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Abstract
Background: The Avahan India AIDS Initiative was implemented to provide HIV prevention services to key
populations including female sex workers (FSWs) who carry the burden of India’s concentrated HIV epidemic.
Established in 2003 and handed over to the Indian government in 2009, the Initiative included peer-led outreach
education, condom promotion and distribution and STI treatment. This study aimed to determine if HIV prevention
cascades could be generated using routine monitoring and evaluation data from the Avahan program and to
assess their value in identifying and responding to program gaps for FSWs.
Methods: Two data sources were used namely the Integrated Behavioural and Biological Assessment reports and
the Centralized Management Information System dataset. Indicators selected for the cascades were: FSWs at risk,
belief that HIV can be prevented, condom access and consistent condom use with an occasional partner. Six
districts were selected and stratified by HIV prevalence at baseline and two cascades were generated per district
reflecting changes over time.
Results: Consistent condom use with occasional partners in this population increased in all six districts during
program implementation, with statistically significant increases in four of the six. No patterns in the cascades were
detected according to HIV prevalence either at baseline (2005) or at follow-up (2009). Cascades were able to identify
key programmatic bottlenecks at baseline that could assist with focusing program efforts and direct resources at
district levels. In some districts the belief that HIV could not be prevented contributed to inconsistent condom use,
while in others, low levels of condom access were a more important barrier to consistent condom use.
Conclusion: This HIV prevention cascade analysis among FSWs in India suggests that cascades could assist in
identifying program gaps, focus intervention efforts and monitor their effect. However, cascades cannot replace a
detailed understanding of the multiple factors at individual, community and structural levels that lead to consistent
condom use in this key population. Careful indicator selection coupled with innovative data collection methods will be
required. Pilot projects are proposed to formally evaluate the value of HIV prevention cascades at district level.
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Background
In 2006, an estimated 1.7 million people aged 15–49 years
were living with HIV in India, representing the country
with the third largest number of HIV positive people
worldwide [1]. India’s HIV burden is concentrated in key
populations such as female sex workers (FSWs) [2]. The
HIV prevalence of FSWs in India is estimated to be 2.2%
and varies greatly between states [3]. It is well documented
that the HIV epidemic in India is driven by a high HIV
prevalence among FSWs and their clients [4, 5]. Although
the commercial exchange of sex between consenting heterosexual adults is not illegal in India, police extort and arrest FSWs, invoking the Immoral Trafficking Prevention
Act or, more frequently, ‘public nuisance’ laws [6].
In response to this, the Avahan India AIDS Initiative was
established by the Bill &Melinda Gates Foundation in 2003
[7]. The program was implemented in six Indian states:
Andhra Pradesh (one state during Avahan, but has since divided into Andhra Pradesh and Telengana), Tamil Nadu,
Karnataka, Maharashtra, Manipur and Nagaland, comprising 29 districts. These states accounted for approximately
83% of HIV cases in India at the time [7]. HIV prevention
services were provided to about 300,000 people from high
risk groups, including peer-led outreach education, condom
promotion and distribution, and clinical services to treat
sexually transmitted infections (STIs), as well as structural
and community mobilisation interventions [7]. After a
staged and managed transition in 2009, the program was
handed over to the Indian Government [8].
Avahan was supported by major monitoring and evaluation elements. Extensive biological and behaviour data
was collected in target groups through sample surveys
conducted at least twice during the project period. Routine monthly monitoring data reported on size estimations, operational and infrastructure elements, service
provision, service uptake and community activities [9].
Data was fed back into the program to inform resource
allocation and intervention planning [10].
As the focus on HIV prevention intensifies, the question
has arisen whether the cascade approach can be applied to
HIV prevention programs for their monitoring and advocacy. Typically, cascades are based on HIV treatment monitoring data, which focus on getting people living with HIV
to a point of viral suppression. HIV prevention cascades
focus on the steps required to prevent HIV infection and
successfully implement HIV prevention programs. Prevention cascades include demand-side interventions that focus
on increasing awareness, acceptability and uptake of prevention interventions, supply-side interventions that make
prevention interventions more accessible and available, and
adherence interventions that support ongoing adoption and
compliance with prevention behaviours or products. The
prevention cascade provides estimates of the proportions of
targeted population lost at each implementation step. This
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allows identification of gaps for further planning and focus
to ensure successful program implementation.
Since the approach for HIV prevention cascades is in its
infancy, various groups have sought to focus on different
prevention cascades. Some prevention cascades seek to integrate social, behavioural and biomedical interventions to
quantify the number of individuals lost at each intervention step [11]. This is used to support program design and
to facilitate resource allocation [12]. Client-centric cascades explore how those at risk can avoid infection by perceiving their risk and adopting the necessary intervention.
Intervention-centric cascades make interventions available
to priority populations and then observe how the intervention is taken-up [13]. These cascades are hard to construct with existing data since much of the data on
perception of risk is not widely available. Simpler cascades,
based on more widely available monitoring data and similar to treatment cascades are also in use [14].
In the past, prevention cascades have been successful in
exploring the performance of interventions to prevent
mother-to-child transmission of HIV [15–18]. Other examples include tracking the impact of HIV testing and
counselling on condom use, voluntary medical male circumcision uptake, and reducing the number of partners in
rural Zimbabwe [13]. There is global interest in investigating the use of cascades for other prevention tools among
key population programs [11, 19]. Prevention cascades are
more complicated than treatment cascades because prevention involves multiple interventions, often simultaneous, and individuals move in and out of periods of risk.
Addressing HIV among key populations is critical for
curbing the HIV epidemic. HIV prevalence is highest in
key populations, and yet access to services is relatively low
[20]. Policy and structural barriers, stigma and discrimination make it difficult for key populations to access services; there is a need to provide dedicated and tailored
services for this group [14]. Non-health facility based data
systems are thus necessary to understand if key populations are being reached and taking up services in an effective way. Through the use of cascades, data can generate
meaningful insights for currently uninfected individuals
with highly varied behaviours and needs [21]. This does
not detract from the importance of monitoring the use of
condoms amongst those who are HIV positive to prevent
onward transmission, even though this is not captured by
the cascades. Applying HIV prevention cascades to large
scale prevention programs for key populations, such as
Avahan, could determine where the program exerts effects
and identify constraints to efficacy.
The objective of this study was to determine whether
meaningful HIV prevention cascades, focused on condom
uptake among female sex workers, could be generated
using both routine monitoring data and evaluation data
from the Avahan program. This will assist future programs
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in designing data collection systems which lend themselves to producing prevention cascades. Ultimately, regular use of these cascades will allow programs to identify
inefficiencies for resolution, resulting in more effective
HIV prevention program implementation.

Methods
Inclusion criteria

Districts selected for the cascade analysis included those
that matched the following criteria: 1) experienced either
a decrease or no change in HIV prevalence, 2) Avahan

Page 3 of 10

was the sole implementer of FSW programs so that the
role of other programs could be excluded, and 3) IBBA
data were available. Based on these criteria, six districts
(Yevatmal, Karimnagar, Bellary, Salem, Shimoga, Coimbatore) were included into the final analysis (Fig. 1).
In this study, FSWs (18+) were either brothel-based
(working/living/operating in brothels in red light/brothel
areas) or non-brothel-based (soliciting male clients on the
street or in other non-brothel settings), who sold sex in
exchange for cash at least once in the last one month. The
Avahan program comprised a package of interventions,
but we focused on developing cascades for condom

Fig. 1 Map with districts included in the analysis. Districts were included if they experienced either a significant decline or no change in HIV
prevalence, if the Avahan Initiate was the sole implementer of prevention programs, and if Integrated Behavioural and Biological Assessment data was
available for both rounds of the survey. Source: Adapted from Bruce Jones Design Inc. [31]
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distribution and promotion through peer-led educators
and NGOs given both the importance of condom use in
this population and the available data.
Data analysis

The first step of our analysis was to assess if there was
sufficient and appropriate data for constructing a condom use prevention cascade. Data was reviewed from
existing evaluation reports and routine data spreadsheets. Two datasets were available for review, the Integrated Behavioural and Biological Assessments (IBBA)
dataset and the Centralized Management Information
System (CMIS) dataset [22]. IBBAs were conducted in
2005–2007 and 2009–2010 in all six Avahan states in 29
districts [23]. These population-based surveys collected
data on socio-demographic characteristics, HIV risk behaviours and condom use. Follow-up biological testing
measured HIV and STI prevalence. A total of 22,915
FSWs were covered by the intervention. For the districts
selected in our cascades, the sample sizes were small with
less than 450 FSWs per district [24]. Programmatic monitoring data was captured by NGOs and peer-educators on
a monthly basis, and used for standardized reporting. The
CMIS reported on a set of 39 indicators, including service
provision, service uptake, community activities, and operational and infrastructure elements [25]. Combined, these
two datasets contained the indicators necessary to develop
a condom use prevention cascade. The IBBA data reported on ideational factors, condom access, condom use,
and HIV prevalence for districts. Indicators lacking in the
IBBA data were successfully recovered in the CMIS dataset, such as the number of FSWs estimated per district
and condom distribution [22].
These data were modelled for a pilot district, Karimnagar.
Two methods were applied to the pilot; 1) a client-centric
cascade, which included condom access data from IBBA
surveys and 2) a system-centric cascade that included condom supply data from CMIS. For both methods, two cascades were constructed, at the beginning (2005) and the
end of the program (2009). An accurate system-centric cascade could not be generated for condom supply due to inconsistencies in the CMIS data at the start of the program.
Thus, a client-centric cascade was developed, using ‘consistent condom use with occasional clients’ as the key condom
use indicator. This was defined as use of a condom at every
sex act with an occasional client. We considered this a suitable indicator for condom use for HIV prevention, as condoms are only effective when used consistently, and this
behaviour is difficult to adopt.
The client-centric cascade sought to measure demand
side variables, namely risk perception and belief in prevention, and the supply side variable of condom access
and adherence as measured by self-reported consistent
condom use with an occasional client. These were based
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on existing survey questions, rather than questions specifically designed for a prevention cascade. Risk perception was considered if the FSWs felt at risk of infection
with HIV. This indicator was however excluded from
the final analysis, since in several districts risk perception decreased over time. While there are possible reasons for this, it was difficult to fit this with the cascade
models. Knowledge was determined by the belief that
there are things a person can do to prevent getting infected with HIV/AIDS. Respondents were taken to have
access to condoms if they had been given condoms by a
peer-educator from an NGO even though condoms are
also supplied free from government and socially marketed by PSI. Uptake of condoms was measured in terms
of reported consistent condom use with occasional clients by FSW. The total number of FSWs captured in the
CMIS dataset was taken as the highest number in the
follow-up period and used for the `At risk’ indicator.
IBBA data, namely `believe HIV can be prevented’, `condom access’ and `consistent condom use with occasional
client’ were available as percentages, which were applied
to the `At risk’ number to generate numbers to construct the cascades. These data were entered into Microsoft Office (2016) Excel to generate cascade graphs for
all six districts (Figs. 2, 3, and 4).

Results
HIV prevalence and condom use rates

HIV prevalence and consistent condom use rates
amongst FSWs over the period of implementation in the
six districts are presented in Table 1.
It is evident that in all six districts, HIV prevalence
rates were either stable or decreased between 2005 and
2009. Those districts with relatively low HIV prevalence
rates at baseline, Shimoga and Coimbatore, showed the
least decrease in prevalence. Conversely, there were
greater decreases in high prevalence districts such as
Yevatmal and Karimnagar. While the IBBA reports do
not present p-values, non-overlapping confidence intervals suggest a statistically significant decrease in HIV
prevalence in Karimnagar district [3].
High consistent condom use with occasional partners
at baseline correlates positively with HIV prevalence
rates indicating higher condom uptake in the districts
with high HIV prevalence. Of note is that consistent
condom use with occasional partners in this population
increased in all districts over time, and in some cases
substantially. Statistically significant increases, as determined by non-overlapping confidence intervals, were
achieved in four of the districts (highlighted in Table 1).
HIV prevention cascades

The HIV prevention cascades for six districts are presented for 2005 and 2009 and are stratified according to
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Fig. 2 HIV prevention cascades for high baseline HIV prevalence districts: 2005 and 2009. Patterns of consistent condom use with occasional
clients at baseline (2005) and after implementation of Avahan (2009) for districts with a high baseline HIV prevalence (> 20%), namely Karimnagar
(baseline HIV prevalence of 21.5%; N = 4117) and Yavatmal (baseline HIV prevalence of 37.3%; N = 1255)

baseline HIV prevalence rates of FSWs into high (> 20%),
medium (10–20%) and low (< 10%) (Figs. 2, 3, and 4) [3].
Baseline HIV prevalence > 20% in Karimnagar and
Yavatmal

Figure 2 shows cascades for Karimnagar and Yavatmal
districts and indicates two different patterns both at
baseline and after implementation of the Avahan intervention. In Yavatmal district, a relatively high proportion
of FSW did not believe HIV could be prevented, and this
shifted substantially after four years in parallel with an
increase in consistent condom use with occasional clients. Limited access to condoms appears to have contributed minimally to low consistent condom use in this
district. In contrast, lack of access to condoms appears
to have been important in Karimnagar at baseline, which
was partially overcome in 2009.
Baseline HIV prevalence 10–20% in Salem and Bellary

HIV prevalence rates were similar in these two districts
and halved during the study period (Fig. 3). In Salem,

limited condom access appears to have been a substantial barrier to consistent use, which improved over the
implementation phase. However, in Bellary, belief that
HIV could not be prevented, combined with limited condom access, contributed to inconsistent condom use
which also improved over time.
Baseline HIV prevalence < 10% in Shimoga and Coimbatore

In both of these districts, consistent condom use with an
occasional client increased markedly over time. In Shimoga, overcoming limited condom access and lack of
belief in HIV being preventable were both important
factors at baseline, that decreased after the intervention.
For Coimbatore, the cascades suggest that condom access was the main factor influencing consistent use with
occasional clients, and removing this barrier led to improved condom use (Fig. 4).

Discussion
HIV prevention cascades for FSWs in six districts in
India were generated with existing Avahan program data
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Fig. 3 HIV prevention cascades for medium baseline HIV prevalence districts: 2005 and 2009. Patterns of consistent condom use with occasional
clients use at baseline (2005) and after implementation of Avahan (2009) for districts with a medium baseline HIV prevalence (10–20%), namely
Salem (baseline HIV prevalence of 12.5%; N = 4399) and Bellary (baseline HIV prevalence of 15.7%; N = 4935)

to assess their value in identifying and responding to program gaps. The cascades were produced at two points in
time, 2005 and 2009, in each district and were stratified by
the FSW HIV prevalence rates in 2005.While cascades
have previously been developed for FSWs in Uganda and
in Kenya, the Avahan district cascades are the first, to our
knowledge, that attempt to show shifts in programs indicators over time [13]. Consistent condom use with an occasional partner was selected as a key measure of HIV
prevention programs amongst FSWs.
With increasing interest and investment in using cascades to intensify HIV prevention globally, this exercise
has helped to highlight where HIV prevention cascades
could be useful and where their limitations lie, particularly for FSW programs. No patterns in the cascades
were detected according to HIV prevalence either at
baseline or at follow-up, suggesting that in this population cascades were not helpful as a monitoring tool for
predicting, tracking or evaluating decreases in HIV
prevalence. Conversely, the cascades were able to identify key programmatic bottlenecks at baseline that could

assist with focusing program efforts and directing resources at district levels. For example, in Yavatmal in
2005, the cascade could have detected a need to
strengthen behaviour change programs that increase
knowledge and beliefs about HIV prevention, while in
Karimnagar, Salem, Shimoga and Coimbatore districts a
focus on improving condom access by FSW would have
strengthened prevention efforts. With reliable and regular
data from routine monitoring and sample surveys, repeated cascade generation could track changes over time
and for FSWs, and monitor condom supply and distribution indicators that contribute to consistent condom use.
Discussions at recent cascade workshops have considered how best to construct cascades that will be used
for program management [6, 13]. For simplicity and usability, a four bar cascade has been recommended for
program purposes and various indicators have been
considered in different settings. Client-centric condom
cascades for FSWs in Uganda included population at
risk, perceived risk, ever used condoms and consistent
condom use, while intervention-centric cascade
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Fig. 4 HIV prevention cascades for low baseline HIV prevalence districts: 2005 and 2009. Patterns of consistent condom use with occasional
clients use at baseline (2005) and after implementation of Avahan (2009) for districts with a low baseline HIV prevalence (< 10%), namely Shimoga
(baseline HIV prevalence of 9.7%; N = 2152) and Coimbatore (baseline HIV prevalence of 6.3%; N = 1976)

replaced risk perception with condom availability [8].
The LINKAGES project, reporting on lessons learnt
from accelerated programs for key populations in four
African countries, proposes cascades and visual tools
based on readily available data, to support program
managers which could be usefully applied to other geographical contexts [14].
The Avahan district cascades presented here combined
belief about prevention with condom access, as reported

by FSWs. Including perceived risk or belief about prevention ensures that programs do not overlook non-health
system factors that influence condom uptake. Another
issue under discussion is the use of tailored versus standardized cascades. Districts may derive greater benefit
from cascades if indicators are selected by districts and
are aligned to their programs. Additional standardized
cascades for aggregating data to higher levels such as
states/provinces, could be added. A behaviour change

Table 1 HIV prevalence amongst FSWs in six districts in 2005 and 2009
District

State

Yevatmal
Karimnagar
Bellary

HIV prevalence %
(CI) 2005

HIV prevalence %
(CI) 2009

Consistent condom use with
occasional partner % (CI) 2005

Consistent condom use with
occasional partner % (CI) 2009

Maharashtra

37.3 (25.1–51.2)

26.8 (19.1–36.1)

95 (90.5–97.1)

99 (96.6–99.6)

Andhra Pradesh

21.1 (14.1–30.4)a

6.5 (4.2–10.1)a

73 (65.9–79.3)

75 (68.8–80.4)

Karnataka

15.7 (11.7–20.6)

6.3 (10.9–18.1)

a

89 (84.9–92.3)a

a

79 (73.7–83.2)

Salem

Tamil Nadu

12.5 (8.4–18.2)

6.7 (3.9–11.3)

79 (72.1–84.2)

95 (90.6–97.1)a

Shimoga

Karnataka

9.7 (6.8–13.6)

9.0 (6.2–12.8)

57 (50.2–63.0)a

84 (78.4–88.1)a

6.3 (3.6–10.8)

a

96 (93.1–97.6)a

Coimbatore
a

Tamil Nadu

Statistically significant change

6.3 (3.5–11.0)

41 (35.2–46.9)
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intervention is likely to select knowledge, attitudes and belief indicators, whereas for a health systems intervention
condom supply and coverage will be important. For example, in Nairobi, intervention-centric cascades were developed to provide condom availability information for
managers and/or distribution centres [6]. At a minimum,
an ideational/demand indicator, access/supply indicator
and effective use indicator would be desirable [13]. While
aligning cascades to programs is important, this should
not limit interventions but rather offer guidance on how
to reach defined outcomes. A more nuanced and
multi-level approach to interventions that considers community and structural barriers rather than a single factor
is likely to be more effective than targeting individual indicators serially. Schaefer et al., proposed an explanatory
framework to guide the interpretation of prevention cascades, by recognising the importance of partners, peer
norms and social norms, as well as structural factors, in
determining uptake of an intervention [6].
HIV prevention cascades have been challenged given
that unlike treatment, prevention needs between and
within populations are varied [15]. However, prevention
cascades may be more useful for key populations than
for general populations, particularly for behavioural outcomes, since key populations arguably have a minimum
set of common prevention needs to be met. For FSWs
these include access to a readily available supply of condoms, and the knowledge and skills required for consistent uptake.
There are several limitations to using HIV prevention
cascades for FSW programs. The factors that lead to
condom use are unlikely to be linear as reflected by the
bars of the cascade, and unlike treatment cascades, prevention actions are not necessarily consequent upon one
another [15]. For example, good knowledge, beliefs and
intentions may not necessarily lead to condom use if the
client is unwilling and/or financial factors lead the FSW
to engage in condom-less sex. Qualitative evidence from
Mumbai and Thane indicates that sex workers’ agency
to use condoms continues to be compromised by gatekeepers, notably brothel owners. Young women who are
new entrants to the sex industry are particularly vulnerable to the control of brothel owners who may prevent
their access to outreach programs [26]. The environment
within which risk behaviour takes place needs to be considered and addressed for successful HIV prevention
amongst FSWs.
Similarly, enabling factors in the environment that go
beyond the key intervention need to be considered when
using cascades since they cannot take account of, nor
measure, the range of relevant interventions and influences that may have an important bearing on condom
use. For example, in Kanartaka, FSWs who had high exposure to community mobilisation, defined as being a
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member of collective or peer group, were more than
four times more likely to use a condom at last sex with
an occasional client, compared to those who were not
part of a collective. This was over and above the contribution of peer education [27].
Another concern relates to measurement of interventions. While the measure of condom access may indicate
that a high proportion of FSWs received a condom, the
question used, `have you been given condoms from
peers or outreach workers from the Avahan NGO?’ does
not capture the intensity of the intervention and is not
sufficiently designed to detect regular condom access
[8]. Survey questionnaires could be revised to take account of the need for more detailed intervention data to
increase the validity of condom access measures and in
particular to avoid overestimating condom access.
For cascades to be useful, high quality, inexpensive
and easily obtainable data is required. Usefulness will
hinge on the ability of program managers to interpret
the cascades. Sources of regular behavioural data, including risk perception, knowledge and attitudes need to
be considered since these are usually collected through
sample surveys which are logistically complicated, expensive and take time to generate results. More innovative ways to collect ideational data, such as digital
methods, therefore need to be explored. Mobile phones
have become prominent in the Indian FSW environment
to solicit and maintain clients, as well as connect to social networks and stay safe [28]. Since phones are widely
used and can provide real-time data these could enable
regular HIV prevention measurement amongst FSWs.
However, the acceptability and feasibility would need to
be carefully assessed, and confidentiality concerns would
need to be addressed. While there is a lack of evidence
for the use of mHealth tools to support FSW programs,
digital devices have successfully collected behavioural
data for other key populations [29].
While measuring consistent condom use is key in
tracking FSW program progress, ways to overcome the
inherent reporter bias in condom use data needs to be
addressed, particularly for women heavily exposed to
HIV prevention programs. Bandewar et al. found that
the intense focus on condom use may increase social desirability in reporting condom use amongst sex workers
in India. Indeed, client reported consistent condom use
with occasional FSW clients was lower than that reported by the FSW [26]. Given this limitation, Bradley et
al. examined condom availability in Kanartaka by estimating the proportion of FSW sex acts that were potentially protected by condoms and found that condom use
was lower than reported by FSWs in 2004,before the
Avahan program [30]. Since face-to-face interviews overestimate condom use by 8–20% compared to polling
booth methods [30], the relative anonymity of mobile
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phones may have the added advantage of limiting reporter bias.

Conclusion
This analysis has shown that HIV prevention cascades,
focused on condom uptake in FSWs, can be generated
using both routine monitoring data and evaluation data.
HIV prevention is a priority for FSW, and strategies to
strengthen programs need to be actively appraised and
tested. There could be substantial value in introducing
cascades as a visualisation tool at the outset of programming to identify bottlenecks, focus intervention efforts
and monitor their effect. This analysis has highlighted
specific gaps where more focused implementation of the
Avahan programme would have been beneficial (e.g.
strengthening interventions for demand, supply or adherence in difference districts, respectively). Cascades would
not replace a detailed understanding of the key population
and the multiple factors at individual, community and
structural levels that lead to uptake of the desired intervention. Careful indicator selection, particularly at district
level, coupled with innovative data collection methods
such as mobile phones, will be required to ensure success.
To this end, pilot projects which integrate program managers at the outset, would be helpful to formally design
HIV prevention cascades and evaluate their value in
strengthening FSW programs at district level.
Abbreviations
AIDS: Acquired Immuno-Deficiency Syndrome; CMIS: Centralised
Management Information System; FSW: Female Sex Worker; HIV: Human
Immuno-Deficiency Virus; IBBA: Integrated Behavioural and Biological
Assessment; ICMR: Indian Council of Medical Research; NGO: NonGovernmental Organisation; STI: Sexually Transmitted Infection
Funding
This study is funded by the Bill & Melinda Gates Foundation. The views
expressed herein are those of the authors and do not necessarily reflect the
official policy or position of the Bill & Melinda Gates Foundation. Author GD
is an employee of the funder and contributed to study concept, design and
interpretation.
Availability of data and materials
The datasets used and analysed for this study are available from the
corresponding author on reasonable request.
Authors’ contributions
All authors were responsible for the study concept, design and
interpretation. PG and SM were involved in data collection. RW and BD
performed the analysis. RW, MF, and SJ wrote the manuscript. All authors
have read and approved the final manuscript.
Ethics approval and consent to participate
Ethical clearance for the IBBA study protocol was obtained from the
Government of India’s Health Ministry Screening Committee, ICMR institutes
for all sites, the Protection of Human Subjects Committee of FHI 360 (Andra
Pradesh, Maharashtra and Tamil Nadu) and by the Institutional Ethical
Review Board of St. John’s Medical College, Bangalore, India, and the
Research Ethics Board of the University of Manitoba, Winnipeg, Canada
(Karnataka). Consent for participation in this study was not applicable, as this
study is a retrospective analysis of data.

Page 9 of 10

Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Author details
1
School of Public Health, University of the Witwatersrand, Johannesburg,
South Africa. 2Genesis Analytics, Johannesburg, South Africa. 3FHI 360, New
Delhi, India. 4Bill and Melinda Gates Foundation, Washington, DC, USA.
Received: 21 December 2017 Accepted: 12 July 2018

References
1. International Institute for Population Sciences (IIPS) and Macro International.
National Family Health Survey (NFHS-3), 2005–06: India: Volume I. Mumbai,
India; 2007.
2. Ministry of Health and Family Welfare G of I. National AIDS Control
Organization (NACO) Annual Report 2015–16, Chapter 24. New Dehli, India;
2016.
3. Indian Council of Medical Research and FHI 360. Integrated Behavioural and
Biological Assessment (IBBA), Round 2 (2009–2010) - National Report
Summary. New Dehli, India; 2011.
4. Vickerman P, Foss A, Pickles M, Deering K, Verma S, Eric D, et al. To what
extent is the HIV epidemic in southern India driven by commercial sex? A
modelling analysis. AIDS. 2010;24(16):2563–72.
5. Boily M, Pickles M, Lowndes C, Ramesh B, Washington R, Moses S, et al.
Positive impact of a large-scale HIV prevention programme among female
sex workers and clients in South India. AIDS. 2013;27(9):1449–60.
6. Biradavolu M, Burris S, George A, Jena A, Blankenship K. Can sex workers
regulate police? Learning from an HIV prevention project for sex workers in
southern India. Soc Sci Med. 2009;68(8):1541–7.
7. Bill and Melinda Gates Foundation. Avahan - The India AIDS Initiative: The
business of HIV prevention at scale. New Dehli, India; 2008.
8. Sgaier S, Ramakrishnan A, Dhingra N, Wadhwani A, Alexander A, Bennett S,
et al. How the Avahan HIV prevention program transitioned from the Gates
Foundation to the government of India. Health Aff. 2013;32(7):1265–73.
9. Bill and Melinda Gates Foundation. Avahan Common Minimum Program for
Prevention in India. New Dehli, India; 2010.
10. Chandrasekaran P, Dallabetta G, Loo V, Mills S, Saidel T, Adhikary R, et al.
Evaluation design for large-scale HIV prevention programmes: the case of
Avahan, the India AIDS initiative. AIDS. 2008 Dec;22(Suppl 5):S1–15.
11. Biomedical Research and Training Institute and, Imperial College London.
HIV Prevention Cascades: Stakeholder Consultation Meeting and Workshop
(31 July - 2 August, Harare, Zimbabwe). Harare, Zimbabwe; 2017.
12. Krishnaratne S, Hensen B, Cordes J, Enstone J, Hargreaves JR. Interventions
to strengthen the HIV prevention cascade: a systematic review of reviews.
Lancet HIV. 2016;3(7):e307–17.
13. Garnett GP, Hallett TB, Takaruza A, Hargreaves J, Rhead R, Warren M, et al.
Providing a conceptual framework for HIV prevention cascades and
assessing feasibility of empirical measurement with data from East
Zimbabwe: a case study. Lancet HIV. 2016;3(7):e297–306.
14. FHI 360. Accelerating the Implementation and Scale-up of Comprehensive
Programs for HIV Prevention, Diagnosis, Treatment and Care for Key
Populations: LINKAGES Approach and Lessons Learned. 2017.
15. Hamilton E, Bossiky B, Ditekemena J, Esiru G, Fwamba F, Goga AE, et al.
Using the PMTCT Cascade to accelerate achievement of the global plan
goals. JAIDS J Acquir Immune Defic Syndr. 2017;75:S27–35.
16. Zeng H, Chow EPF, Zhao Y, Wang Y, Tang M, Li L, et al. Prevention of
mother-to-child HIV transmission cascade in China: a systematic review and
meta-analysis. Sex Transm Infect. 2016 Mar;92(2):116–23.
17. Gamell A, Luwanda LB, Kalinjuma AV, Samson L, Ntamatungiro AJ, Weisser
M, et al. Prevention of mother-to-child transmission of HIV option B+
cascade in rural Tanzania: the one stop clinic model. PLoS One. 2017;12(7):
e0181096.

Weiner et al. BMC Public Health (2018) 18:897

18. Woldesenbet S, Jackson D, Lombard C, Dinh T-H, Puren A, Sherman G, et al.
Missed Opportunities along the Prevention of Mother-to-Child Transmission
Services Cascade in South Africa: Uptake, Determinants, and Attributable
Risk (the SAPMTCTE). United States Am. 1314(4).
19. UNAIDS. Consultation on HIV prevention cascades: December 2016. Report
from Consultations Organised by UNAIDS. Geneva: Switzerland; 2016.
20. USAID. The gap report. Geneva: Switzerland; 2015.
21. Godfrey-Faussett P. The HIV prevention cascade: more smoke than thunder?
Lancet HIV. 2016;3(7)
22. Weiner R. Exploration of data for condom cascade for female sex workers
using Avahan data. South Africa: Johannesburg; 2016.
23. Bill & Melinda Gates Foundation. Use It or Lose It: How Avahan Used Data
to Shape Its HIV Prevention Efforts in India. New Dehli, India; 2008.
24. Saidel T, Adhikary R, Mainkar M, Dale J, Loo V, Rahman M, et al. Baseline
integrated Behavioural and biological assessment (IBBA) among most at-risk
populations in six high-prevalence states of India: design and
implementation challenges. AIDS. 2008;22(Suppl 5):S17–34.
25. Verma R, Shekhar A, Khobragade S, Adhikary R, George B, Ramesh B, et al.
Scale-up and coverage of Avahan: a large-scale HIV-prevention programme
among female sex workers and men who have sex with men in four Indian
states. Sex Transm Infect. 2010;86(Suppl 1):i76–82.
26. Bandewar SVS, Bharat S, Kongelf A, Pisal H, Collumbien M. Considering risk
contexts in explaining the paradoxical HIV increase among female sex
workers in Mumbai and thane. India BMC Public Health. 2015;16(1):85.
27. Beattie TSH, Mohan HL, Bhattacharjee P, Chandrashekar S, Isac S, Wheeler T,
et al. Community mobilization and empowerment of female sex Workers in
Karnataka State, South India: associations with HIV and sexually transmitted
infection risk. Am J Public Health. 2014;104(8):1516–25.
28. Panchanadeswaran S, Unnithan AM, Chacko S, Brazda M, Kuruppu S. What’s
technology got to do with it? Exploring the impact of mobile phones on
female sex workers’ lives and livelihood in India. Gend Technol Dev. 2017:1–16.
29. Catalani C, Philbrick W, Fraser H, Mechael P, Israelski DM. mHealth for HIV
treatment &amp; prevention: a systematic review of the literature. Open
AIDS J. 2013;7(1):17–41.
30. Bradley J, Moses S, Blanchard JF, Rajaram S, Ramesh BM, Verma S, et al.
Assessing reported condom use among female sex workers in southern
India through examination of condom availability. Sex Transm Infect. 2010;
86(Suppl 1):i44–8.
31. Bruce Jones Design Inc. Free US and World Maps [Internet]. 2018 [cited
2018 Jun 26]. Available from: http://www.freeusandworldmaps.com/html/
Countries/Asia%20Countries/IndiaPrint.html.

Page 10 of 10

