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Abstract 
 
The social work profession, like many health professions in the developing world, is 
increasingly under pressure to produce evidence that the scarce resources allocated to the 
profession are adding value and making a difference.  Monitoring and evaluation (M&E) is 
a powerful conceptual framework and tool-kit to assist social workers in responding to this 
pressure.  This M&E Workshop will address the following topics: 
o a detailed working definition of M&E;  
o the standard international M&E model;  
o the process of establishing an M&E plan in an organisation;  
o the defining of programme components and objectives;  
o the determination and definition of indicators;  
o the collection of M&E data; and 
o the utilisation of M&E data for programme planning. 
 
The workshop will provide participants with conceptual tools, practical exercises and actual 
tools that can be customized for use at unit, regional and national levels. 
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This document contains theoretical and practical information about the monitoring and 
evaluation (M&E) in the South African Department of Defence (SA DOD), based on our 
comprehensive HIV and AIDS programme. 
 
The first several pages address the theory of M&E, based on international best practices.  
An annotated bibliography of key M&E texts, all available for free on the Internet is 
provided.  Examples of programme definitions, an indicator matrix, indicator protocol 
sheets, and our Project Feedback Form, all from the SA DOD, are provided. 
 
INTRODUCTION TO M&E 

Monitoring and Evaluation (M&E) is a term that is broadly used to refer to activities that 
involve monitoring what is happening in a programme and evaluating the degree to which 
that programme is achieving its objectives. 
 
M&E is widely accepted as an essential element of HIV programmes throughout the world, 
in both developed and developing countries.  Donor organisations, such as UNAIDS, 
WHO, CDC’s GAP, PEPFAR, FHI and USAID, all require M&E as part of their funding 
agreements, so as to ensure that the allocated funds are achieving the desired effects. 
 
While much of the literature concerning M&E has been developed in the HIV field, it is 
extremely pertinent for any public health programme, including social work.  This 
document thus draws entirely on HIV M&E literature. 
 
This section will provide a broad conceptual overview of M&E, specifically addressing the 
following questions: 
o What is M&E, what does it achieve, and how is it different from programme 

evaluation? 
o What is the accepted model for M&E? 
o What are indicators and what role do they play in M&E? 
 
M&E AND PROGRAMME EVALUATION 

Definitions of M&E.  Michael Quinn Patton provides the following descriptive definition of 
evaluation, which forms a foundation to this M&E Plan (Family Health International, 2001): 

“I use the term evaluation quite broadly to include any effort to increase human 
effectiveness through systematic data-based inquiry.  When one examines and 
judges accomplishments and effectiveness, one is engaged in evaluation.  When 
this examination of effectiveness is conducted systematically and empirically 
through careful data collection and thoughtful analysis, one is engaged in evaluation 
research…  Evaluation is applied research, or a type of ‘action science.’  This 
distinguishes evaluation research from basic academic research… The purpose of 
applied research and evaluation is to inform action, enhance decision-making, and 
apply knowledge to solve human and societal problems…  Applied evaluation 
research is judged by its usefulness in making human actions and interventions 
more effective and by its practical utility to decision makers, policymakers and 
others who have a stake in efforts to improve the world.” 
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For the purposes of this document, the following working definition of M&E will be utilised: 
 

Monitoring and evaluation (M&E) is the systematic, planned and 
replicable process of collecting critical data that generates 
management information about progress towards achieving defined 
programme outcomes in order to guide decision-making. 

 
The terms ‘monitoring’ and ‘evaluation’ are often confused.  “There is a simple distinction 
between monitoring and evaluation that may be helpful.  Monitoring is routine, daily 
assessment of ongoing activities and progress.  In contrast, evaluation is the episodic 
assessment of overall achievements.  Monitoring looks at what is being done, whereas 
evaluation examines what has been achieved or what impact has been made” 
(UNAIDS/World Bank, 2002). 
 
Rationale for M&E.  There are several reasons for having an M&E plan, viz: 
o To detect problems in the programme timeously, in order to address problems 

proactively, in such a way that project redesign and improvement become standard 
operating procedures (UNAIDS/World Bank, 2002). 

o To provide early evidence of programme effectiveness (UNAIDS/World Bank, 2002). 
o To generate information that can be used to communicate, in transparent and 

objective ways, to our clients, “the effort being made to improve prevention, care, 
treatment and mitigation programmes” (UNAIDS/World Bank, 2002). 

o To provide a credible foundation from which to make decisions regarding programme 
priorities (Family Health International, 2001). 

o To account to funders and stakeholders, and potentially to draw additional funding and 
support (Family Health International, 2001). 

o To provide performance incentives to those who are implementing programmes 
(UNAIDS/World Bank, 2002). 

o To allow for comparisons of performance data across elements within the organisation, 
and between organisations, and between countries. 

 
M&E versus Programme Evaluation.  M&E and formal programme evaluation have 
much in common – words, objectives, methodologies, intentions, etc.  Much M&E literature 
uses the terms interchangeably, adding to the lack of distinction between them.  However, 
in practice, they are quite different.  Attempts to conduct M&E through programme 
evaluation can prove futile.  It is thus important to distinguish between M&E and 
programme evaluation – the table below provides a contrast of these two approaches. 
 

M&E Programme Evaluation 
Focus.  M&E tends to focus on broad 
programmes, not usually on specific project 
elements. 

Focus.  Programme evaluation tends to 
focus on detailed project elements, such as 
a specific intervention. 

Timing.  M&E tends to be an ongoing and 
long-term activity. 

Timing.  Programme evaluation tends to be 
a short term, specific activity. 

Target.  M&E tends to be cross-sectional 
and longitudinal, with no control group. 

Target.  Programme evaluation involves 
time-series design, where the same people 
are tracked over time with personal 
identifiers, with a control group. 

Study Design.  M&E tends to utilise cross-
sectional surveys with no control groups. 

Study Design.  Programme evaluation 
tends to utilise experimental and quasi-
experimental designs, with control groups 
and often with randomisation. 
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M&E Programme Evaluation 

Attribution.  The results of M&E data 
cannot be attributed to a specific 
programme – improvements in condom use 
are not definitively attributable to the 
programme being evaluated. 

Attribution.  Programme results can be 
attributed, with reasonable confidence, to 
the specific programme being evaluated. 

Intensity.  M&E is less intensive and more 
broad (more people are involved). 

Intensity.  Programme evaluation is highly 
intensive and narrower in focus (fewer 
people are involved). 

Utilisation.  M&E tends to be used on an 
ongoing basis, for the duration of the 
programme’s lifespan. 

Utilisation.  Programme evaluation tends to 
be used in the early stages of a new 
programme, in order to determine how 
effective the specific programme is, and is 
thereafter replaced with M&E processes. 

 
In short, programme evaluation is a highly rigorous, costly, complex, scientific and usually 
small-scale approach to determining whether a specific intervention achieves the defined 
objectives, using an experimental design.  M&E is a broad, on-going, systematic, large-
scale approach to determining whether defined objectives are being achieved, using 
repeated data collection methods. 
 
A crucial implication of the above is that M&E creates what is termed the ‘attribution 
dilemma’, viz, “are observed changes a result of prevention interventions?” (Family Health 
International, 2001).  Ideally, M&E should generate data that can be linked with confidence 
to the specific programme being evaluated.  This is, however, rarely the case – hence the 
artificial distinction that has been drawn above between M&E and programme evaluation.  
 
Some of the literature (UNAIDS/MEASURE, 2000) distinguishes between outcome 
monitoring (which “tracks changes in outcomes following the implementation of a 
programme, but is not able to attribute those changes directly to the intervention”) and 
outcome evaluation (which “is designed specifically with the intention of being able to 
attribute the changes to the intervention itself”).  In M&E, the focus is typically on outcome 
monitoring. 
 
The cost of formal programme evaluation is great.  It is not practical to use programme 
evaluation on a wide scale.  M&E data are thus collected on a larger scale.  However, 
changes in trend (eg reduction in family breakdown) cannot be attributed with confidence 
to the specific programme.   
 
M&E philosophy, however, suggests that attribution is less salient than the change that is 
detected – a reduction in family breakdown is good news, regardless of which programme 
components caused it.  Indeed, there is a growing conviction that it is a confluence of 
various programmes that creates the most significant behaviour change, and not a single 
intervention. 
 
A good approach to follow in such cases is to conduct rigorous programme evaluation of 
new interventions on a small scale.  Once the intervention has been demonstrated to be 
effective, M&E should be used on a broader scale. 
 
Triangulation, however, is one way to increase the quality of M&E data (Family Health 
International, 2001), and involves collecting data from multiple sources and with multiple 
methods.  For example, “process evaluation data on condom sales, the intensity of peer 
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education, or the quality and coverage of media campaigns can be combined with an 
analysis of behavioural outcome data to provide an understanding of the process through 
which an intervention has achieved its effects” (Family Health International, 2001). 
 
The Cost of Science.  Science is expensive.  A balance needs to be struck between 
science and affordability/feasibility.  M&E should gather the best possible data, given the 
constraints of time, personnel and funds, in order to be realistic, feasible and sustainable. 
 
M&E MODEL 

M&E Model Components.  Most literature on M&E utilises the following model (Family 
Health International, 2001; UNAIDS/MEASURE, 2000; UNAIDS/World Bank, 2002), which 
has been adapted for use as the M&E framework for the SA DOD HIV/AIDS Programme. 
 

 

Inputs 

Processes 

Outputs 

Outcomes 

Impacts 

The people, training, equipment and resources that we put  
into a programme, in order to achieve outputs. 

The way in which programmes are implemented, including 
quality of services and client satisfaction. 

The services we deliver, including prevention, care and  
support services, in order to achieve outcomes. 

The changes in behaviour or skills, especially safer HIV  
prevention practices and increased ability to cope with AIDS. 

The major measurable health impacts, particularly reduced  
STI/HIV transmission and reduced AIDS impact. 

The first three components of the model – inputs, processes and outputs – collectively 
measure what we are doing, and thus refer to the monitoring component of M&E.  They 
are also referred to as process evaluation – evaluating what we are doing.  (The second 
component, ‘process’, is usually incorporated as part of ‘output’ in the literature, but has 
been separated out for the purposes of this M&E Plan, in order to highlight process 
compliance which is a concern of the SA DOD.) 
 
The last two components of the model – outcomes and impact – collectively measure what 
we are achieving, and thus refer to the evaluation component of M&E.  They are also 
referred to effectiveness evaluation – evaluating how effective we are at achieving our 
objectives. 
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M&E Model Measurements.  The graphic below provides examples of what can be 
measured in each component. 

 

Inputs 

Processes 

Outputs 

Outcomes 

Impacts 

Resources, staff, funds, facilities, supplies, training 

Compliance with protocols, quality of services,  
client satisfaction 

Condom availability, trained staff,  
knowledge of HIV transmission 

Short-term and intermediate effects, such as behaviour & 
attitude change, reduced STIs, increased social support 

Long-term effects, eg HIV/AIDS trends, AIDS-related  
mortality, coping capacity of communities, economic impact 

 
Logic Modelling.  The M&E model has a distinct logic that must be utilised when 
conducting M&E and when interpreting M&E data.  Inputs are used to execute processes 
that produce outputs, which create outcomes in the short to medium term, culminating in 
impacts in the long term.  Each component must be measured and interpreted in light of 
preceding components (UNAIDS/MEASURE, 2000). 
 
For example, it is illogical to: 
o Measure what is being done (process), if no resources (input) are available for the 

doing. 
o Measure how many people have been trained in the Gender Equity Course (output), if 

we are not confident that the Gender Equity Course is being run as prescribed in the 
training manual (process). 

o Measure whether there is a reduction in family violence (outcome), if we are not sure 
whether any family violence prevention programmes have been run (output). 

o Measure whether the social health of the SA DOD is improving (impact), if we are not 
sure whether people’s substance abuse and family management have improved 
(outcome). 

 
A logic model is thus required for each programme component, addressing each of the five 
components of the M&E model, before measurement and data interpretation takes place.  
In principle, nothing should be measured that is not logically located within a logical 
conceptual framework. 
 
Notwithstanding this caveat, outcome and impact data should be collected from the very 
beginning in order to establish baselines from which to track trends over the medium and 
long-term. 
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INDICATORS 

What is an Indicator?  Indicators are typically the type of data measured within M&E 
systems.  Indicators are somewhat different from other data types, in that they usually 
refer to a percentage of something over something else, such as the percentage of people 
who used a condom with their last non-regular sex partner over the number of people who 
had a non-regular sex partner in the past 12 months. 
 
Strictly speaking, the number of people trained in financial management during the past 
year is not an indicator because it is not reflected as a percentage.  It could be converted 
into an indicator by placing the number of people trained over the number of people who 
need to be trained. 
 
Furthermore, the average score on the Heimler Scale of Social Functioning is not an 
indicator.  It could, however, be converted into an indicator by placing the number of 
people who got a ‘healthy’ score over the number of people who completed the scale. 
 
In practice, however, many indicators provided in the literature are not percentages, but 
often Yes/No questions (eg is there a policy on prevention, recruitment and 
discrimination?) or simply numbers (eg median age at first sex). 
 
The Nature of Indicators.  Indicators are two dimensional – they simply tell one whether 
something has become more or less (UNAIDS/MEASURE, 2000).  They provide no insight 
into the nature or cause of such a change. 
 
An indicator can be likened to a thermometer.  The thermometer tells us what a person’s 
temperature is.  If the temperature is 39 degrees, we have an indication that the person is 
ill, but this does not tell us why the person is ill nor what should be done about it.  The 
temperature is, however, an indication that we should do further investigation and some 
kind of action is needed. 
 
Similarly, social indicators will simply tell us that something has (or has not) changed, but 
provide no insight into why it has changed nor what we should do about it.  Only smaller 
(usually qualitative) studies will provide answers to these ‘why’ and ‘how’ questions 
(UNAIDS/MEASURE, 2000).  Conversely, such small, explanatory studies cannot be used 
for broad M&E purposes – they are, by definition, situation-specific. 
 
Characteristics of Good Indicators.  Indicators need to be of a high quality, which 
implies that they should have the following seven characteristics (quoted verbatim from 
Family Health International, 2001): 
o Valid.  They should measure the condition or event they are intended to measure. 
o Reliable.  They should produce the same results when used more than once to 

measure the same condition or event. 
o Specific.  They should measure only the condition or event they are intended to 

measure. 
o Sensitive.  They should reflect changes in the state of the condition or event under 

consideration. 
o Operational.  It should be possible to measure or quantify them with developed and 

tested definitions and reference standards. 
o Affordable.  The costs of measuring the indicators also should be reasonable. 
o Feasible.  It should be possible to carry out the proposed data collection. 
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Global, National and Programme Indicators.  One of the values of indicators is that they 
can be used not only for M&E within a particular programme, but also to make 
comparisons across programmes at both national and global levels.  This comparability is 
important to international organisations and funders, but also to programme managers 
who desire to benchmark their programme against other programmes. 
 
Such comparability requires indicators to be defined and utilised consistently across sites, 
programmes and countries.  In the field of HIV, numerous indicators have been developed 
and adopted for standard use by large international agencies, such as UNAIDS, WHO, 
USAID, CDC, FHI and the World Bank (Family Health International, 2000; UNAIDS/World 
Bank, 2002).  Standard international practice is now to measure the dozen or so ‘core’ 
global HIV indicators, the standardised national HIV indicators, as well as additional 
indicators that are specific to one’s own programme.  This provides all users with key 
information and ensures standardisation at those levels where it is most important. 
 
Sources of Indicator Data.  One of the complexities of M&E is that indicator data come 
from multiple sources and are collected through multiple methods.  Consequently, at least 
some indicator data is often available, but in a very fragmented and incoherent form.  
There is a great need for such data to be integrated into a coherent and meaningful form. 
Indicator data are typically collected through the following means: 
o Social surveys with the general population or specific vulnerable subpopulations (eg 

women or children). 
o Medical surveillance (eg of substance abuse related illnesses). 
o Site inspections or facility surveys. 
o Key stakeholder interviews. 
o Routine programme monitoring data. 
o Budgets and expenditure records. 
o Document review. 
o Direct observation. 
 
 
ANNOTATED BIBLIOGRAPHY 

Centers for Disease Control and Prevention. (1999). Framework for program evaluation in 
public health. MMWR (Morbitiy and Mortality Weekly Report), 48(RR-11). Retrieved 
2004, July 18, from http://www.cdc.gov/mmwr/PDF/rr/rr4811.pdf 

 This is a really helpful document.  It provides a step-by-step guide to setting up an 
M&E system.  The steps are: engaging stakeholder; describing the programme; 
focusing the evaluation design; gathering credible evidence; justifying conclusions; 
ensuring use and sharing lessons learned.  It is very detailed - perhaps a bit 
pedantic - and provides helpful information about what goes on behind the actual 
M&E.  It can be downloaded for free from the internet. 

 
Family Health International. (2000). Behavioral surveillance surveys (BSS): Guidelines for 

repeated behavioral surveys in populations at risk of HIV. Arlington, VA: FHI. 
Retrieved 2004, May 25, from 
http://www.fhi.org/en/aids/wwdo/wwd12a.html#anchor545312 

 This is a terrific manual if you intend to conduct Behavioural Surveillance Surveys 
(also known as KAP or KAPB studies).  BSS involves measuring primarily outcome 
indicators - especially knowledge (actually an output), attitudes and behaviours - 
repeatedly over time.  BSS is a source of many outcome indicators that can only be 
measured through surveys.  The manual addresses the entire process - setting up 
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the survey, identifying the population, taking a representative sample, adapting a 
questionnaire, analysing data and utilising the data.  If you plan to conduct 
behavioural surveys, this is the book to have.  You can download it or order it over 
the internet for free! 

 
Family Health International. (2001). Evaluating programs for HIV/AIDS prevention and 

care in developing countries: A handbook for program managers and decision 
makers. Arlington, VA: FHI. Retrieved 2004, May 25, from 
http://www.fhi.org/en/aids/impact/impactpdfs/evaluationhandbook.pdf 

 This 300 page manual is probably the 'bible' of monitoring and evaluation, 
addressing all aspects.  It can be downloaded for free from the FHI website or 
ordered in paper over the internet (for free).  It addresses the theory of M&E, 
provides practical applications in various types of HIV programmes, addresses the 
methodological issues involved in M&E and discusses the measurement of impact.  
If you only have one M&E reference, this is the one to have! 

 
UNAIDS/MEASURE. (2000). National AIDS programmes: A guide to monitoring and 

evaluation. Geneva, Switzerland: UNAIDS. Retrieved 2004, May 25, from 
http://www.cpc.unc.edu/measure/guide/guide.html 

 This is a helpful, short book on M&E within the HIV field.  It addresses the theory 
and process of conducting M&E, and addresses some of the background issues 
that need to be worked out before implementing M&E.  It provides some detailed 
information about a set of core HIV indicators that many are using around the world.  
It can be downloaded or ordered for free over the internet. 

 
UNAIDS/World Bank. (2002). National AIDS Councils: Monitoring and evaluation 

operations manual. Geneva, Switzerland: UNAIDS. Retrieved 2004, October 18, 
from http://www.unaids.org/html/pub/publications/irc-pub02/jc808-moneval-en-
pdf.pdf 

 This is an interesting manual that focuses on how to manage an M&E system at 
national level, in terms of who should do what.  It is perhaps too macro for most 
agencies, but will give some valuable insights into the various roles that need to be 
addressed.  At national level, these roles are fulfilled by different people or 
departments, while at agency level they may be fulfilled by a single person.  It can 
be downloaded or ordered for free over the internet. 
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SAMPLE OF PROGRAMME COMPONENT DEFINITIONS FOR SA DOD 
Programme 
Component 

Input Process Output Outcome Impact 

a b c d e f 
Global HIV 
prevention 
measures 

� Reduce 
drivers of the 
HIV epidemic 
in the DOD, 
eg education, 
living 
conditions, 
etc. 

� Ensure 
comprehensiv
e HIV policy & 
programme 

� Put an effort 
into HIV 
prevention 

�  � Improved HIV & 
condom 
knowledge 

� Increased 
requests for VCT 

� Increased 
knowledge of HIV 
status 

� Improved 
attitudes towards 
PWAs 

� Increased 
empowerment of 
women to 
negotiate safer 
sex 

� Reduced sexual 
risk behaviour 

� Reduced HIV 
prevalence & 
incidence 

� Reduced HIV-
related deaths 

Prevention of 
discrimination & 
victimisation: 
Policies  
Policy 
implementation 
Grievance 
channels 
Employees’ 
perceptions 

� Adopt DOD 
policies that 
do not 
discriminate 
against people 
with HIV 

�  � Reduced number 
of HIV-
discrimination-
related 
complaints 

� Improved 
attitudes towards 
PWAs 

� Employees 
perceive the 
DOD to be 
receptive to 
PWAs 

� Employees are 
willing to 
disclose their 
HIV status at 
work 

� Employees 
perceive PWAs 
to have job 
security 

�  

Mass Awareness: 
Posters 
Pamphlets 
Industrial theatre 
Ad hoc 
presentations 
World AIDS Day 
activities 

� Produce and 
distribute 
mass 
awareness 
media 

�  � People have 
heard about 
HIV/AIDS 

� Mass media are 
visible at units 

�  �  

HIV Prevention 
Training: 
OHS Coordinators 
course 
Peer Educators 
course 
Peer Group course 

� Run 
OHS 
Coordin
ators, 
Peer 
Educato
rs & 
Peer 
Group 
courses 

� Courses 
run are of 
a high 
standard 
and 
according 
to the 
manual 

� Improved 
HIV and 
condom 
knowledge 

� Increased 
requests 
for VCT 

� All DOD 
members 
(other than 
SAMHS) 
are trained 
in these 
programme
s 

� Units have 
active HIV 
workplace 
programme 
managers 
and peer 
educator 
programme
s 

� Improved 
attitudes 
towards 
PWAs 

� Increased 
empower
ment of 
women to 
negotiate 
safer sex 

� Reduced 
sexual risk 
behaviour 

� Reduced 
HIV 
prevalen
ce & 
incidenc
e 

� Reduced 
HIV-
related 
deaths 
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SAMPLE OF INDICATOR MATRIX FOR SA DOD 
Programme 
Component 

Input Process Output Outcome Impact 

a b c d e f 
Global HIV 
prevention 
measures 

01A AIDS 
Programme 
Effort Index (API)  

01B Workplace 
policies & 
programmes 

01C Completion of 
Grade 12 

01D BCCO 
programmes 

01H BCCO A-
programmes 

01E BCCO AB-
programmes 

01I BCCO ABC-
programmes 

01F Prevention 
programmes 

01G Deployments 
over previous 
year 

 

 01J BCCO clients 
served 

01M BCCO A-clients 
served 

01N BCCO AB-clients 
served 

01O BCCO ABC-clients 
served 

01K BCCO persons 
trained 

01L Prevention persons 
trained  

02B Prevention 
methods 
knowledge 

02D No incorrect beliefs 
about AIDS 

02E Knowledge of 
condoms 

02G PMTCT of HIV 
knowledge 

21K Population knowing 
HIV status 

 

03B Accepting attitude 
towards those living 
with HIV 

03G Women’s ability to 
negotiate safer sex 
with husband 

04A Never had sex 
04B Recent abstinence 

among young people 
04C Multiple partners in 

last year 
04E Condom use by 

young people during 
premarital sex 

04F Higher risk sex in last 
year 

04G Condom use at last 
higher risk sex 

04H Anal sex in last year 
04I Condom use at last 

anal sex 
04J Commercial sex in 

the last year – 
received 

04K Commercial sex in 
the last year - 
provided 

04L Condom use at last 
commercial sex, client 
report 

04M Condom use at last 
sex with regular 
partner 

05A HIV 
prevalence 
among 
young 
(Privates) 

05B HIV 
incidence 
among 
young 
Privates  

05C HIV 
prevalence 
among 
pregnant 
women 

05D Syphilis 
prevalence 
among 
pregnant 
women 

05E Crude 
death rate 

05F HIV-related 
death rate 

Prevention of 
discrimination & 
victimisation: 
Policies  
Policy 
implementation 
Grievance 
channels 
Employees’ 
perceptions 

06A Employers 
ensuring no 
discrimination 
against people 
with HIV 

 06B Number of 
complaints of 
discrimination 

06C Training in policy 
02F HIV policy 

knowledge 

03B Accepting attitude 
towards those living 
with HIV 

03C Accepting attitude 
towards employees 
living with HIV 

03D Responsiveness to 
PLHAs 

03E Supporting rights of 
PLHAs 

03F Blaming PLHAs for 
their illness 

 

Mass Awareness: 
Posters 
Pamphlets 
Industrial theatre 
Ad hoc 
presentations 
World AIDS Day 
activities 

07A Media produced 
& distributed 

07B BC mass media 
programmes 

07D BC mass media 
A-programmes 

07C BC mass media 
AB-programmes 

07E BC mass media 
ABC-
programmes 

 02A Heard of HIV/AIDS 
07J Media present at 

units 
07K Mass awareness 

observed 
07L People trained in 

mass media 
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Programme 
Component 

Input Process Output Outcome Impact 

a b c d e f 
HIV Prevention 
Training: 
Workplace 
Programme 
Manager course 
Peer Educators 
course 
Peer Group course 

12A Workplace 
Programme 
Manager 
courses run 

12B Peer Educator 
courses run 

12C Peer Group 
courses run 

12D Other BCCO AB-
programmes run 

12E Other BCCO 
ABC-
programmes run 

 

12G HIV prevention 
courses run 
over the 
prescribed 
time periods 

12H Client 
satisfaction – 
course 
evaluations 

02B Prevention 
methods 
knowledge 

02D No incorrect beliefs 
about AIDS 

02G PMTCT of HIV 
knowledge 

21K Population 
requesting an HIV 
test, receiving a 
test and receiving 
test results 

12K HIV workplace 
programme 
managers trained 

11D Units with trained 
and active HIV 
Workplace 
Programme 
Manager 

12M Peer Educators 
trained 

11E Units with active 
HIV Peer Educator 
programmes 

12O Peers trained 
12P Exposure to HIV 

prevention training 

03B Accepting attitude 
towards those living 
with HIV 

03G Women’s ability to 
negotiate safer sex 
with husband 

03K Condom attitudes 
04A Never had sex 
04B Recent abstinence 

among young people 
04C Multiple partners in 

last year 
04E Condom use by 

young people during 
premarital sex 

04F Higher risk sex in last 
year 

04G Condom use at last 
higher risk sex 

04H Anal sex in last year 
04I Condom use at last 

anal sex 
04J Commercial sex in 

the last year – 
received 

04K Commercial sex in 
the last year - 
provided 

04L Condom use at last 
commercial sex, client 
report 

04M Condom use at last 
sex with regular 
partner 

05A HIV 
prevalence 
among 
young 
(Privates) 

05B HIV 
incidence 
among 
young 
Privates  

05C HIV 
prevalence 
among 
pregnant 
women 

05D Syphilis 
prevalence 
among 
pregnant 
women 

05E Crude 
death rate 

05F HIV-related 
death rate 
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SAMPLE OF INDICATOR PROTOCOL SHEETS FOR SA DOD 

The table below explains the content of the Indicator Protocol Sheet. 
 
Reference 
Number 

Indicator Title 

Definition Briefly define or state the indicator 
Rationale Briefly state the rationale for the indicator – why are we measuring it? 
Indicator Type Locate the indicator in the M&E model, in terms of input, process, output, outcome or impact. 
Programme 
Components 

List the programme components for which this indicator is measured. 

PEPFAR Indicate if this is a core PEPFAR indicator.  If it is, indicate the heading or PEPFAR programme component under 
which it falls.  
Definition.  Define the numerator in words – a conceptual definition of the data element. 
Source.  State the source of the data element – this may be a reference to a more detailed data collection 
protocol. 
Responsible.  State who is responsible for measuring the data element.  If there is a chain of responsible people, 
indicate all people in the chain, starting with the person who actually calculates the data element. 
Timing.  State how often, and when, will the data element be collected.  It is possible that the data element will be 
collected months before it is reported (eg survey data takes several months for processing before the results are 
released), or that it is collected months after the event (eg if it takes time to capture the raw data on the 
mainframe). 

Numerator 

Measurement.  Provide a detailed, operational definition of the data element, indicating exactly how it is 
measured.  This should provide sufficient detail for consistent data collection over years, long after the designer of 
the measure has moved on.  It should also provide sufficient detail for comparison across organisations and 
countries. 
Definition.  Define the denominator in words – a conceptual definition of the data element. 
Source.  State the source of the data element – this may be a reference to a more detailed data collection 
protocol. 
Responsible.  State who is responsible for measuring the data element.  If there is a chain of responsible people, 
indicate all people in the chain, starting with the person who actually calculates the data element. 
Timing.  State how often, and when, will the data element be collected.  It is possible that the data element will be 
collected months before it is reported (eg survey data takes several months for processing before the results are 
released), or that it is collected months after the event (eg if it takes time to capture the raw data on the 
mainframe). 

Denominator 

Measurement.  Provide a detailed, operational definition of the data element, indicating exactly how it is 
measured.  This should provide sufficient detail for consistent data collection over years, long after the designer of 
the measure has moved on.  It should also provide sufficient detail for comparison across organisations and 
countries. 

Disaggregation Define the variables by which the indicator will be broken down for reporting.  Typically this will include gender – 
providing the indicator for men separately from women.  Many indicators may be disaggregated by age, region, 
arm of service, etc. 

Strengths & 
Limitations 

Provide a discussion of the strengths and limitations of the indicator, that will help to interpret the indicator results. 

Underlying 
Factors 

List the factors that may explain variation (either positive or negative) in the indicator, which could thereby direct 
quality improvement activities. 

Initiatives List initiatives (questions, proposals, etc) to consider that may contribute towards achieving or improving the 
objective or target. 

Stakeholders List the people who may have a stake in the results of this indicator. 
Year Target Actual Notes Results 
Use this section to keep a record of overall indicator performance over time (actual), as well as the targets that 
were set for that year (target) and any notes that are relevant (notes).  This does not serve as a complete report, 
but rather provides a thumbnail picture of the performance of the indicator over time. 

Reference List the references upon which the indicator was based. 

 
The tables overleaf provide examples of a number of our Indicator Protocol Sheets. 
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#01K BCCO People Trained 
Definition Number of people trained to provide HIV behaviour change community outreach prevention programmes. 
Rationale This indicator provides an estimation of the number of people equipped with knowledge and skills to contribution 

to HIV prevention in the SA DOD. 
Indicator Type Output 
Programme 
Components 

� Global HIV prevention measures 

PEPFAR This is a PEPFAR indicator – ‘Number of persons trained’ under ‘Behaviour Change: Community Outreach’ 
Definition.  Number of people trained to provide HIV behaviour change community outreach prevention 
programmes. 
Source.  HIV Training Database. 
Responsible.  Nodal Points > M&E Coordinator. 
Timing.  Quarterly & annual. 

Numerator 

Measurement.  This indicator is a composite indicator.  The following indicators are summated to construct this 
indicator: 

� 08B HIV Master Trainers trained 
� 08F Educational Officers trained 
� 08K People trained in VCT 
� 08O HIV programme managers trained 
� 08R People trained in introduction to HIV management 
� 10B Chaplain facilitators trained 
� 11B OC’s trained in OC’s workshop 
� 12K HIV workplace programme managers trained 
� 12M Peer Educators trained 
� 14J Peer Educators trained to present GEP course 

 
People are only counted once, using Paradox 10’s Unique Count function, to avoid double-counting. 

Disaggregation � Region 
Strengths & 
Limitations 

This provides a highly composite measure, which may say little about actual service delivery or targets reached. 

Underlying 
Factors 

� Availability of funding. 
� Command initiative. 
� Staffing levels. 

Initiatives If this indicator is low or deteriorates, the following initiatives could be considered: 
� Study the sub-indicators to determine where the problem lies. 

Stakeholders The following people may have a stake in the results of this indicator: 
� HIV Advisory Board 

Year Target Actual Notes 
2005    
2006    
2007    
2008    

Results 

2009    
Reference (PEPFAR, 2004) 
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#03C Accepting Attitude towards Employees Living with HIV 
Definition The percentage of people expressing accepting attitudes towards employees with HIV 
Rationale The focus of this indicator is on the attitudes of DOD employees towards working with people who are known to 

be living with HIV/AIDS.  While indicator #03b (Accepting attitude towards those living with HIV) addresses social 
stigma, this indicator targets stigma within the workplace.  An important aspect of stigma and discrimination 
occurs in the workplace – the degree to which employees are comfortable to work in close quarters with people 
known to be living with HIV.  The degree to which employees are comfortable with this will provide a partial 
indication of the level of stigma and discrimination experienced by PLWAs in the DOD community. 

Indicator Type Outcome - Attitude 
Programme 
Components 

� Prevention of Discrimination & Victimisation 

PEPFAR This is not a PEPFAR indicator.  
Definition.  Number of people expressing accepting attitudes towards working or sharing a room with an 
employee with HIV. 
Source.  SA DOD HIV KAP Survey 
Responsible.  Military Health Research Centre 
Timing.  Annual – March/April 

Numerator 

Measurement.  The following items are used to collect this data element: 
� I would feel happy to work alongside someone who has HIV/AIDS. 
� I would feel happy to share a room with someone who has HIV/AIDS during a military or other course. 

Respondents in the denominator who answer ‘Yes’ to both questions are entered into the numerator. 
Definition.  Number of people surveyed 
Source.  SA DOD HIV KAP Survey 
Responsible.  Military Health Research Centre 
Timing.  Annual – March/April 

Denominator 

Measurement.  All respondents in the HIV KAP Survey are included in the denominator. 
Disaggregation � Male/Female 

� Age: 15-19/20-22/23-24/25-35/36-49/50+  
� Region 
� Service or Division 

Strengths & 
Limitations 

This indicator has been developed specifically within the SANDF context.  It has undergone only limited pilot 
testing and research.  However, the indicator has been utilized in three previous KAP surveys and proven to be a 
helpful measure of stigma within the organization. 

Underlying 
Factors 

� Extent of programmes targeting social stigma and attitudes towards people with HIV. 
� Knowledge of people regarding HIV transmission. 

Initiatives If this indicator is low or deteriorates, the following initiatives could be considered: 
� Programmes explicitly targeting stigma and discrimination. 
� Greater visibility of GIPA representatives. 
� Mass awareness. 
� Explicit linking between HIV transmission and stigmatising attitudes and behaviour in HIV prevention 

programmes. 
Stakeholders The following people may have a stake in the results of this indicator: 

� HIV Advisory Board 
Year Target Actual Notes 
2005    
2006    
2007    
2008    

Results 

2009    
Reference  
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