy, programme planning 
and M&E. Estimates of the size of most-at-risk populations, combined with HIV prevalence from 
surveillance activities among these same populations, are used to develop national estimates of 
HIV prevalence and the number of PLHIV. When combined with behavioural data, these data can 
also be used to project future trends in the epidemic, with and without speci�c interventions – a 
technique that is particularly useful for in�uencing policy. They can also be used to estimate the 
distribution of new infections among most-at-risk populations – which is essential for targeting 
programmes. While these methodologies go beyond the scope of this guide, further information 
and tools can be obtained from the UNAIDS reference group on estimates, modelling and projec-
tions. For M&E applications, size estimations are used as a denominator for coverage estimates 
(discussed in more detail in Chapter 6).

Bibliography and references for further reading

MEASURE Evaluation (2005). Priorities for local AIDS control efforts (PLACE). University of North 
Carolina at Chapel Hill, USA. http://cpc.unc.edu/leadership/place.html

Ministry of Health, Indonesia (2003). National estimates of adult HIV infection, Indonesia. 
Workshop report. Ministry of Health, Indonesia.

Pisani E, Garnett GP, Grassly NC et al. (2003). Back to basics in HIV prevention: focus on 
exposure. British Medical Journal 2003, 326 1384�1387.

UNAIDS and FHI (2003). Estimating the size of populations at risk for HIV. Workshop report. 
http://www.fhi.org/en/HIVAIDS/pub/guide/popsizecontent.htm. Research Triangle Park, NC, FHI.

UNAIDS (2005). Development of the software packages, EPP v2 and Spectrum, and measuring 
and tracking the epidemic in countries where HIV is concentrated among populations at high risk 
of HIV. Technical report and recommendations. Geneva, UNAIDS.

UNAIDS and WHO (forthcoming 2007). Back to Basics: A resource manual for planning and 
tracking effective HIV prevention efforts. UNAIDS/WHO Surveillance working group.

UNAIDS Reference group on estimates, modeling and projections.  
http://unaids.org/en/HIV_data/Epidemiology/default.asp

Walker NJ, Stover K, Stanecki K et al. (2004) The workbook approach to making estimates and 
projecting future scenarios of HIV/AIDS in countries with low-level and concentrated epidemics. 
Sexually Transmitted Infections, August 2004; 80: i10 - i13.

WHO (2004). Case study on estimating HIV infection in a concentrated epidemic: Lessons from 
Indonesia. UNAIDS/WHO Working group on Global HIV/AIDS/STI Surveillance. Geneva, WHO.





Chapter 4

35

Determining the contributing factors

What question does an assessment of the contributing factors 
answer?
In every community there are a variety of factors that contribute to the creation and maintenance 
of most-at-risk behaviours. Therefore, an assessment of the environmental or structural factors, 
community factors and individual factors is needed to plan an appropriate response (Figure 7). 

Environmental or structural factors must be considered when planning programmes to intervene 
on these factors directly or to understand the environment in which appropriate interventions can 
be implemented. Policies of great importance to prevention planning include the legality of sex 
work, legality of syringe exchange, legality of sodomy, and legality of condom advertising. Other 
policies such as safe injection rooms and paraphernalia laws (outlawing the holding of syringes 
without a prescription) may have a strong impact on drug-using behaviours. 

Community factors play a role in creating a risk environment that facilitates HIV transmission. In 
particular, poverty often leads people to lifestyle choices they would not otherwise make, such 
as selling sex or selling and using drugs. A lack of educational opportunities can also lead young 
people to conclude that they cannot improve their earning potential or even earn a living. 

Figure 7. Contributing Factors

Structural
Social, economic, political, legal, religious, cultural,

environment

Community
Local networks, settings, culture, norms

Individual
Knowledge, attitudes, choices, preferences, behaviours
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Figure 8. Female Sex Workers and their Clients: an Example of information needed to 
plan an intervention

Context of sex work

Different types of sex workers and clients�U�Ê
Sex workers’ needs, perceptions and priorities�U�Ê
Perceptions and priorities of other actors involved in sex work�U�Ê
Laws and policies surrounding sex work (and migration if this is a local issue)�U�Ê
Policies and priorities of funding agencies�U�Ê
Key stakeholders�U�Ê
Potential intervention partners, allies or opponents�U�Ê
Demographic information�U�Ê
Local occupational and community structures, relationships and lifestyles�U�Ê
Factors that can facilitate or hinder intervention�U�Ê

Knowledge and behaviours

Level and patterns of risk behaviours of sex workers, clients and regular partners, and �U�Ê
the contexts in which they occur

Patterns of health-seeking behaviour�U�Ê
Levels and knowledge of condom use or other safer sex methods�U�Ê
Knowledge and attitudes about HIV and STIs�U�Ê
Potential channels, methods, materials and messages for reaching target groups�U�Ê
Drug and alcohol use by sex workers and clients�U�Ê

Services

Services already in existence (formal, informal, facility-based, community-based, �U�Ê
biomedical or traditional)

Potential for cooperation with interventions�U�Ê
Quality�U�Ê
Attitudes of service providers�U�Ê
Local perceptions and utilization patterns�U�Ê

Adapted from: WHO (2005). Toolkit for targeted HIV/AIDS prevention and care in sex work settings. 
Geneva, WHO..
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Figure 9. Men Who Have Sex With Men: an example of issues to explore in a Rapid 
Assessment

Stigma and prejudice as they affect the lives and sexual activities of men who have sex �U�Ê
with men

Violence and harassment and their relationship to policing practices�U�Ê
Emotional and mental well-being of men who have sex with men and their effects on �U�Ê
sexual behaviour and lifestyles

Economic restraints faced by men who have sex with men�U�Ê
The experiences of men who sell sex to other men�U�Ê
Knowledge of safer sex, STIs and HIV�U�Ê
Level and patterns of risk behaviour including sexual behaviour and drug use�U�Ê
Prevalence of STI symptoms�U�Ê
Cultural beliefs about sex, sexuality, sexual health and HIV�U�Ê
Understandings of risk and safety in men’s lives, and their relation to the perceptions of �U�Ê
HIV

Attitudes towards and practices relating to drug and alcohol use and the potential �U�Ê
affects of these on sexual behaviours and HIV infection

Adapted from: WHO (2004). Rapid assessment and response adaptation guide on HIV and men who 
have sex with men. Geneva, WHO.
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Figure 10. Injecting Drug Users: an example of issues to be examined before developing 
interventions

How many IDUs are there? Who are they? Have there been recent changes in their drug-�U�Ê
using behaviour?

Why is injecting drug use spreading or about to spread? How is it affecting the health of �U�Ê
the IDUs and what are the political and social contexts of the drug use?

What are the drug injecting and sexual risk practices of IDUs? �U�Ê
What is the prevalence of blood-borne viruses (HIV, hepatitis B and hepatitis C), �U�Ê
overdoses and other negative health effects of drug use?

Is there any government policy response to injecting drug use? Are there any �U�Ê
programmes dealing with or targeting the health needs of IDUs?

Are there money and resources (such as staff and organizations) available and the ability �U�Ê
and desire to intervene?

What sort of interventions might work and be acceptable, affordable and ongoing?�U�Ê

Adapted from: WHO (2005). Policy and programming guide for HIV/AIDS prevention and care among 
injecting drug users. Geneva, WHO.

Figures 8, 9, and 10, taken from recent guides on prevention planning issued by WHO (see refer-
ences at the end of this chapter), provide examples of information to consider when conducting a 
needs assessment for FSWs, MSM, and IDUs. While these are only illustrative lists, they do re�ect 
many of the environmental, community and individual factors that may be considered, along with 
the questions or areas of enquiry that are unique to each of these populations.

When should formative research and needs assessments be 
conducted?

The assessment of the contributing factors and determinants of risk should be conducted as part 
of the programme design and, thus, should be conducted before the implementation or scaling-up 
of interventions. Formative research should only be conducted after a comprehensive review of 
existing information so as to avoid collecting information that already exists and to ensure that the 
research is well designed to �ll any gaps.
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Who should conduct formative research and needs assessments?

Programme managers and other stakeholders involved in programme design should be involved 
in planning formative research and needs assessments. The scope of the assessment, and thus the 
need for speci�c technical expertise, will depend on resource availability for programme planning 
and implementations as well as what is already known. For a more in-depth assessment or situation 
analysis, researchers with expertise in instrument design, sampling and �eldwork methods should 
be consulted to help oversee the design and implementation of these activities. These may be 
identi�ed from local academic institutions with expertise in this area, or through referrals from 
other organizations working with similar populations.

Broad community support and involvement at the early stages of a needs assessment are required 
if it is to be successful. This includes the involvement of members of the target population, local 
authorities and other in�uential stakeholders, and groups directly involved in providing services to 
these populations.

What are the methods of formative research and needs assessments?

Formative research and needs assessments usually combine qualitative and/or quantitative 
methods. Rapid assessments collect basic information in a short period of time, often using partici-
patory methods. These can be followed by a more detailed situation analysis if needed.

Rapid assessments typically employ observation of the community, visits to sites where drugs or sex 
are purchased and used, and interviews with key informants in the community. Speci�c methods 
may include mapping locations where high-risk behaviours occur, mapping prevention services to 
assess availability and physical barriers to use, and in-depth interviews and focus group discussions 
with community members and key informants to understand the effects of the community and 
environment on risk-taking behaviours.

There are a number of rapid assessment tools available for most-at-risk populations (see references 
at the end of the chapter). Assessments tools are available from WHO to assess the environment 
in which HIV-related behaviours are occurring. The Rapid Assessment and Response approach, for 
example, is a means for undertaking a comprehensive assessment of an issue, including a charac-
terization of the problem, population subgroups affected, settings and contexts, health and risk 
behaviours, and social consequences. The PLACE methodology is another rapid assessment method 
aimed at mapping and collecting information at sites where people meet new sexual partners 
(including FSWs and MSM) or IDUs socialize. Figure 11 provides a map of venues where people 
meet new sexual partners, which was used to target HIV prevention interventions in Jamaica. 
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Figure 11. Mapping of venues where people meet new sexual partners. Montego Bay, 
Jamaica. 

What are the speci�c challenges related to needs assessment among 
most-at-risk populations?

Needs assessments will be informative only if they are planned and implemented with the involve-
ment of members of the communities and populations under study. People conducting formative 
research need to be sensitive to the culture that they are entering, non-judgemental, and under-
standing of cultural norms and behaviours. Community engagement is essential at all steps of the 
process. In addition, because these are populations practising behaviours that are often highly 
stigmatized and sometimes illegal, measures must be taken to prevent harm to these populations. 
For example, information and maps of locations where most-at-risk behaviours occur may need to 
be kept con�dential if they are likely to be subjected to action by local authorities. Special training 
and supervision of �eld work may also be needed to ensure adherence to good research practices, 
including informed consent, voluntary participation, con�dentiality and anonymity.

Montego Bay

Downtown Montego Bay

+

+

+

No Condoms On site

Condoms On site

School

Health Centre/Hospital

Square

Taxi Stand/Bus Park

Source: Caro lina Population Center.  PLACE in Jamaica. Monitoring AIDS prevention at the parish level. MEASURE Evaluation Technical report. Chapel Hill,
University of North Carolina at Chapel Hill (2004).
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How can the results be used?

A strong assessment of the contributing factors will include public policies that have an impact on 
at-risk populations, the implementation of these policies, the public and private sector organiza-
tions that work with relevant populations, the socioeconomic structure of the communities, and the 
physical environment, both natural and human-made. Once the basic structures are outlined, some 
analyses of the current environment and its potential effects on risk behaviour can be determined. 
Interventions can then be planned with a view of these different contributing factors.

Even in the absence of more rigorous situation analyses, rapid assessments can help to identify 
geographic areas where high-risk behaviour is concentrated, the characteristics and practices 
of members of these populations, sites where interventions can be implemented, and potential 
barriers to intervention effectiveness. Figure 11 illustrates the results of a mapping activity, as part 
of a PLACE assessment in Montego Bay, Jamaica, that identi�ed venues where people meet new 
sexual partners. This information was used to identify the appropriate venues for HIV prevention 
programming, including condom promotion. 
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Process monitoring and evaluation – 
determining programme implementation 
quality

What questions does process monitoring and evaluation answer?

Every project or programme, no matter how small, needs a simple monitoring and evaluation 
strategy that is put into place at the design stage. A major part of this strategy should be a plan for 
process monitoring and evaluation. Process monitoring is the routine (daily) gathering of informa-
tion on key aspects of a project or programme to understand how project activities are progressing. 
It provides information for planning and for feedback about the progress of the project to donors, 
implementers and bene�ciaries of the project. Process evaluation is the periodic assessment of 
the value of what a project or programme has achieved in relation to planned activities and overall 
objectives. It identi�es the constraints that hinder the project in achieving its objectives and can 
help to provide solutions that can then be implemented.

While all programmes, regardless of target population and type of intervention, should conduct 
process monitoring and evaluation, there are several issues to which programmes targeting most-
at-risk populations should pay particular attention:

Acceptability of programme services – �U�Ê this could be impacted by experiences of stigma and 
discrimination, perceptions of privacy and con�dentiality, appropriateness and relevancy of inter-
personal communication and printed materials, involvement in programme planning and imple-
mentation, positive and negative experiences, and overall satisfaction.

Access to programme services –�U�Ê  including distance to and location of project sites, opening 
hours, waiting times, cost, and police presence.

Targeting of programmes – �U�Ê whether programmes are reaching particular networks of most-at-risk 
populations and excluding others that may be less visible or more highly affected by HIV.

Linkages with other services – �U�Ê as individual programmes cannot be expected to meet all the 
needs of most-at-risk populations, organizations need to link effectively with others providing 
complementary services. These include other prevention services as well as treatment, care, 
support, human rights, and life or vocational skills training.

Involvement of community stakeholders –�U�Ê  programmes targeting most-at-risk populations are 
unlikely to be successful without the simultaneous involvement of those individuals who also 
in�uence their vulnerability to HIV. They are speci�c to local contexts and can include sex industry 
gatekeepers (e.g. ‘madams,’ ‘pimps’), sexual partners, police and local authorities, or in�uential 
individuals. These individuals directly in�uence the success of interventions, and process evalua-
tions commonly explore their attitudes towards, and interactions with, programmes.










































































































