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Executive Summary
Introduction
Sexually transmitted infections (STIs) and HIV are a persistent public health problem and
place a considerable burden on the economy and healthcare sector. National second
generation surveillance systems (SGSS) combine biological surveillance — the notification
of new cases of STIs and HIV — with behavioural surveillance — the monitoring of the
population level of risk related to the transmission of STIs and HIV. Ireland currently has a
national biological surveillance programme for STIs and HIV under the guidance of the HSE
Health Protection Surveillance Centre (HPSC), although biological surveillance alone does
not allow us to determine men and women’s STI/HIV-related risk and protective
behaviours. An analysis of behavioural surveillance programmes in European countries to
identify country-level surveillance systems found that the Republic of Ireland does not have
a functional behavioural surveillance system.
In late 2015, the Irish government launched Ireland’s first national sexual health strategy.
One key strategic focus is the gathering of sexual health intelligence: ‘robust and high
quality sexual health information will be generated to underpin policy practice, service
planning and strategic monitoring’. As well as recommending that stakeholders agree a set
of clinical and behavioural sexual health indicators in line with the ECDC framework, the
strategy also calls for the establishment of a second generation sexual health surveillance
system in line with international requirements. This multi-stage strategically focused
research project aimed to identify the gaps in our current STI and HIV surveillance in Ireland
and to build consensus with national sexual stakeholders.

Methods
WP1 was a desk-based assessment of biological and behavioural surveillance of STIs and HIV
in Ireland since 2000. WP2 was a modified E-Delphi followed by a consensus-building
workshop to agree key STI and HIV behavioural indicators with key stakeholders. Key
stakeholders providing services or working in the field of STI and HIV surveillance (n=162)
were recruited to participate in an E-Delphi (n=44) and consensus-building workshop (CBW)
(n=18). National and international indicator datasets were searched to develop an indicator
list (N=393) which was categorised by risk area (e.g. condom use) and at-risk groups (e.g.
prisoners) for consensus agreement. Using nominal group technique, the CBW further
explored the feasibility of these indicators. WP3 was a feasibility study of the agreed
behavioural indicators using online quantitative data collection followed by a cognitive
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interview. Participants (n=20) completed a sexual health and behaviour online survey
followed by a cognitive interview which was audio-recorded and transcribed for analysis.

Results
Key findings













Ireland has a comprehensive biological surveillance system, which is well managed
by HPSC and Departments of Public Health.
There are standardised case definitions for STIs and HIV and a legal framework with
mandatory reporting of notifiable diseases including ten STIs and HIV.
Data collection and reporting is simplified through CIDR, the national computerised
infectious disease reporting system.
Active biological surveillance in Ireland takes place only in response to unusual
trends or increases in STI/HIV infections detected by clinical staff or during routine
surveillance by Departments of Public Health or by HPSC.
Sexual health behavioural surveys of the general population have taken place in
2002, 2003, 2004/5, 2007, 2010, 2015, 2016, 2017; however, the indicator areas for
which data was collected have varied throughout.
More recent studies such as the Healthy Ireland surveys have included small sets of
sexual health questions embedded in a general health population survey.
A total of 188 indicators achieved consensus at the end of the Delphi study, 153 in
Round 1 and 35 in Round 2.
Only three indicators achieved consensus across all population groups: Number of
sexual partners in the last 12 months; Use of a condom at last sexual intercourse and
use of a condom during most recent intercourse with a casual partner.
The findings from this cognitive interview study suggest a high level of acceptability
of the consensus-agreed STI and HIV behavioural indicators, with some interesting
comments and viewpoints around interpretation of several terms, namely partner
types (main/casual), the definition of concurrency, and what constituted paid for
sex.

Conclusion
Ireland has a well-managed functioning biological surveillance system for STIs and HIV;
additional bio-behavioural data would complement and enhance existing biological
surveillance datasets. Bio-behavioural data on prevalence and risk could validate infection
rates identified by current surveillance methods or highlight areas in need of further insight.
The indicator sets identified in this study require further refinement and the defining of
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their rationale, time period, definitions, response options, and terminology to be used. The
findings from this project provide a valuable insight into the surveillance of STIs and HIV in
Ireland as well as gaps in this field. Further work is required to advance the establishment of
a national second generation surveillance plan which could be a key part of actionable
recommendations in the next National Sexual Health Strategy.
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Chapter 1: Introduction
1.1 Epidemiology of STIs and HIV in Ireland
Sexually transmitted infections (STIs) are an ongoing public health threat and an increasing
burden to the global and European economy. In Ireland, there was a 3% increase in reported
STIs between 2015 and 2016.1 Chlamydia is the most commonly notified STI in Ireland with
6,893 diagnoses in 2016, an increase of 1.4% compared to 2015.1 Broadly speaking, STIs in
Ireland have been concentrated in young people and men who have sex with men (MSM). 1
Table 1.1 below illustrates the percentage increases in STIs notified through the national
computerised infectious disease reporting (CIDR) system in Ireland between 2015 and 2016.
___________________________________________________________________
Table 1.1: Table showing the number of cases of STIs reported in CIDR in 2015 and 2016 and the percentage
1
increase between time periods

Sexually Transmitted
Infection (STI)

Notified STIs
2015
N
6,797

Notified STIs
2016
N
6,893

% Difference
between time
periods
1.4%

Gonorrhoea

1,302

1,957

33.5%

Herpes simplex
(genital)
Lymphogranuloma
Venereum (LGV)
Syphilis

1,274

1,369

6.9%

20

48

58.3%

268

305

12.1%

58

79

26.6%

Chlamydia

Trichomoniasis

___________________________________________________________________
Steady increases in STIs are also occurring within the context of continued transmission of
Human Immunodeficiency Virus (HIV). Between 2010 and 2014, HIV diagnoses in Ireland
were relatively stable (approximately 7-8 per 100,000 of population) but increased by 30%
between 2014 and 2015.2 In 2015, 485 people were diagnosed with HIV; this was the
highest number ever reported in Ireland.2 This increase was mainly found among migrant
MSM with a further 38% increase in the HSE East region attributed to an outbreak of HIV
among people who inject drugs (PWID).2 However, an improvement in the surveillance case
definition for HIV in 2015 (HSE East) and 2016 (all other HSE areas) also improved the
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sensitivity and timeliness of notifications, thereby accounting in part for this increase. 2 In
2016, there were 508 new HIV diagnoses, an increase of 5% from 2015.3 Again, the majority
of these diagnoses were among MSM (51.4%), 27.6% among heterosexual people and 4.1%
among PWID.3 While, the overall number of HIV diagnoses has increased in recent years, an
increasing proportion of people diagnosed with HIV in Ireland have been previously
diagnosed positive abroad and have transferred their HIV care to a service in Ireland (34% in
2016 from 12% in 2012).1-3

1.2 Behavioural risk factors for STIs and HIV
The spread of any infection is a multifaceted process (requiring a multi-faceted response)
driven by the biological attributes of the infectious organism combined with the contact
patterns and behaviours within the populations at risk.4-5 STI control aims to interrupt
transmission of the pathogen (e.g. with the use of condoms) and prevent the long-term
complications associated with infection.5 In Ireland in 2010, 80% of sexually active young
people had used a condom at last sexual intercourse;6 although this figure had reduced to
73% in 2014.7 However, condom use alone may not solve the increasing STI problem.8-10
According to Weller and Davis-Beaty(2002), consistent condom use can reduce sexual
transmission of infection by approximately 80%.8 STI and HIV infections have been
associated with a number of behavioural risk factors, including but not limited to:
condomless intercourse;11 lack of consistent condom use;11 the use of online dating sites;12
level of sexual health knowledge and early sexual initiation;13 concomitant alcohol and drug
use;14 regular marijuana consumption;15and having multiple sexual partners.16 Condomless
anal intercourse (CAI) is a greater risk for HIV than condomless vaginal intercourse, with HIV
transmission probability increasing by 18-fold for the former.17 Therefore, one of the highest
risks of HIV transmission is associated with receptive CAI with a HIV positive partner;
estimated at 1.4% per act.17 According to a more recent study,18 protective sexual
behaviours such as serosorting (i.e. using HIV status as a decision-making tool in choosing
sexual behaviours/partners) and viral load sorting (i.e. not using barrier protection with a
partner as the HIV viral load in their blood is so low it is undetectable) suggest that CAI is not
high-risk in all circumstances. Currently, the most high-risk sexual behaviour may now be
CAI among those with multiple sexual partners, who engage in CAI with a serodiscordant or
unknown serostatus partner whose viral load is unsuppressed.19 In some situations, highly
sexually active people, in particular sub-groups of MSM, are reflective of a sex-positive
culturally normative social behavior.19-20 Some people may also engage in risk-taking
behaviours to maximise their sexual pleasures.21-22 Sexual risk-behaviours do not happen in
isolation; there is evidence for the clustering of multiple risk behaviours such as smoking,
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illicit drug use and alcohol misuse.23-24 Socioeconomic status has also been found to be a
significant predictor of multiple risk behaviours,23 and this is reflected in the rates of
infectious diseases affecting the most socioeconomically deprived groups and communities
in our society. For example, the spread of HIV is disproportionally high among groups that
have been marginalised culturally, socially or economically (e.g. PWID, sex workers,
migrants);25-26 which poses a threat not just in these vulnerable groups but also in the
general population.27-28
The spread of an STI within a population is dependent upon rates of partnership formation
and dissolution; evolution of sexual networks; patterns of mixing among subpopulations
characterised by age, ethnicity, socioeconomic status and education; and the spatial
patterns of sexual networks.29 Therefore, for effective STI and HIV control and prevention, it
is essential to know which exposures are most likely to result in transmission and which
interventions are most effective at reducing the risks of exposure and consequences
associated with undiagnosed infection.29 Shifting patterns in risk level have a measurable
impact on individuals’ decisions around risky and protective sexual behaviours30 and
subsequent rates of HIV, therefore systematic and standardised behavioural surveillance
that monitors trends in sexual behaviours over time is a critical public health tool in the
control and prevention of STIs and HIV.

1.3 Populations at risk for STIs and HIV
Population-based surveillance of STIs is essential to elucidate the population distribution of
behavioural (and other) risk factors.29 Surveillance should be performed routinely to
monitor and track disease trends and allow systems to respond to epidemics.31There are
several important population characteristics relevant to the epidemiology of STIs and their
prevention including: population size; age structure; ethnic makeup; and net migration. 31 In
Ireland, for example, the general population increased by 3.7% since 2011, to over 4.7
million in 2016.32 Ireland’s population is also ageing, with an average age of 37.4 years in
2016 compared to 36.1 in 2011.32 In terms of ethnic diversity, the highest proportion of
other nationalities in Ireland are: Polish (n=120,515); UK (n=103,113); Lithuanian
(n=36,552); Romanian (n=29,186); Latvian (n=19,933); Brazilian (n=13,640).32 There are over
1.54 million single people in Ireland over the age of 15; approximately 41.1% of the general
population.32 This rate is even higher in Dublin (53.2%). These demographic changes may
contribute to changes in sexual behaviours, as explored later in the chapter.
According to ECDC, effective STI/HIV prevention requires a focus on the sexual health of a
number of vulnerable populations in addition to the general population.33 These
populations have been outlined in a sexual health domain framework (see Figure 1.1)
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because they are at an increased risk of acquiring an STI/HIV and may require individualised
public health communication campaigns.33 Similarly, the UN has identified six key
populations for HIV surveillance, namely: sex workers (SW); MSM; PWID; prisoners;
transgender people; and PLHIV.34
__________________________________________________________________

General
Population

Sex
Workers

Populations at
Risk of Sexual
Violence

Young
People

ECDC
Populations
for HIV/STI
Prevention

PLWHA

MSM

PWID
Migrants

Figure 1.1: The ECDC sexual health domain framework incorporating the eight domains/populations
33
important in effective STI and HIV prevention
Note: ECDC = European Centre for Disease Prevention and Control; HIV = Human immunodeficiency virus; MSM = Men
who have sex with men; PLWHA = People living with HIV/AIDs; PWID = People who inject drugs; STI = Sexually transmitted
infection

___________________________________________________________________

Unfortunately, comprehensive demographic data for more vulnerable populations in Ireland
is distinctly lacking. Population estimates come from a range of sources and in some case
are quite dated and likely under-reported (e.g. sex workers). However, the estimated
population sizes in Ireland for some of these groups are as follows: MSM 106,631; PWID
18,988; migrants 810,406; PLHIV 7,205; sex workers 1,000; prisoners 3,718; and homeless
people 5,508.35 While there are no national population estimates for transgender people in
Ireland, the Central Statistics Office (CSO) is currently assessing its options to record
statistically citizens who do not identify as either male or female, for the 2021 census. 36
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Sub-groups of these more vulnerable populations may share similar behaviours and risk
factors, which put them at a greater risk of acquiring STIs and HIV, such as needle-sharing
(PWID) or CAI (MSM).33 In addition, population groupings by their nature are fluid, with
individuals frequently moving in and out of at-risk groups and/or displaying a range of risky
behaviours over the course of their lives.33 Some high-risk behaviours are not easily
identifiable as a population grouping per se, e.g. men and women who have multiple
heterosexual partners over a short period.33 However, comprehensive and systematic
behavioural surveillance of the general population facilitates the identification of subgroups who engage in these risk behaviours, e.g. young people or MSM.33 Therefore,
including the general population as a separate grouping in terms of surveillance is essential
in order to capture all individuals who may still have a higher risk of acquiring an STI or HIV,
but who do not specifically identify as belonging to an at-risk group.33 Ultimately, it is the
behaviours that individuals engage in, rather than the actual population group to which they
belong, that are more important in determining their risk of contracting an STI or HIV.

1.4 Surveillance of STIs and HIV
‘Public health surveillance is the continuous and systematic collection, analysis and
interpretations of health-related data in order to plan, implement and evaluate public health
practice.’37 The 2016-2021 World Health Organization (WHO) Global Health Sector Strategy
on STIs38and UNAIDS 90/90/9039 calls for a concerted effort to scale up effective
interventions and services with the goal of ending STI and HIV epidemics as public health
concerns by 2030. The strategy, through a long-term sustainable response, aims to promote
health and prolong life using a public health approach to prevent disease.38 The meaningful
engagement and empowerment of those most affected by STIs is an essential principal
component.38 The WHO, through the International Health Regulations, call for a
strengthening of existing public health surveillance response capacities of member states
and requires countries to report certain disease outbreaks and public health events to the
WHO.38

1.5 The central role of behavioural surveillance in the prevention and control
of STIs and HIV
Most countries in Europe have established national biological surveillance systems for
STI/HIV.48 In spite of this, reporting rates of STIs vary widely across Europe with considerable
underreporting.33 Significantly fewer countries (n=15) have an established behavioural
surveillance system48 with considerable variation between systems. Behavioural surveillance
to improve our understanding of HIV, and later STI, transmission has only been ongoing
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since the 1980s.40-42 The start of the HIV epidemic triggered the beginning of data collection
on patterns of sexual risk behaviours, mainly through random sampling and householdbased surveys40,41 and more intensified convenience sampling of key populations at higher
risk.43 The use of behavioural indicators (i.e. a question about a specific sexual healthrelated behaviour) as a data collection tool also started to be collected in these populations,
for example: MSM;38 sex workers;44 youth;45 general population42,46 and PWID.47
National second generation surveillance systems (SGSSs) combine biological surveillance —
the notification of new cases of STIs and HIV — with behavioural surveillance — the
monitoring of the population level of risk related to the transmission of STIs and HIV. 48
SGSSs measure the association between risk and infection, allow the assessment of the
requirement for public health action, and facilitate the evaluation of interventions, in terms
of reduction in the incidence of STIs and HIV.47 The UNAIDS/WHO guidelines for
implementing an SGSS recommend systematic regular surveillance of behaviours (and
infections) among the highest at-risk groups within a country.29 A later report by ECDC, in
2013, mapped national sexual health data, programmes and policies among 30 EU
countries.33 Specific reference was made to the sexual health of the general population and
that of key at-risk populations who were vulnerable to STIs and HIV.33 Historically Ireland
has conducted national and cross-national behavioural surveys on the sexual health of only
the general population, young people, MSM and prisoners.33 Routinely collected case-based
surveillance data on STIs and HIV was available for only these populations, with HIV data
also available for PWID.33 In addition, there have been eight national surveys conducted
across these groups since 2009 (further details of these studies will be outlined in the
Results section).
An integrated and comprehensive approach to STI/HIV prevention, within the broader
context of sexual health, has been found to be more effective than prevention and control
efforts in isolation.49,50 This approach is clearly reflected in the publication in late 2015 of
Ireland’s first National Sexual Health Strategy 2015-2020.51 Utilising this broader and more
comprehensive approach to sexual health, the strategy made a number of
recommendations for the future of sexual health services in Ireland and called for the
establishment of an evidence-base of ‘robust and high quality sexual health information’to
underpin policy and practice, service planning and monitoring.51 It also highlighted the need
for the strengthening of STI/HIV-related surveillance activities in Ireland and the
introduction of an SGSS.51
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1.6 National and international behavioural surveillance studies
Numerous methods have been utilised to capture data on sexual behaviour, including
interviews, focus groups, surveys and observational studies.31,41,51 Surveys are often the tool
of choice for population-based behavioural surveillance.51,52 Sexual behaviour questions can
be (and have been) easily included within a general health survey (e.g. Healthy Ireland,
201753) or as part of a standalone sexual health and lifestyle survey (e.g. Ireland: The Irish
Study for Sexual Health and Relationships, 2006;54 UK: The National Survey of Sexual
Attitudes and Lifestyles, 2010-201255). Self-completion questionnaires and computerassisted self-interviewing are becoming increasingly more popular to use as they provide
more user-friendly modes of collecting sensitive information.55-57 General population
surveillance surveys are typically ineffective at providing useful information for minority
populations such as MSM or migrants.58 Therefore, separate surveillance is required, and
has been carried out in some cases (e.g. MISI: MSM Internet Survey Ireland (2015) 58 and
EMIS: European MSM Internet Survey (2017)59) to assess behaviours in these populations
accurately.
The UK’s Natsal behavioural surveillance studies are the largest consecutive national
probabilistic surveys ever undertaken on sexual behaviours and attitudes.55,60-61 The first in
1990/1991 interviewed 18,876 people aged 16-59 years and utilised a paper-and-pencil
survey and self-completion approach.60 The second, a decade later, interviewed 12,110
people aged 16-44 years,61 and the third, in 2010/11, 15,163 people aged 16-74 years.55
Both Natsal 2 and Natsal 3 used computer-assisted interviews,62 with Natsal 3 incorporating
urine sampling to assess the prevalence of chlamydia trachomatis, neisseria gonorrhoea,
type-specific human papilloma virus, HIV antibodies and mycoplasma genitalium.55 The
resulting data on trends and drivers of the STI/HIV epidemic, identified from each of the
three studies, have been instrumental in shaping much of the UK’s sexual health services. 63

1.7 Use of standardised behavioural surveillance indicators
International behavioural surveillance indicators are now monitored as part of a broader set
of HIV indicators collected for Global Aids Monitoring (GAM) commitments (formerly GARPR
(Global Aids Response Progress Reporting) and UNGASS (United Nations General Assembly
Special Session on HIV/AIDS).64 Co-ordinated by UNAIDS and their partners, GAM now has
one of the highest response rates for an international monitoring mechanism. 64 At the
European level, ECDC monitors the commitment of 55 countries in Europe to the Dublin
Declaration on Partnership to Fight HIV/AIDS in Europe and Central Asia, which was adopted
by European and Central Asian countries in Dublin, Ireland in 2004.65 As part of this
commitment, government and civil society organisations in each country undertake annual
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reporting to ECDC, which, since 2018, collects core data on GAM indicators for EU/EEA
countries on behalf of UNAIDS and the WHO.65
While this is a welcome development, one of the biggest challenges in constructing an SGSS
is the great diversity among existing indicator sets for behavioural surveillance, particularly
concerning what types of indicators are included, the definitions used, the precise wording,
and parameters of age groups and time periods of reference.48 Developing transverse
indicators (i.e. indicators that can be used across all populations) and indicators that are
common to many countries would allow for enhanced comparability of data between
populations and across borders.48 ECDC has proposed a set of core indicators and a set of
secondary population specific indicators for behavioural surveillance of STIs and HIV.48,33
The following are six core indicators, which it recommends are routinely collected across all
relevant populations:
1. Number of sexual partners (last 12 months)
2. Condom use at last intercourse (last 12 months) (stable, casual and paid partners)
3. Experience of HIV testing
4. Having paid for sex (last 12 months and associated condom use)
5. HIV knowledge (composite indicator)
6. Contextual indicators (level of education; nationality/ethnic origin/sexual
orientation)
Additional indicators have been recommended in higher-risk population groups including
MSM; PWID; sex workers and PLHIV.33 The development of a core set of behavioural
indicators for Europe created the first framework for the collection of standardised sexual
health data that could be compared across time and countries.33 The efficacy and
appropriateness of sexual health policies and programmes are dependent on reliable timely
population estimates of sexual behaviours and disease prevalence.66 However, the main
issue with current indicators of sexual behaviour is a lack of specificity and uniformity. 67
Indicators are often asked in different ways between national surveys, with varying
timeframes and wording.33 This makes it increasingly difficult to monitor trends in risk
behaviours accurately or to compare data between studies.33
It is in the context of this backdrop that the rationale for this project evolved. The following
chapter will present a more detailed summary of the factors and resources that informed
this project.
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Chapter 2: Study Background and Rationale
2.1. Study background
Although accurate estimates of STI prevalence are restricted by inadequate global
surveillance, prevalence rates of notified STIs continue to rise in many countries, including in
developed countries.33 In Ireland, figures from the Health Protection Surveillance Centre
(HPSC) reported a 62% increase in STIs notified between 2001 and 2011. 68 More recently,
the HSPC has reported concerning increases in rates of chlamydia, gonorrhoea, genital
herpes and syphilis in 2016 compared to 2015.1 Several STIs, including HIV, can remain
asymptomatic for years; therefore, these undiagnosed infections may result in biological
surveillance alone not conveying the true extent of a country’s epidemic.4 In these
circumstances, the surveillance of sexual behaviour, both risky and protective, provides a
useful additional public health tool.4 A functional SGSS is crucial for determining the drivers
of epidemics, allowing for the accurate and timely development of effective prevention
interventions.29 While Ireland currently has a national biological surveillance programme for
STIs and HIV under the guidance of HPSC, as already mentioned, it does not have a
functional behavioural surveillance system.48
The growing importance of behavioural surveillance of STIs was evident in the launch of
Ireland’s first National Sexual Health Strategy, 2015-2020.51 As well as recommending that
stakeholders agree a set of clinical and behavioural sexual health indicators51 in line with the
ECDC framework,48 the strategy also calls for the establishment of a second generation
sexual health surveillance system in line with international requirements.69 WHO/UNAIDS
provided the first framework for SGS in 2000,70 followed in 2002 by practical guidelines for
how to initiate an SGSS.29 More recently, WHO and UNAIDS have published an update for
establishing an enhanced SGSS, designed for countries whose baseline surveillance is
already of a relatively high standard.69 Therefore, a key aim of this project was to build the
foundations of a national second generation surveillance plan using the established
WHO/UNAIDS practical guidelines.29 This framework, which is outlined in Table 2.1 , outlines
the practical steps recommended in this process:
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__________________________________________________________________________________________
Table 2.1: Framework for implementing HIV second generation surveillance: practical steps (adapted from
29
WHO/UNAIDS 2002)

STEP 1: Assess current surveillance
STEP 2: Hold a national consensus-building workshop with key stakeholders
STEP 3: Develop a national surveillance plan
STEP 4: Develop surveillance protocols
STEP 5: Implement surveillance activities
STEP 6: Monitor the implementation of, and evaluate, surveillance activities

__________________________________________________________________

2.2 The current study
Using the WHO/UNAIDS frameworks29 this study aims to identify the gaps in Ireland’s
current surveillance system, using a distinctly collaborative approach with key stakeholders,
with a view to building consensus on the future design of a national SGSS in Ireland, in line
with key recommendations from the National Sexual Health Strategy, 2015-2020.50 More
specifically, it aims to operationalise (and expand) the first two steps in the framework29 just
outlined by:
1. Undertaking a baseline description of STI/HIV behavioural surveillance and research to
inform the development of standardised STI and HIV behavioural indicators
2. Engaging key stakeholders in a national consensus-building exercise to agree a set of
core STI/HIV behavioural indicators
3. Conducting a feasibility and acceptability study using the agreed STI/HIV behavioural
indicators.
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2.3 Study Work Packages (WPs)
This study achieved these aims through three discrete but inter-related Work Packages
(WPs) which will now be outlined. Table 2.2 shows the strategic alignment of each WP with
key recommendations from the National Sexual Health Strategy, 2015-2020.51

2.3.1 WP1: Assessing current surveillance systems
WP1 was designed to assess the current level and nature of biological and behavioural
surveillance in Ireland related to STIs, HIV and sexual behaviour. Second generation
surveillance is built upon a given country’s existing surveillance system; therefore, the first
step towards establishing a national SGSS is an analysis of the current STI, HIV and
behavioural surveillance systems in place.29 The primary outcome from this stage is an
analysis of the strengths, limitations, problems and gaps in the current surveillance systems,
in order to identify areas for future improvement.
___________________________________________________________________
Table 2.2: Strategic alignment of Project Work Packages with key recommendations from the National
51
Sexual Health Strategy, 2015-2020

Work Package (WP)

National Sexual Health Strategy, 2015-202051
Recommendations

WP1: Assessing current
surveillance systems

5.6. Undertake a baseline description of surveillance and research
activity to inform the development of appropriate, standardised,
clinical and behavioural indicators.

WP2:
Engage key stakeholders
in national consensusbuilding

5.5 Agree a set of clinical and behavioural sexual health indicators.

WP3: Acceptability study
of agreed STI/HIV
behavioural indicators
using cognitive
interviewing

5.5 Agree a set of clinical and behavioural sexual health indicators.

5.9 Develop and embed a culture of commitment to surveillance of
STIs within sexual health services.

________________________________________________________________________________
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The WHO/UNAIDS practical guidelines29 identify the main components that should be
reviewed as part of this process, such as: HIV/AIDS/STI surveillance framework; behavioural
studies; management of the system including information; resources; and analysis,
dissemination and use of information.29

2.3.2 WP2: Engage key stakeholders in national consensus-building
WP2 was designed to implement the next practical step in initiating an SGSS. A key focus of
an SGSS, and a central aim of this project, is to drive policy and translate information into
action. However, to ensure future sustainability this requires a distinctly participatory
approach.29 Therefore, this project was methodologically planned to be inclusive and
collaborative in its approach from design to dissemination. WP2 aimed to achieve
consolidation and consensus on the key STI/HIV behavioural indicators while also serving to
foster a greater sense of engagement and commitment to surveillance of STIs with key
stakeholders.

2.3.3 WP3: Acceptability study of agreed STI/HIV behavioural indicators
WP3 assessed the feasibility of the nationally agreed STI/HIV indicators identified in WP2
and aimed to provide valuable information on the appropriate language and terminology
for the successful use of these indicators in an SGSS within the target population. One
common focus of feasibility studies is the acceptability of the indicators/survey questions to
the target population, and the best way to assess this is through qualitative methods.71,72
The next chapter will provide the methodological detail for each of the individual WPs.
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Chapter 3: Methodology
3.1 Study design
WP1 was a desk-based assessment of biological and behavioural surveillance of STIs and HIV
in Ireland since 2000. WP2 was a modified E-Delphi (see Section 3.4.1) followed by a
consensus-building workshop to agree key STI and HIV behavioural indicators with key
stakeholders. WP3 was a feasibility study of the agreed behavioural indicators using online
quantitative data collection followed by a cognitive interview.

3.2 Expert guidance and ethics
One of the initial tasks in this project was the setting up of an external advisory committee
consisting of representatives from key stakeholders (i.e. Departments of Public Health; Gay
Health Network; HPSC; HIV Ireland; HSE Sexual Health and Crisis Pregnancy Programme
(SHCPP)) and researchers in the sector, as well as an international HIV expert from ECDC.
The steering committee was strategically consulted for the duration of the project through a
number of scheduled face-to-face meetings conducted throughout the project. Ethical
approval for WP 2 and WP3 was applied for and obtained from the RCSI Research Ethics
Committee in May 2017 and December 2017 respectively.

3.3 Work Package 1: Assessment of current surveillance
Before a country can set up an STI/HIV surveillance system it must first ‘know’ its
epidemic.69 Critical information derived from this analysis can then be used to direct
services to the populations and regions where they are required the most.69 The
WHO/UNAIDS practical guidelines posit that in a country that has not evaluated its
surveillance system in 3-4 years, a rapid review assessment is warranted.29 There are a
number of different approaches suggested such as multi-agency surveys, a review of
surveillance documents and interviews with key personnel, and/or site visits where
surveillance activities are carried out.29 WHO/UNAIDS29 advise that this assessment of
surveillance should aim to include a review of the following components:
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HIV/AIDS/STIs surveillance framework
AIDS/HIV infection case reporting
Sentinel surveillance of HIV
Surveillance for STIs
Laboratory practices and quality assessment
Behavioural studies






Other relevant AIDS/HIV studies of sources of information in the country
Management of the system including information
Resources
Analysis, dissemination, and use of information.

In this study, a rapid review approach was selected, as this is more time-efficient and more
suited to a small research team.29 Site visits to STI clinics and/or laboratories were not
conducted, as a recently completed review on the capacity for STI clinics for electronic
surveillance was made available to the research team and access to the surveillance data
facilitated by HPSC.73

3.3.1 Biological and behavioural surveillance search strategy
Published documents and papers related to STI/HIV surveillance activities, both biological
and behavioural, in Ireland since 2000 were reviewed. A Medline search was conducted
using combinations of the terms ‘surveillance’, ‘infectious disease’, ‘Ireland’, ‘behavioural
surveillance’, ‘risk-behaviours’, ‘HIV’, ‘Sexually Transmitted Infection’, ‘STI’, ‘Sexually
Transmitted Disease’ and ‘second generation surveillance’. Key websites of national
surveillance stakeholders including HPSC, Department of Health (DoH), ECDC and HSESHCPP were also searched.
For the behavioural surveillance review specifically, websites of key community and nongovernmental organisations (NGOs) were reviewed. Documents appraised included:
surveillance protocols, national annual reports, and studies conducted by stakeholders
involved in STI or HIV research in Ireland. The review specifically investigated the following
areas in relation to STI/HIV surveillance in Ireland: the STI/HIV surveillance framework, case
reporting mechanisms, sentinel surveillance, behavioural studies, national population
statistics, management of the information and data analysis and dissemination.

3.4 WP2: Achieving consensus on STI and HIV indicators
WP2 was a modified E-Delphi74 followed by a consensus-building workshop to agree core
and secondary STI and HIV behavioural indicators with key stakeholders. Consensus
methods in research are often used to problem solve, generate ideas, or determine
priorities.75 The Delphi technique provides an estimate of an overall group opinion by
building consensus among participants through a series of rounds of questionnaires. 76 A
lead researcher manages this process, provides feedback between rounds and guides the
expert group towards consensus.76 The Delphi method is designed as a way to structure
group opinion, ensuring that individual personalities and social relationships do not
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influence the decision-making process.77 Participants remain anonymous throughout and
feedback provides the group average results only.76

3.4.1 Modified E-Delphi method
Several variations of the Delphi method have been derived including classic Delphi, modified
Delphi, E-Delphi and real-time Delphi.78 In the classic Delphi, participants are experts on a
specific topic and provide opinions to arrive at stability in the given responses on the topic. 78
Participants remain anonymous, the first round is an ‘ideas’ generating round, which is
followed by controlled feedback and several subsequent rounds of voting to generate
stability in the final responses.78 An alternative Delphi version, the policy Delphi, aims not to
achieve stability in responses but to generate policy alternatives with as many divergent
opinions as possible.79
In this study, as several international behavioural indicator sets were already available, the
Delphi technique was modified, by removing the initial ideas-generating round. This
approach was chosen as, in the context of this study, it was necessary not to generate more
STI/HIV indicators, but rather to gain consensus on the most important ones across at-risk
populations and with key Irish STI and HIV stakeholders. This WP also used a modified EDelphi74,78 approach (i.e. where the Delphi study is conducted online). This decision was
taken as a pragmatic approach to maximise stakeholder participation and minimise
participant burden, as participants could complete the survey at a time that was convenient
to them.

3.4.2 Indicator selection
The development of the first iteration of the online survey was informed by a literature
search for STI and HIV indicators that have been used nationally and internationally. WP1
assisted in identifying many of the national and international studies that have used STI/HIV
indicators, in addition to guidance from the Steering Committee members. This was
supplemented by a keyword search, which was used to identify international indicator
datasets. Search terms included combinations of ‘STIs’, ‘HIV’, ‘Behavioural Surveillance’,
‘Indicators’, ‘Prevention’ and ‘Second Generation Surveillance’. Indicators were identified
from international databases including: ECDC (2009);48 NATSAL (2010);55 WHO Behavioural
Indicators (2004);80 UNAIDS/MEASURE;81 ISSHR (2006);54 USAID/DFID;82
WHO/UNAIDS/UNICEF (2011);83 GAM (2016; 2017)84-85 and Dublin Declaration (2017).86
Indicators were also searched for by key populations such as: general population; young
people; MSM; sex workers; PWID; prisoners; migrants; PLHIV; transgender people and
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homeless people. These searches highlighted several gaps in the international knowledge
base of the sexual health of certain at-risk groups and the absence of standardised
indicators for many groups (e.g. homeless; migrants; prisoners). For these groups additional
literature searches were undertaken to identify any additional behaviour surveillance
studies, which may have taken place among these groups.

3.4.3 Indicator inclusion and exclusion criteria
Potential indicators were included if:





They were recommended by international STI and HIV health-monitoring groups
e.g. ECDC, WHO.
They were relevant to one of the at-risk populations of interest
They described a behavioural/clinical aspect of STIs or HIV
They were relevant to the Irish STI/HIV context.

This list of indicators was carefully reviewed and duplicates or overly similar indicators were
removed. Indicators were also excluded from the final survey draft if they did not appear in
more than one study and if they were not relevant to the Irish context, although this was
not an overly strict criterion. Some examples of indicators removed at this stage included,
for example, antiretroviral medicine stock-outs; number of males voluntarily circumcised
(GAM 2017);85 and multiple versions of knowledge and attitudes indicators. The literature
search identified a final list of 393 STI/HIV behavioural indicators.

3.4.4 Development of initial survey draft
For the development of the initial survey draft, for piloting with the Steering Committee, the
indicator list (N=393) was categorised by risk area (e.g. condom use) and risk groups (e.g.
prisoners). This resulted in the identification of nine broad indicator areas or domains across
the at-risk populations, namely:
1.
2.
3.
4.
5.
6.
7.
8.
9.

Sexual experiences
Partners
Condoms and contraceptives
STI/HIV testing
Paid for sex
Knowledge and attitudes
Gender-Based violence
Drug and alcohol use
Safe injecting practices.
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All indicators which were necessary to fulfil the national monitoring requirements (e.g. for
Dublin Declaration86 or GAM85) were automatically included and the feasibility of data
collection for each indicator was not a deciding factor at this stage. Several of the indicators
were similar apart from specifying different timeframes. As this would be repetitious, and
participants would not have enough information to decide between the merits of asking
about one timeframe over another in relation to a single indicator (e.g. is it better to ask if
you have had an STI test in the last 3 months or in the last 12 months?); a reference
timeframe was selected for indicators with this type of overlap. In most cases, this
timeframe was chosen because it is already specified in Ireland’s national reporting
requirements, and therefore relevant and likely already familiar to some stakeholders. In
other cases, the timeframe that appeared the most often nationally and internationally was
the one that was selected. The final decision on the most appropriate timeframe for each
indicator may differ across populations and behaviours, and exploration of the most
appropriate timeframe is not within the scope of this project. This reduced the initial list of
behavioural indicators from 393 to 317 (Please see Appendix 1).

3.4.5 Survey pilot with the steering committee
Once the final indicator lists were compiled, a pilot study took place among members of the
steering committee. The steering committee members were sent a web link to review the
questionnaire in its entirety on SurveyMonkey® and to make comments and suggestions on
each item/indicator. Following this review, a number of modifications took place involving
the length of the survey, age-range categories, wording of indicators and missing or
unnecessary indicators. The invitation email, completion instructions, information leaflet
and survey links were included in this pilot as per suggestions from other researchers to
reduce misunderstandings and poor responses.78 Feedback from this stage was used to
refine the survey and survey materials before data collection with stakeholders began.

3.4.6 Delphi Rounds
The consensus process involved a one-round pilot (just outlined) and two rounds of a webbased questionnaire with key stakeholders working in STI and HIV services.

3.4.7 Modified E-Delphi: Round 1
3.4.7.1 Participant recruitment
A broad range of experts were invited to participate in this study to ensure inclusion of as
many stakeholders as possible. These were identified by consultation with the Steering
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Committee members and resources were provided by the HSE-SHCPP and HPSC regarding
STI and HIV services in Ireland. Experts represented professional groups that directly work
with patients, or groups at risk of STIs/HIV. Participants were invited from diverse
geographical locations around Ireland and represented public and private STI clinics, NGOs
working in sexual health; NGOs with a primary focus on one of the at-risk populations;
laboratories testing for STIs and HIV; the National STI and HIV Public Health Special Interest
Group; academic researchers and student health clinics. Participants were contacted by
email and invited to take part in the study. The project outline, goals and process were
explained and, if the participants agreed, a link to the web-based questionnaire was sent via
the online Survey Monkey® platform. Informed consent was sought and obtained on the
first page of the survey before any data was collected. SurveyMonkey® includes a function
to monitor whether emails have been opened and the link clicked through; in Round 1, 51%
of the survey links were unopened. Non-responders were sent a reminder email after one
week and again after two weeks.

3.4.7.2 Questionnaire development
After the feedback from the pilot had been incorporated, the first round survey was
compiled using a semi-structured event list approach,87-89 as opposed to an open-ended
ideas-generating round, as had been used previously.90 This method allows for a reduction
in consensus-building rounds to as few as two if consensus is reached early.91 Here, instead
of an ideas-generating round, the questionnaire took the form of a list of indicators (i.e. an
event list) which respondents had to rank. These lists were semi-structured, that is, in
addition to the predefined indicator list compiled from the literature search, each section
included open-ended questions where respondents could also provide their opinion.
Therefore, the first iteration of the questionnaire included 317 indicators across 11 sections.
Additional sections provided information on the study, research team contact details and
secured consent (at the beginning) and collected basic background information on the
participants themselves, such as: area of work; populations who are the main focus of their
work; geographic region of work; and their self-reported expertise with each of the at-risk
groups.
In each section that contained indicators (Sections B-L), participants were asked to rank a
series of indicators on a scale of 1-10 based on their importance to behavioural surveillance
of STIs/HIV in Ireland, from 1 ‘Not important’ to 10 ‘Essential’. The first indicator section
(Section B) contained core indicators and demographic questions relevant across all
populations. The remaining indicator sections (C-L) were divided by specific population as
follows: general population; youth (15-24-year-olds); MSM; sex workers; PWID; prisoners;
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migrants; PLHIV; transgender people; and homeless people respectively. At the end of each
indicator section, participants were given the opportunity to comment on existing indicators
and to recommend the inclusion of alternative indicators for each sub-population.
As the survey was quite lengthy, and following feedback from the Steering Committee,
participants were able to opt out of rating indicators for populations if they felt they did not
have sufficient expertise. Therefore, in between each section (C-L), participants were asked
to indicate if they felt they had enough experience or were qualified to rate the importance
of indicators in each specific population. If they responded ‘No’, they skipped that section
and were routed to the next population group.

3.4.7.3 Defining consensus
There are numerous approaches to defining consensus in Delphi Studies, including degree of
uncertainty around a point estimate, decreasing variance of group responses, or the
proportion of respondents agreeing with a particular viewpoint.87-89 Many Delphi studies
have used specified levels of agreement to define consensus as having been achieved and
this can be particularly meaningful in studies utilising Likert or nominal scales to assess the
degree of agreement.90 The percentage cut-off points chosen, however, can significantly
affect the study outcome.91 Lynn (1986) suggests that where there are at least 10 experts
participating in a study to develop consensus, at least 80% of them must agree on an
individual item in order to have content validity.92 However, standards for consensus in
Delphi studies have not been defined or established.93 The stricter the criteria, the more
difficult it is for consensus to be reached.94

3.4.7.4 Achieving consensus
Because of the high numbers of initial indicators (n=317), this study chose a relatively high
criterion for consensus. To define an indicator as having achieved consensus agreement,
90% or more of participants must have rated an indicator with a score of seven or more, in
terms of importance, on the Likert scale. Similarly, where 90% or more of participants
agreed with a score of four or less, an indicator would be classified as unimportant for the
behavioural surveillance of STIs and HIV in Ireland.

3.4.7.5 Participant feedback
The feedback between Delphi rounds is meant to be controlled, and statistical group
responses usually feature measures of central tendency (mean and median), dispersion
(standard deviation or interquartile range) and/or frequency distributions (histograms).90
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After reviewing the group statistics alongside their own rating, each respondent can decide
whether to amend or remain with their initial answer in Round 2. Given the large list of
indicators presented in the first round (n=317) and in an attempt to maximise participant
response, feedback was kept as simple as possible. Following expert recommendation
surrounding what was the most meaningful feedback in this circumstance, participants
received a document containing only the group’s mean score for each indicator (the average
score among those who had responded to a given indicator) and their own score for each
indicator.

3.4.8 Modified E-Delphi: Round 2
3.4.8.1 Participant recruitment
A benefit of the E-Delphi is that it facilitates the inclusion of opinions and expertise from a
geographically scattered group whilst minimising the disruption and time commitments
required to participate.95 This is essential for staff working in busy clinical services where
there are already heavy demands on staff time and resources. Participants can take part
when it is convenient for them. Keeney et al. (2011) noted that some organisations’ firewalls
may block emails containing links to survey providers, preventing experts from
participating.78 The research team sought to overcome this phenomenon in Round 2 by
sending a personalised email to each participant from our institute’s email account and then
sending an email from SurveyMonkey® including the link. Using SurveyMonkey® function to
monitor whether emails have been opened and the link clicked through, we were able to
reduce the number of unopened survey links in Round 1 from 51% to 11% in Round 2.
Every participant who took part in Round 1 was automatically sent a link to the Round 2
survey. Round 2 non-responders were again sent two reminder emails to complete the
survey, one and two weeks after the survey link had been sent. In an attempt to maximise
respondent engagement, one final reminder email was sent to participants who had never
responded to either Round 1 or the invitation to Round 2. Any stakeholder who then agreed
to take part was sent further instructions and a copy of the group average scores from
Round 1 to review before they completed the second survey. An analysis of the underrepresentation of certain at-risk groups was also noted at this stage, and a separate email
was drafted to these stakeholders emphasising the importance to their service users of their
participation in this research. This increased effort led to an additional 8 responses from
stakeholders in Round 2.
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3.4.8.2 Questionnaire development
Feedback from respondents of Round 1 indicated that they had found the survey very long.
The second survey for Round 2 of the E-Delphi was shorter than Round 1 as any indicators
that had reached consensus agreement (90% or more respondents agreeing with a score of
seven or more) were removed (n=153).The main benefit of shortening the survey was to
encourage more participants to answer in the second round as non-response to subsequent
Delphi rounds is a common problem.76,77 Indicators that achieved consensus in terms of
their unimportance (a score of 1-4 on the scale) were also reviewed; however, as there were
only two indicators identified in this category, it was decided not to remove them at this
stage. New indicators suggested by participants in Round 1 were also included if they were
mentioned by three or more participants for any given sub-population. The Round 2 survey
had the same format as the Round 1 survey, and participants were once again offered the
opportunity to comment on each section.

3.4.8.3 Achieving consensus
In Round 2, participants ranked the remaining indicators on the same scale used in Round 1
but this time with knowledge of the group average scores for each indicator. This provided
participants with the opportunity to reflect on their score in light of the group scores and
amend them if necessary, whilst still preserving anonymity of their responses. Again,
consensus from the group was achieved if 90% or more of the participants rated an
indicator with a score of seven or more, in terms of importance, on the Likert scale.

3.4.9 Delphi Analyses
The Likert-like scale upon which the participants expressed their opinions can be assumed
to be an interval scale. For the analysis of this research, the mean, a measure of central
tendency, was used as the group average opinion, and the standard deviation, a measure of
spread, assessed the level of disagreement among panel members. The mean and standard
deviation of responses for each indicator was calculated in each round (Appendix 7). Any
indicators which achieved consensus agreement in the second round were also included in
the final indicator list, along with those achieving consensus in Round 1. The final indicator
list could then be stratified in order of importance according to mean responses within each
sub-population dataset (Appendix 8).
After the completion of both rounds of the Delphi study, we carried out a separate analysis
of whether respondents who took part in both rounds (n=32) changed their opinions from
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one round to the next. The group average for indicators ranked by these 32 changed
between Rounds 1 and 2 for each of the indicators listed (see Appendix 8).

3.4.10 Consensus-Building Workshop
All participants who took part in the Delphi were informed of the consensus-building
workshop prior to participating in the Delphi. All Delphi participants were invited to take
part in a national consensus-building workshop. Participants were sent a further information
leaflet and consent form for the workshop. The workshop aimed to discuss the feasibility of
the agreed indicator lists. Eighteen participants took part in the workshop. Participants were
randomly assigned to one of two groups and each group was tasked with two objectives:
 To rank the agreed indicators within each domain in order of importance to that
domain
 To rank the top three rated indicators within each domain (as determined from
objective 1) in terms of their feasibility.
Discussions were facilitated using the Nominal Group technique.77 The Nominal Group
technique is a structured group session aimed at achieving group consensus. 77 The
technique encourages active participation by each group member and aims to reduce power
structures or personality effects, giving an equal voice to quieter members.77 In this
technique, a facilitator or member of the research team used a flipchart to record group
discussion points and comments. Where different ideas emerged, the group was
encouraged to form consensus on each point. A set amount of time was allotted to the
discussion of each indicator, and facilitators guided the discussions in a timely manner.
For the first task, participants were provided with the complete list of indicators, which
achieved consensus in Rounds 1 and 2 of the Delphi study. They were asked to rank each of
the indicator sets individually in order of importance, with number 1 being the most
important indicator (Appendix 5). For each group, the top three indicators rated by
participants within each indicator domain (Sexual experiences; Partners; Condom and
Contraceptive Use; STI/HIV testing; Paid for Sex; Drugs and Alcohol Use; Gender-Based
Violence; Homelessness) were calculated. Once calculated, the top three ranked indicators
within each domain were discussed by the group in terms of their feasibility.
Following the group discussions on the feasibility of collecting information on each of the
top ranked indicators, participants were provided with scoring sheets upon which to rate
anonymously the top three ranked indicators within each domain in terms of their
feasibility, from definitely not feasible to definitely feasible (Appendix 6). Participant scores
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and written comments were collected anonymously. Participants were able to view the full
list of all agreed indicators within each domain and provide their comments and feedback
on the final list. The comments, feedback and rankings of indicators (data not shown) were
taken into account and any suggestions which appeared multiple times or which were
mentioned across both workshop groups were added to the final recommended indicator
lists (see results chapter).

3.5 WP3: Acceptability study of agreed STI/HIV behavioural indicators
WP3 was an acceptability study of the agreed behavioural indicators, using online
quantitative data collection followed by a qualitative cognitive interview. Cognitive
interviewing is a technique frequently used to pre-test a data-collection instrument.96 It
enables the researcher to explore the processes that respondents go through to answer
survey questions and the factors influencing which answers they provide.93 Implicit in the
construction of survey questions or standardised tool is the assumption that:
1. Respondents will understand the question in a consistent way
2. The questions are worded with sufficient information to enable participants to

provide the answers being sought
93
3. Respondents are capable of retrieving and providing the information required.
Therefore, it is imperative to ensure that a survey reliably and sensitively measures the
concepts or behaviours it is designed to measure.94 In sum, the quality of the final data set,
its reliability, validity and sensitivity, is dependent on the quality of the data-collection
instrument.93

3.5.1 Participant recruitment
Participants were recruited to take part in both an online survey, comprising the agreed
indicators emerging from the Delphi study for the general population and young people,
and a face-to-face interview. Participants were recruited online through notices on thirdlevel student union sites, emails and snowball sampling. A €50 voucher was offered as an
incentive for participation (i.e. coming to RCSI to complete the survey online, followed by a
face-to-face cognitive interview). Participants indicated their availability on a Doodle poll
especially set up for this purpose and were emailed information on the study and their
participation approximately one week before the scheduled cognitive interview. Inclusion
criteria were participants who were ordinarily resident in Ireland and aged between 18 and
40 years. Participants were purposively recruited to ensure a gender balance, and written
consent was obtained from participants on the day of the interview session.
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3.5.2 Safeguarding of participants
While there are no expected risks or potential harm to participants associated with this
project, the research topic is a sensitive and often personal area and full consideration was
given to the safety and well-being of participants during and after taking part. The research
team was mindful of the potential to upset or distress participants who were taking part in the
cognitive interview, and ethics approval was obtained prior to any data collection. The
research team comprised experienced sexual health researchers and appropriately managed
and responded to any issues that arose. None of the participants reported any distress during
or upon completion of the interview. All participants were provided with an information sheet
to take home with them (see Appendix 11), which included the correct answers to the sexual
health knowledge questions, contact details of the research team should they wish to discuss
something after participating, and contact details for a number of sexual health-related
services including: the Irish Family Planning Association; Dublin Well Woman Centres; HIV
Ireland; +Options; and the Dublin Rape Crisis Centre. During the interview, some
participants disclosed experiences of sexual violence; these were sensitively responded to and
participants were signposted to appropriate services as required.

3.5.3 Survey development
The online survey was developed using results from the Delphi study and included indicators
for the general population and young people, along with other questions routinely asked as
part of the ISSHR54 survey (Appendix 10). The survey was designed to replicate a routine
sexual health and behaviour questionnaire and was piloted with the research team in
advance for coherency and clarity. The survey contained questions on the consensus-agreed
indicator domains of: Partners; Sexual Experiences; Condoms and Contraceptive Use; STI
and HIV testing; Knowledge and Attitudes, and some demographic questions (Appendix 10).
The online survey was hosted on the SurveyMonkey® site.

3.5.4 Data collection
Completion of the online survey and all interviews were conducted on the RCSI campus and
took an average of 90 minutes. On arrival, participants were briefed about the research
procedure, provided with a hard copy of the information leaflet and, after an opportunity to
ask any questions, their consent was obtained. They then completed the online survey,
anonymously (identifying details were not recorded) and in isolation, on an iPad. The
researcher allowed approximately 30 minutes for this portion of the data collection. Once
this was completed and after a brief comfort break, the one-to-one cognitive interview
began. Importantly, the researcher was not able to see the participant’s responses prior to
the cognitive interview.
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3.5.5 Cognitive Interview Probes
Central to the method of cognitive interviewing is the Tourangeau model, which describes
how respondents answer survey questions.97 According to Tourangeau, there are four
processes involved in answering a question: comprehension, retrieval, judgement and
response.97 Respondents must understand the question, they must be able to retrieve any
necessary information from memory, they must choose the correct information to answer
the question, and then they must provide their response.97 Issues with any aspect of this
process can affect the reliability of the data and bring the validity of the survey tool into
question.
__________________________________________________________________
Table 3.1: Showing categories and question probes used in the cognitive interviews adapted from
Tourangeau, R. Cognitive science and survey methods: A cognitive perspective. In Jabine, T., Straf, M.,
Tanur, J., Tourangeau, R. (Eds.) Cognitive aspects of survey methodology: Building a bridge between
97
disciplines (pp 73-100). Washington, DC: National Academy Press, 2013

General/
Think aloud

Comprehension

Retrieval
Confidence
judgement

Response

Probes
How did you go about answering that question?
How easy or difficult did you find this question to
answer?
Why do you say that?
What does the term X mean to you?
What did you understand by X?
Could you restate the question in your own words?
How did you remember that?
How did you calculate your answer?
How well do you remember this?
How sure of your answer are you?
Were you able to provide the (requested information) or
did you have to guess?
How did you feel about answering this question?
Were you able to find your first answer to the question
from the response options shown?

_______________________________________________________________________________

Using this framework, the main cognitive interview technique utilised in this study was
verbal probing.72 Verbal probes, although subject to researcher bias, are generally the most
efficient way of gaining an understanding of the cognitive processes a participants goes
through when answering a question, and they are broadly well-accepted by interviewees.71
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Interviews were conducted with a set list of probes or questions designed to gain an
understanding of how the participant thought about, retrieved and developed their
responses to survey questions.72,97 Participants’ experiences and understanding of the
sexual health and behaviour questions in the survey were explored using combinations of
probes.
Interviewers had a set list of probes to ask each respondent about the survey (Appendix 10);
however, they were free to probe further if participants’ responses indicated. Participants
were informed that they did not have to disclose their answers to the survey questions
during the interview process, and interviewers did not probe the specific answers directly.
Each cognitive interview was audio-recorded and transcribed verbatim by an external third
party for analysis. During the course of the interview, the researcher made additional notes
as necessary.

3.5.6 Data analysis
Cognitive interview data was analysed using NVivo 11 (QSR International). Transcripts were
returned to the researcher and anonymised before being uploaded to the analysis
software.The analysis of the cognitive interviews involved a combination of question feature
coding and theme coding.97 The question feature coding focused on the behaviours of the
evaluated survey question and analysed respondents’ answers based on the Tourangeau
formulation of comprehension, retrieval, judgement and response.97 It is a top-down
approach that assigns previously identified codes to the data.97 The theme coding analysis is
a bottom-up analysis method, which builds codes from the data and creates labels to
describe phenomena observed in the data.97 The survey included a range of other relevant
sexual health and behaviour questions to provide context for the participant; however, the
analysis will only be reported for those indicators that achieved consensus through the EDelphi74 process.
The next three chapters (Chapters 4, 5 and 6) present the research findings from the three
WPs.
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Chapter 4: Results of WP1: Assessment of Current Surveillance in
Ireland
4.1 WP1: Assessment of current surveillance in Ireland
An initial step in establishing an SGSS requires an assessment of current STI, HIV and
behavioural surveillance. The main objectives of this assessment are to describe current
surveillance methods, both biological and behavioural; to identify any gaps in the data,
which could be addressed by an SGSS; and to identify any structures and systems already in
place that would assist in the development and delivery of an SGSS.29,69 A table (Table 4.1)
presenting a summary of STI and HIV surveillance in Ireland in the context of a SWOT
(Strengths, Weaknesses, Opportunities and Threats) framework is presented, and these
factors are explored in further detail throughout the chapter.

4.1.1 Context of STI and HIV Surveillance in Ireland
Surveillance of STIs in Ireland is based on a passive surveillance system whereby regular
reporting of data is undertaken by all institutions who see patients or test specimens as part
of a reporting network.36 In Ireland, disease data is gathered from all reporting health
worker channels, Departments of Public Health, GP clinics, Consultants in Infectious Disease
and Genitourinary Medicine, STI clinics and microbiological laboratories coordinated by
HPSC (formerly National Disease Surveillance Centre).98 Neither the incidence nor the
prevalence of STIs or HIV is known in Ireland, as the current surveillance system captures
new diagnoses of infections only. (Note: In the time since this study was conducted,
estimates of HIV in Ireland have been calculated using Spectrum, a UNAIDS-supported
modelling tool. Click here for more detail). Active biological surveillance in Ireland takes
place only in response to unusual trends or increases in STI/HIV infections, which have been
successfully detected by clinical staff, or during routine surveillance by HPSC or Departments
of Public Health.98 Behavioural surveillance of at-risk populations for STIs and HIV-related
risk behaviours is specific to the general population, MSM and young people only.

4.1.2 Legal Framework
The Infectious Disease Regulations Act 1981 and its subsequent amendments require
medical practitioners, including directors of biological laboratories, to notify the Medical
Officer of Health (MOH) in HSE Department of Public Health areas of any diagnoses of
certain infectious diseases (called notifiable diseases, see below) that they detect.98 The
MOH is then required to report this data to HPSC, which produces regular reports on the
diseases notified.98
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___________________________________________________________________
Table 4.1: Summary of STI and HIV surveillance in Ireland using a SWOT framework
Internal Factors
Strengths
Weaknesses

Legal Framework

Services stretched

HPSC and HSE

Staff time limited

National Sexual Health
Strategy 2015-2020
Free STI/HIV testing

Increasing STI
notifications
Limited prevalence
data
No national biological
surveillance system
Lack of data for at-risk
groups

Sexual Health IT
Systems
NGO/Community
sector heavily involved
Annual international
reporting of STI and
HIV data to ECDC
Robust, reliable and
valid data
(weekly & annual
reports)

External Factors
Opportunities
Threats
New module being
developed in CIDR
which will allow
Funding
electronic reporting
from STI clinics to CIDR
Available data which
could be put to better
Stakeholders’ lack of
use (e.g. Prisons)
resources
Individual Health
Identifier
MedLIS

Note. CIDR = Computerised Infectious Disease Reporting; ECDC = European Centre for Disease Prevention and
Control; HIV = Human Immunodeficieny Virus; IT = Information Technology; MedLIS = Medical Laboratory
Information System; NGO = Non-governmental organisation; STI = Sexually transmitted infection.

_________________________________________________________________
Infectious disease data collection is standardised nationally, and HPSC provides weekly (for
the majority of diseases) and annual statistics for the notification rates of notifiable
infectious diseases in Ireland.98 Currently, the notifiable STIs in Ireland comprise: ano-genital
warts (AGW); chancroid; chlamydia; granuloma inguinale; genital herpes simplex;
gonorrhoea; lymphogranuloma venereum (LGV); non-specific urethritis (NSU); syphilis;
trichomoniasis; and HIV. Data on other diseases that can be sexually transmitted, such as
enteric infections (e.g. shigellosis) and hepatitis A, B and C, are also collected.
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4.1.3 National Sexual Health Strategy 2015-2020
A national sexual strategy works not only to reduce the transmission and prevalence of
STIs/HIV in the population but also to achieve synergy arising from a holistic approach to
sexual health.33 It utilises a multidisciplinary approach to tackle the challenge of infectious
disease burden alongside crisis pregnancy, contraceptive use, stigma and discrimination.33
Ireland’s first National Sexual Health Strategy 2015-202051 was launched in 2015; it takes a
life course approach to sexual health. The vision of the strategy is that everyone in Ireland
experiences positive sexual health and wellbeing and has access to high-quality sexual
health information, education and services throughout life.51 The strategy made a number
of recommendations for the future of sexual health services in Ireland and called for ‘robust
and high quality sexual health information’ to be generated to underpin policy, practice,
service planning and strategic monitoring.51 The strategy highlights the need for the
strengthening of surveillance of STIs and HIV in Ireland and the introduction of an SGSS.51
The strategy provides the impetus to ensure the ongoing development of the sexual health
services in Ireland and helps to focus political will in this endeavour.

4.1.4 Biological surveillance of HIV in Ireland
HIV has been a notifiable disease in Ireland since September 2011.3 The National Virus
Reference Laboratory (NVRL) performs all HIV confirmatory testing.98 Previously, prior to the
notification of a new HIV diagnosis, confirmatory testing on two separate samples was
required; however, since January 2015 (HSE East) and January 2016 (all other HSE regions),
confirmatory testing on a single sample is sufficient for surveillance purposes. 68 A new HIV
diagnosis, which has not been reported previously in Ireland, is then notified. The NVRL
enters relevant information into the CIDR system. Notifications are then sent securely within
CIDR to the Departments of Public Health.98 If the original HIV test request came from
another laboratory, the resulting notification is first sent back within CIDR to the referring
laboratory. Once the laboratory has authorised the test result for sharing with Public Health,
the clinical director will have discharged their statutory obligation to notify.98 An enhanced
HIV surveillance form is sent by the NVRL to the requesting clinician. Once the clinician has
completed the form and returned it to public health for entry to CIDR, they too will have
fulfilled their legal obligation to notify. In Ireland, a stage of infection is reported for all new
HIV diagnoses, including AIDS-defining illnesses present at the time of diagnosis.68 Paediatric
infections of HIV are not notified in the above manner; information is collected by the
dedicated Rainbow Clinic in Our Lady’s Children’s Hospital in Crumlin, Dublin and Children’s
University Hospital, Temple Street, who notify the relevant Department of Public Health
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directly of new paediatric diagnoses. The Department then enters these notifications
directly into CIDR.98

4.1.5 Biological surveillance of STIs in Ireland
Ireland currently does not have a dedicated reference laboratory for bacterial STIs though
work is underway to nominate one.51 In the meantime, there is an interim reference
laboratory for gonorrhoea, and testing for bacterial STIs is undertaken in many of the HSE or
private voluntary laboratories across the country. The NVRL is the reference laboratory for
viral STIs including HIV, as described above. Mandatory information on STI infections in
Ireland is notified by laboratories to Public Health via CIDR including: name/Identifier; date
of birth; disease; laboratory report date; and sex.100 These are collected for new diagnoses
of chancroid; chlamydia; gonorrhoea; granuloma inguinale; herpes simplex (genital); LGV;
syphilis; trichomoniasis. Other information, which is required but often missing from
laboratory data, is address/county of residence (postcode in Dublin). There is a national
agreement in place for clinicians to provide a core dataset on STIs to the MoH; however, this
is not happening in all areas. Syphilis, gonorrhoea, HIV and LGV are all subject to enhanced
surveillance and unique additional data is collected for each using enhanced surveillance
forms which clinical staff are requested to complete.98 Case-based data for AGW and NSU
are not collected and are not entered into CIDR. Aggregate data on AGW (notifications by
age group and sex) and NSU (total notifications) from clinics and GPs are collected by
Departments of Public Health and collated nationally by HPSC.98

4.1.6 Computerised Infectious Disease Reporting (CIDR) system
Data is collected from medical practitioners and laboratories where possible, through CIDR,
Ireland’s secure web-based electronic surveillance system for notifiable infectious
diseases.98 CIDR is accredited ISO 27001 with Certification Europe for best practice in
information security and system availability.98The information provided by laboratories to
CIDR is timely and comprehensive; however, it is lacking key behavioural variables such as
mode of transmission.98 This information is generally not held in laboratory information
systems (the source of the majority of CIDR notifications) and, as such, in order for STI/HIV
clinicians to comply with the legal requirement to notify the MoH, they face the timeconsuming process of manual extraction of data.98 This involves manually collecting data
from various sources and transcribing it to enhanced surveillance forms, a process which is
open to error. The process puts a considerable workload on clinical and public health staff
working in an already resource-constrained environment. For those diseases with enhanced
surveillance (LGV, HIV, Syphilis, gonorrhoea), the problem is magnified.98 A project assessing
the feasibility of developing a CIDR STI/HIV module was undertaken in 2016, the aim of
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which would ultimately be to allow the electronic upload of core data and to allow clinic
staff to enter data directly into CIDR.99 A core dataset for extraction has been agreed by
HPSC and stakeholders and includes the following: clinic ID; county of residence, Health
Board area of residence; surname; first name; date of birth; sex; address; suburb; town;
postcode; country of birth; ethnic group; disease; and mode of transmission. Ireland’s
National Sexual Health Strategy, 2015-202051 made a recommendation to ‘support, sustain
and improve surveillance infrastructure and capacity, including the development of capacity
to gather behavioural data systematically from sexual health service providers in CIDR’51.
The feasibility study confirmed that it was feasible to introduce electronic surveillance, and
that there was widespread support for this CIDR module.99 Work to design and build the
module was completed in July 2018. In 2019, funding was secured to test and implement
the system on a pilot basis. Further progress is currently awaiting employment of the team
to lead this; it is hoped that this will happen in 2019.

4.1.7 Bacterial and viral STI reference laboratories
High-quality infectious disease surveillance is dependent on the availability of detailed and
timely information on pathogens.51 Reference laboratories play a central role in the
detection, monitoring, outbreak response, and prevention and control of individual
pathogens.51 They are also uniquely qualified to deliver and provide specific scientific
evidence and advice.51 Viral STI reference facilities are provided by NVRL, Ireland’s
dedicated viral reference laboratory.51

4.1.8 Sexual health IT systems
There are three proprietary and seven in-house IT systems currently in place across Irish
STI/HIV clinics.100 GUMed, an STI clinic management system, was initially trialled in Galway
but was not suitable and is no longer in use100 Work is currently ongoing to identify an
alternative clinical management system, which could be compatible with MedLIS (see
below). However, many STI clinics are still operating manually using time-consuming paperbased systems.100

4.1.9 National Medical Laboratory Information System — MedLIS
In the coming years, the HSE will introduce an integrated nationwide hospital laboratory
information system, MedLIS — National Medical Laboratory Information System.100 The aim
is to improve the delivery of diagnostic laboratory medicine, healthcare quality and
efficiency of the Irish healthcare system by ensuring 24-hour access to complete and up-todate laboratory data in a national electronic laboratory record.100
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4.1.10 Individual health identifier
The DoH is currently developing an Individual Health Identifier (IHI) register for Ireland’s five
million individuals.101 The IHI will be a unique 17-digit number. The system has created a
single national registry of individual service users of the health and social care services in
Ireland. Its aim is to facilitate the governance of matching systems allowing association of
health records, and thus improving care.101 The IHI is being incorporated into all new major
IT systems, e.g. national maternity system and MedLIS; however, a decision about
retrofitting current systems with IHI has yet to be decided. For this reason, patient
identifiers are still required to be submitted to CIDR, where they are protected and stored.99

4.1.11 Critical involvement of Non-Governmental Organisation
(NGO)/community sector
NGOs working in the area of sexual and reproductive health play a vital role in the control of
STIs and HIV in the general population, and even more so among vulnerable at-risk
populations. Their work enhances existing government services and they provide additional
support in the areas of education and training; community outreach; advocacy; provision of
family planning services; and health promotion campaigns.33 The cooperation provided by
all NGOs in developing the national sexual health strategy augurs well for its
implementation and delivery.51 Ireland has over 12 different charities and NGOs dedicated
to sexual health among the general population and several at-risk groups. As well as
enhancing government services, they provide additional support among vulnerable
populations, many of whom may not interact with national service providers.

4.1.12 Robust, reliable and valid data
HPSC provides, on a weekly basis, the available data on new infections of notifiable STIs and
HIV at a national level.100 STI and HIV data in weekly reports is presented as new diagnoses
by HSE area, sex and age group, and includes comparative trends for the same time period
in the previous year. These weekly reports are provisional and HPSC produces in-depth
statistics of final confirmed and validated diagnoses annually.3 The data provided by HPSC is
robust, reliable and valid, and is provided consistently on the HSPC website.99 Data on HIV
and certain STIs is also reported annually to ECDC and to WHO, as required.33 STI and HIV
surveillance reports include all people newly diagnosed in Ireland, even if previously
diagnosed abroad.3 For a system that is dependent on the diagnosis of new infections for its
surveillance data, it is imperative that an adequate and representative testing network be
put in place.
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4.1.13 Free testing and screening
Screening programmes are an example of a secondary prevention measure.36 Screening
involves the systematic application of a test to identify infection in an apparently healthy
individual.36 Screening programmes can involve mass testing of the general population or
selective targeting of high-risk populations.102 Chlamydia, cervical cancer and antenatal
screening programmes are considered relevant to the control and prevention of STIs and
HIV in Europe.33 A pilot study investigating the cost-effectiveness of a national chlamydia
screening programme found that it would not be economically viable in Ireland.103 STI
testing in Ireland is voluntary. The HSE provides 23 public STI clinics with free STI and HIV
testing, including two population-specific clinics for MSM and sex workers in Dublin.51 In
addition, some NGOs, charities, student health clinics and independent family planning
centres offer free or discounted STI and HIV testing services. Community-based voluntary
testing among MSM and other key populations is also provided to varying degrees across
the country. Since 1999, opt-out HIV testing is provided as part of antenatal care to all
pregnant women,104 and a number of hospital emergency departments (EDs) (e.g. St James’s
Hospital and the Mater Hospital in Dublin) also provide opt-out HIV and Hepatitis testing for
people attending ED services.105

4.1.14 Resource-constrained environment
Public health resources are constrained and limited. Enhancements in infectious disease
surveillance data can allow resources to be targeted more efficiently to those most in need
and to assist with improved utilisation of existing services.33 The threat of further cuts to
funding within services, which are already overstretched and understaffed because of
recent reductions in health expenditure, will impact significantly on the provision of care to
the population. These resource limitations are visible not only within the national HSE but
also within smaller stakeholders involved in STI and HIV service provision across the country.

4.1.15 Geographical limitations to services
An effective surveillance system should be able to describe the situation in every
geographical region in the country, in order to target intervention programmes to those
areas most in need.33 For countries with a high rural population, this can be a challenge.
Ireland’s largest STI and HIV services are broadly confined to big cities and towns,
potentially leaving some people with barriers to accessing services and testing facilities. In
addition, Ireland has one of the highest proportions of rural-dwelling population in Europe.
Forty-two per cent of the Irish population lives in rural areas — 35% in cities and 23% in
towns/suburbs.32 While local GPs provide fee-based STI/HIV services in many areas, they

44 | P a g e

have limited capacity to provide the full range of STI and HIV testing, in addition to other
sexual health services. Stigma around STI and HIV testing still exists, which for many will act
as an additional barrier to attending their local GP for this type of medical care. 106

4.1.16 Behavioural surveillance assessment
In 2013, ECDC published a report on a mapping exercise of national sexual health data,
programmes and policies among 30 EU countries.33 Specific reference was made to the
sexual health of the general population and key at-risk populations who were vulnerable to
STIs and HIV. Those populations deemed by the EU to be at risk of infection include: young
people; MSM; sex workers; PLHIV; migrants; populations at risk of sexual violence and
PWID. Included in this report, Ireland had conducted national and cross-national
behavioural surveys on the sexual health of the following populations: the general
population; young people; MSM; and prisoners.33 Routinely collected case-based
surveillance data on STIs and HIV was available only for these populations, with HIV data
also available for PWID.100 There have been eight additional surveys conducted among these
groups since 2009, which are summarised in Table 4.3.

4.1.17 Combined biological and behavioural surveillance in Ireland
Ireland has a structured, highly organised approach to data collection for infectious disease
surveillance. Data is submitted for analysis in a timely fashion, and weekly and annual
reports are published by HPSC. There are, however, a number of gaps in the data available
concerning prevalence and specific information for at-risk groups. Here we will discuss some
of the strengths of the combined biological and behavioural surveillance methods currently
in place in Ireland for our most studied population groups: the general population, young
people and MSM.
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Table 4.2: National behavioural sexual health studies or studies which contain a sexual health component carried out 2000-2017 among the general population in Ireland

Study Name

Year of
publication

Population

Age range
(years)

Setting

Administration mode

Number of
participants

Comments

7,498
(subset completed
sexual health
questions)
7,539
(subset completed
sexual health
questions)

17+ and selfcompletion for sexual
health questions

GENERAL POPULATION STUDIES
53

2016

People aged 15+

15+

Household

Interviewer administered
face-to-face

107

2015

People aged 15+

15+

Household

Interviewer administered
face-to-face

2012

Adults

18-45

Household

Telephone interview

3,263

109

2008

Adults
— Irish/Non-Irish
residents

18+

Household

Face-to-face interviews

10,364

54

2006

Adults

18-64

Private residential
housing

Computer-assisted
telephone interviews

7,688

110

2004

Adults

18-45

Household

Telephone interview

3,317

2003

Adults
— Irish/Non-Irish
residents

18+

Household

Self-completion
questionnaire (postal)

6,539

Healthy Ireland

Healthy Ireland

ICCP

108

SLAN

ISSHR

ICCP

111

SLAN

17+ and selfcompletion for sexual
health questions

Included a subsample of 1,200
adults aged 18-44
years

Note: ICCP = The Irish Contraception and Crisis Pregnancy Study; ISSHR = The Irish Study of Sexual Health and Relationships; SLAN = Survey of Lifestyle, Attitudes and Nutrition.
Table 4.3: National behavioural sexual health studies or studies which contain a sexual health component carried out 2000-2017 among MSM in Ireland
Study Name
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Year of

Population

Age range

Setting

Administration mode

Number of

Comments

publication
MEN WHO HAVE SEX WITH MEN
EMIS 2017

MISI

112

58

59

EMIS

(years)

2019

MSM in Ireland
(Irish component of
EU study)

17+

Online

Online, self-completion

2,083

2016

MSM in Ireland

18+

Online

Online, self-completion

3,090

2013

MSM

17+

Online

14+

Online and postal

Real Lives 3

113

2012

Gay/bisexual/
homosexually active
men in Ireland

Real Lives 2

114

2009

Gay/bisexual/
homosexually active
men in Ireland

Real Lives

115

Vital statistics

2006
116

participants

2000

Gay/bisexual/
homosexually active
men in Ireland
Gay/bisexual/
homosexually active
men in Ireland

Online, self-completion

Online, self-completion

2,303 Ireland; 2,194
ROI
673
(2007 online only)
598
(2008 online only)

14+

Online

Online, self-completion

1,165 (2005)
856 (2006)

14+

Online and postal (2003)

Online, self-completion
and postal option

1,030 (2003)
868 (2004)

16+

Bars, clubs, social events

Paper and pen,
self-completion

1,290

Data collected in
2017

Based on All-Ireland
Gay Men's Surveys
2007 and 2008
Based on All-Ireland
Gay Men’s Surveys
2005 and 2006

Based on All-Ireland
Gay Men's Surveys
2003 and 2004

Note: EMIS = European MSM Internet Survey; MISI = MSM Internet Survey.
Table 4.4: National behavioural sexual health studies or studies which contain a sexual health component carried out 2000-2017 among young people and prisoners in Ireland
Study Name
YOUNG PEOPLE
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Year of
publication

Population

Age range
(years)

Setting

Administration mode

Number of
participants

Comments

117

GUI

2016

6,216 young people
and their families

17/18

Home

Home-based, face-toface interviews

HBSC

118

2015

Schoolgoing children

15-17-18

School

Self-completed
questionnaires

HBSC

119

2012

Schoolgoing children

15-17

School

Self-completed
questionnaires

120

2005

Third-level students

less than
21 to over
25

University/Home

2014

Irish prisoners
(male and female)

18+

Irish Prisons

1999

Irish prisoners

CLAN

PRISONERS
Study on the
prevalence of drug use,
including intravenous
drug use, and bloodborne viruses among
the Irish prisoner
population
Hep B, Hep C and HIV
prevalence among
Irish prison
121
population

16+

Irish Prisons

Self-completed
questionnaire postal or
drop off

6,216

Data collected
2015-2016

13,611 pupils
3,928 aged
15-18 years
16,040 pupils
4,367 aged 15-17
years

Only those aged
15+ asked sexual
health questions
Only those aged
15+ asked sexual
health questions

3,259

Self-completed
questionnaire, saliva
sample. Assisted
questionnaire
completion available
on site

824

Paper and pen, selfcompletion

1,205

Note: CLAN = College Lifestyle and Attitudinal National Survey; GUI = Growing Up in Ireland; HBSC = Health-Behaviour in School-Aged Children.

48 | P a g e

Data collected in
2011.

4.1.18 General population biological surveillance
STI and HIV cases in the general population are reported via HPSC weekly and annual
reports and are disaggregated by sex and age group; reports are based on new diagnoses of
infection.100 Antenatal HIV testing, often used as a measure of HIV prevalence in the general
population, has been routine in Ireland since 1999. Testing is voluntary and works as an optout programme in order to increase uptake.104 Aggregate data on the levels of screening
and numbers of new HIV diagnoses is collected from 19 national maternity units and
reported annually by HPSC.104
In 2015, the uptake of the programme was 100% although data was not available for one
hospital and for private patients in some hospitals.104 Data was collected from 63,217
women and 84 HIV diagnoses were identified in 2015, nine of which were new diagnoses
detected by antenatal screening.104 Prevalence of HIV detected during antenatal screening
has decreased from 0.33% in 2003 to 0.13% in 2015.104 The high uptake of antenatal
screening in Ireland provides a comprehensive overview of HIV prevalence in this sub-group
of the general population.

4.1.19 General population behavioural surveillance
Behavioural surveillance surveys of the general population provide an overview of the
national risk behaviours relating to STI and HIV infection (Table 4.2) and act as a baseline
from which the behaviours of high-risk subpopulations can be measured. Since 2000, Ireland
has undertaken six national health surveys involving sexual health in the general population
(Table 4.2). Ages of respondents vary among the different surveys but range from 18 to 80
years. ISSHR is Ireland’s largest nationally representative study on sexual health ever
undertaken.54 The study surveyed 7,668 adults in Ireland between 18 and 64 years of age. 54
An increase in sexual risk behaviours among younger groups was noted including more
casual partners, practising unprotected anal sex, having concurrent sexual relationships, and
commercial sex procurement among young men.54The use of alcohol and drugs was a
significant risk factor for unprotected intercourse.54
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Table 4.5: Table highlighting the gaps in Irish behavioural surveillance of STIs and HIV, from national surveys 2000-2015 across each of the at-risk populations

Indicator Domain

General
Population

Young People
(15-24)

MSM

Sex
workers

Prisoners

Migrants

PWID

PLHIV

Transgender

Homeless

Partners and experiences

•

•

•

•

•

•

•

•

•

•

Condom and
contraceptive use

•

•

•

•

•

•

•

•

•

•

STI and HIV testing

•

•

•

•

•

•

•

•

•

•

•

•*

•

•

•

•

•

•

•

•

•

•

•

•

•

•

•

•

•

•

•

•

•

•

•

•

•

•

•

•

•

•

•

•

•

•

•

•

•

•

Sex work

Knowledge and attitudes

Sexual violence

Alcohol and drug use

†

Estimated population size
(year)

576,452
106,631
1,000
3,718
810,406 18,988
7,205
No
5,508
(age 15-24)
(2016)
(2009)
(2016)
(2016)
(2014)
(2017)
estimate
(2017)
(2016)
Note: • = Data related to this behavioural indicator domain was collected from this population in the last 15 years; • = No surveys.
HIV = Human Immunodeficiency virus; MSM = Men who sex with men; PLHIV = People living with HIV; PWID = People who inject drugs; STI = Sexually transmitted infection.
†
* = Only asked young men’s use of sex workers; = Only included if alcohol and drug use was asked about in the context of sexual activity
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3,751,424
(age 16+) (2016)

These national surveys covered a wide range of indicator areas with the exception of
experiences of sexual violence (Table 4.5). There was a national survey of sexual violence in
Ireland in 2002;122 however, the impact of experiencing sexual violence in the context of
sexual risk behaviours has not been investigated to date in the general population. Despite a
lack of consistency around the phrasing and specifics of individual indicators, these six
surveys do allow us to illuminate some patterns in the sexual health risk-taking behaviours
among the population of Ireland over time.

4.1.20 HIV testing in the general population
National data on HIV testing rates has improved significantly in the last ten years. Three
general population surveys have assessed self-reported HIV testing rates in Ireland. In 2006,
ISSHR found that 9% of men and 67% of women had had a HIV test.54 ICCP-2010 identified an
increase to 26% of men and 45% of women reporting having had a HIV test.108 Most recently
in 2017, Healthy Ireland reported that 21% of the population reported having had a HIV test,
with 5% reporting having had one in the previuos 12 months;53 3% of heterosexual males; 5%
of heterosexual females; 12% of MSM; and 4% of women who had sex with women.53 The
higher proportion of MSM reporting HIV tests is encouraging as these are one of the key
populations for HIV in Ireland.2 Using the Healthy Ireland data53 and CSO population’s statistics
from 2016,32 it can be estimated that 181,634 individuals were tested for HIV among the
general population. In 2016, HPSC collated the total numbers of HIV tests performed in
Ireland and identified 192,956 tests, with a rate of 40.5 per 1,000 population in 2016.2
This amounts to a potential discrepancy of over 10,000 tests between HPSC recorded data
and self-reported Healthy Ireland data. There could be a number of reasons why this
discrepancy might exist:







Self-reported testing data often over/under-represents the true figures
The Healthy Ireland survey53 asks about HIV tests in the previous 12 months and not
which country they were conducted in; it is possible that respondents had tests
outside of Ireland,
HPSC HIV testing data accounts for numbers of tests and not numbers of individuals;
an individual may have had more than one HIV test in the year
HPSC figures do not include all of the tests carried out in Ireland as some
laboratories did not return data during the reporting period2
And finally, the Healthy Ireland data53 is based on the self-reported figures for those
aged 17 and over in the population; HPSC figures include tests carried out on any
member of the general population, regardless of their age
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In spite of these caveats, the data shows that self-reported HIV testing rates provided by
population surveys correlate quite well with data collected on the number of HIV tests
performed in Ireland. Healthy Ireland 2017 also asks about STI tests in the previous 12
months, with 5% of the population reporting having had a test in the previous 12 months. 53
This data cannot be correlated with HPSC STI testing data as, at present, there is no data
available on the number of individual tests performed annually in Ireland. Furthermore, the
sexual behaviour questions asking about STI and HIV testing have been different in each
iteration of the Healthy Ireland survey to date, making comparisons between surveys
challenging if not impossible. Standardised behavioural indicators are a way to overcome
this challenge.

4.1.21 STI and HIV diagnoses in the general population
Of the estimated 192,956 HIV tests carried out in 2016, there were 1,651 positives, amounting
to 508 positive HIV diagnoses.2 For STI tests, using figures for just chlamydia, gonorrhoea and
early infectious syphilis new diagnoses in 20162 and the Healthy Ireland self-reported testing
data,53 there were 9,155 STIs diagnosed from 181,634 tests, a positive test rate of 5%.2 Lloyds
Online Doctor, an online provider of STI and HIV home-test kits reported 961 tests utilised by
clients in Ireland in 2014, and of these, 6% were positive.123 The three, Dublin-based, Well
Woman clinics performed 5,042 chlamydia tests that same year (2014), of which 5% were
positive.124 While these estimates do not give us a precise idea of prevalence, the question
remains as to what level of coverage is required for testing campaigns to give an accurate
representation of STI/HIV prevalence using self-reported data.

4.1.22 Biological and behavioural surveillance among young people
Young people have been identified as a significant at-risk group for STIs and HIV in Ireland,
both by the HPSC2 and in several behavioural surveillance studies.11,44 In 2015, over 38% of
new diagnoses of chlamydia, gonorrhoea and herpes simplex were among young people
aged 15-24 years. In 2016, this proportion had increased and 15-24-year-olds accounted for
almost half of all chlamydia cases, 43% of herpes simplex and 37% of gonorrhoea cases.
Seventy per cent of all STIs notified in Ireland in 2016 were among people aged 30 years and
under. As ISSHR identified, young people were more likely to participate in risky sexual
practices than other age groups even though sexual health knowledge among this group
was high.54 Three national surveys of sexual health among young people have taken place in
Ireland since 2000 (Table 4.4). Indicator areas were wide-ranging; however, similar to other
populations, experiences of sexual violence were not investigated. Previous experiences of
sexual violence have been shown to be a risk factor for future risky sexual behaviours. 2
Inconsistencies also exist between the surveys in terms of age ranges of young people
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included, the phrasing of questions relating to indicators, and the timeframes for given
indicators. Similar to the challenges with the data from the general population, this makes
trend analysis complicated, if not unreliable.
According to the 2016 CSO survey,32 the population in Ireland aged 15-24 (young people) is
576,452, with slightly more males (292,492) than females (283,960). In ISSHR 2006, 54 12% of
men and 15% of women aged 18-24 had not yet had a sexual partner. According to Hughes
and Field (2015), a fall in the age of first sex can lead to increases in reported risky sexual
behaviours.31 They hypothesise that an earlier sexual debut, combined with substantial
increases in the time to first live-in relationship and having children, increases the time
spent by an individual at risk of STIs.31 However, without systematic monitoring of these
types of behavioural risk factors, it is impossible to prevent and control the transmission of
STIs and HIV effectively in this group.

4.1.23 Biological and behavioural surveillance among MSM
MSM are the most represented group in terms of behavioural surveillance in Ireland;
however, they are also one of the groups most affected by STIs and HIV. 2 In 2016, 95% of all
LGV cases were among MSM, along with 72% of syphilis cases and 42% of gonorrhoea
cases.99 MISI 201558 asked MSM (n=3,090) about their sexual health. It identified a HIVpositive rate of 5% among survey respondents and 10% among the 40-49 year age group.58
Younger men were less knowledgeable about STI prevention and less likely to have been
tested for STIs or HIV.58 The seven national sexual health surveys of MSM in Ireland since
2000 (Table 4.3) have identified a high rate of sexual risk-taking behaviours among a
proportion of this population. The in-depth questioning of indicators in many of the surveys
has provided an invaluable resource from which to design targeted STI prevention and
reduction strategies. The high levels of STIs and HIV diagnoses among this population and
the limitations experienced in accessing population-specific services mean that the ongoing
surveillance of risk behaviours in this group is essential. The knowledge base created by the
seven surveys provides a comprehensive resource from which to analyse future trends in
risk behaviours. It is of note that indicators related to gender-based violence have not been
typically included in these surveys.
This chapter has highlighted a number of strengths, weaknesses, opportunities and threats
within Ireland’s past and current surveillance of STIs and HIV. These will be discussed in
more detail in Chapter 7.
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Chapter 5: Results of WP2: E-Delphi Study for Consensus on STI and HIV
Behavioural Indicators
There is great diversity among existing indicator sets for behavioural surveillance,
particularly with regard to the indicators included, the definitions used, the precise wording,
age groups and periods of reference.48 This WP was a key component of the project, with
the dual aim of agreeing a set of STI and HIV behavioural indicators with stakeholders while
also embedding the idea of the value of behavioural surveillance and of their role in the
development of a national SGSS.

5.1 E-Delphi response rates
In total, 162 individuals were invited to take part in this study, with 57 respondents between
both rounds of the Delphi. Response rates varied between rounds (Table 5.1); out of 162
invitations in Round 1, there were 45 responses (27.8%). In Round 2, there were 44
responses (27.2%) — 32 of the original 45 from Round 1 (71.1%) and 12 new responses.
Attrition rates between Delphi rounds have been reported as high as 98%.78 The E-Delphi
technique appears to have more stable rates of between 5 and 28%.78 In this study, the
attrition rate between Rounds 1 and 2 was 28%. This may be attributable to the time of year
in which the study took place i (during the summer months) and the busy nature of the
work of study participants. Of the 13 participants in Round 1 who did not take part in Round
2, six responded saying that they were abroad on holidays, three had other work
commitments and four gave no reason.

5.2 Stakeholder demographics
There was good geographic representation among the stakeholders who participated in
both rounds of the E-Delphi, and respondents worked in a variety of settings including:
clinical services (n=13); public health (n=10); NGO/community groups (n=8); national policy
and service planning (n=3); and academia (n=1).
In terms of the completion of the survey relative to people’s self-reported expertise, the
general population section of indicators was the most frequently answered by respondents,
followed by young people, MSM and PLHIV respectively. Following a researcher-driven
initiative in Round 2 to increase responses for some of the least frequently answered
sections in Round 1 (sex workers, transgender, and homeless), response rates for these
groups were increased.
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___________________________________________________________________
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Figure 5.1: Number of participants in each round of the E-Delphi who completed indicators for
each at-risk population group

___________________________________________________________________

5.3 Consensus-agreed STI and HIV behavioural indicators
A total of 188 indicators achieved consensus at the end of the Delphi study, 153 in Round 1
and 35 in Round 2. Each indicator achieving consensus had an average rating of 8 or more in
terms of importance (Appendix 7). Indicators that were included in both rounds (i.e. did not
reach consensus agreement in Round 1 and so were included in Round 2) were also rated 8
or more in both rounds (Appendix 7).This shows a consistency among the participants in
terms of their consensus on the importance of each indicator. Reviewing scores before rerating indicators in Round 2 led to an increasing agreement around each indicator, as can be
seen from the reducing standard deviations between rounds (Appendix 8). For the group of
participants who responded to both Rounds 1 and 2, the standard deviations in their scores
for the 28 indicators included in both rounds reduced in 23 out of 28 indicator ratings,
demonstrating an increasing move towards consensus between rounds. There was some
evidence that receiving the group average scores between the rounds polarised
respondents even further from the mean if they felt strongly about an indicator’s score. For
example, feedback from one participant in Round 2 highlighted this phenomenon when they
commented in their survey that: ‘I completely disagree with the group’s score for this
indicator, so I am changing my original number as low as I can.’
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__________________________________________________________________
Table 5.1: Overview of survey development, E-Delphi rounds and timeline

Sources for
Questionnaire
Development

Pilot

Round 1

Round 2

EMIS
GAM 2016/2017
ISSHR
Natsal
UNAIDS
UNICEF
USAID/DFID
WHO

Total of 393
Indicators

Total of 317 Indicators

Total of 188 Indicators

Steering
Committee
Pilot
N=10

162
Participants
invited

162
Participants
invited

45 Respondents

44 Respondents

Total of 393 Indicators

Total of 317 Indicators

153 Indicators reached
consensus

35 Indicators reached
consensus

4 Weeks

Data Collection Duration
2 Weeks
3 Weeks

3 Weeks

Note: EMIS = European Men who have sex with men Internet Survey; GAM 2016/2017 = Global AIDs
Monitoring; ISSHR = Irish Study of Sexual Health and Relationships; Natsal = National Survey of Sexual
Attitudes and Lifestyles; UNAIDS = The Joint United Nations Programme on HIV/AIDS; USAID/DFID = US
Aid/Department for International Development; UNICEF = United Nations Children’s Fund; WHO = World
Health Organization.

__________________________________________________________________
This study aimed to improve data quality and comparability, both nationally and
internationally, from existing indicator resources and in future surveillance studies, by
setting out a detailed framework for behavioural surveillance among multiple population
groups in Ireland. Only three indicators achieved consensus across all population groups:
Number of sexual partners in the last 12 months; Use of a condom at last sexual
intercourse; and Use of a condom during most recent intercourse with a casual partner.
Respondents felt that certain indicators were more important for surveillance in some
populations than others. A total of 7 indicators achieved consensus among the general
population group; 21 indicators achieved consensus for young people, and 23 for MSM.
Table 5.2 shows the entire list of indicators that achieved consensus across the various
populations.
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Sex
Workers

PWID

Prisoners

Migrants

PLHIV

Transgender

Homeless

X
X

X

X

X

X

X

X

X

X
X
X

X
X
X

X

X

MSM

INDICATOR
GP

INDICATOR AREA

Young
People

Table 5.2: Indicators which have reached consensus agreement by the end of the Delphi Study with stakeholders

Sexual Experiences
Age at first intercourse

X

Partners
Men who have risky (unprotected) sex with both men and women
Number of sexual partners in the last 12 months
Concurrency (multiple sexual partnerships overlapping in time)
Condoms and Contraceptives
(At last intercourse)
Use of a condom at last sexual intercourse
Used condom at last anal intercourse
(with different types of
Used condom during most recent intercourse with casual partner
partners)
Used condom during last intercourse with partner of unknown or
discordant HIV status
Used condom during most recent sexual intercourse with a main
partner
Used condom during most recent paid intercourse
Used condom during the last time they sold sex (for money or
benefit in kind)
Use of a condom during most recent paid intercourse with a partner
of unknown or discordant HIV status
(in different sexual
Used condom during last oral sex
practices)
(Frequency)
Consistent condom use with partner of unknown or discordant HIV
status
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X

X
X

X
X
X

X
X
X

X
X
X

X
X
X

X

X

X

X

X

X

X

X

X

X

X

X

X
X

X

X

X

X

X
X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

(Unprotected anal
intercourse)

(External factors)
STI/HIV testing
(STIs)
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Recent STI
Ever diagnosed with an STI

X
X

X

X
X

X

Homeless

Transgender

PLHIV

Migrants

Prisoners

X

PWID

X
X

Sex
Workers

MSM

Consistent condom use with casual partners
Consistent condom use with all partners
Consistent condom use with main partner
Consistent condom use with paid partner
Consistent condom use with client during intercourse in the last
month
Consistent condom use with client during oral sex in the last month
Unprotected anal intercourse (UAI) with any partner in the last 12
months
Unprotected anal intercourse with casual partner in the last 12
months
Unprotected anal intercourse with partner of unknown HIV status in
the last 12 months
Unprotected anal intercourse with partner of discordant HIV status
in the last 12 months
Unprotected anal intercourse at last sexual encounter
Unprotected anal intercourse with main partner in the last 12
months
Unprotected anal intercourse at last sexual encounter with a partner
of unknown HIV status
Number of unprotected anal intercourse partners
Frequency of unprotected anal intercourse
Availability of condoms in prison

Young
People

INDICATOR
GP

INDICATOR AREA

X
X
X
X

X
X

X

X

X

X

X

X

X

X

X
X

X

X

X

X
X
X

X

X
X

X

X

X

X

X

X

X

(HIV)

(Syphillis)
(Hepatitis)

Ever treated for an STI
Currently receiving treatment for HIV
Level of HIV viral load
CD4 cell count (reported or measured)
People with advanced HIV receiving antiretroviral therapy
People receiving pre-exposure prophylaxis (PrEP)
Seeking voluntary HIV tests
Not attending HIV services because of stigma and discrimination
People receiving post-exposure prophylaxis (PEP)
Having received ART in the last 12 months
Current active syphilis infection
Hepatitis B status
Ever tested for Hep C
Date of last Hep C test
Result of the last Hepatitis C test (reported or measured)
Use of targeted service delivery points for sex workers (eg. Women’s
Health Project Dublin)
Local availability of opioid substitution therapy

Homeless

Transgender

PLHIV

Migrants

Prisoners

PWID

Sex
Workers

MSM

Young
People

INDICATOR
GP

INDICATOR AREA

X
X
X

X
X
X

X
X
X

X
X
X

X
X

X

X
X
X
X

X
X
X
X
X
X

X
X
X
X

X
X
X
X

X
X
X

X
X
X
X

X

X

X

X

X

X
X

X

Paid for Sex
Having received payment for sex (i.e. financial or in kind) in the last
12 months
Having ever received payment or other form of exchange for sex
Length of time working as a sex worker
Frequency of sex work
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X
X
X
X

X

X

Homeless

X

Transgender

X

PLHIV

X

Migrants

PWID
X

Prisoners

Sex
Workers
X

MSM

X

Young
People

INDICATOR
GP

INDICATOR AREA

Knowledge and Attitudes
Young people who are confident that they could refuse sex if they
did not want it
Young people who believe they could seek sexual and reproductive
health information and services if they needed them
Young people who have ‘positive’ attitudes toward key sexual and
reproductive health issues (attitudes to
condoms/contraceptives/abstinence/gender role
stereotypes/perceived vulnerability)
Sexual and reproductive health knowledge (being able to correctly
identify ways of preventing the sexual transmission of STIs and HIV)
Sexual and reproductive health knowledge (being able to reject
major misconceptions about transmission of STIs and HIV and
reproductive health issues)

X

Coercive or forced sex
Experience of intimate partner violence (physical, sexual, emotional,
domestic) with current partner

X

X
X

Gender-Based Violence
X

X

Drug and Alcohol Use
Injected drugs in the last 6 months
Ever injected while in prison
Use of Crystal Methamphetamine, GHB/GBL, mephedrone, or
ketamine (Chemsex drugs) during a sexual encounter in the last 12
months
Ever injected drugs
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X

X
X

X

X

X

X

Homeless

Transgender

PLHIV

Migrants

Prisoners

PWID

Sex
Workers

MSM

Young
People

INDICATOR
GP

INDICATOR AREA

Safe injecting practices

Accommodation Status

*Sharing equipment (needles, syringes, other injecting equipment)
(last month)
Equipment sharing at last injection
Number of sharing partners (last month)
*Consistent (100%) use of sterile needles or
(Always/Sometimes/Never)
*Injecting drug users with access to sterile needles
*Use of sterile injecting equipment the last time they injected
Years since first injected
Number of times injected (last month)
Ever injected while in prison
Use of sterile needles (always sometimes never)
Used substitution therapy (last month)
Injecting drug users sharing in high equipment sharing situations
(last 6 months)
Current accommodation status (and type of accommodation)

X

X

X
X
X

X
X

X
X
X
X

X
X

X
X
X
X
X

Note: CD4 = type of white blood cell; GBL = gamma-Butyrolactone; GHB = gamma-hydroxybutyric acid; GP = General population; HIV = Human immunodeficiency virus; MSM = Men who
have sex with men; PWID = People who inject drugs; STI = Sexually transmitted infections.
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5.4 Recommended indicator lists by at-risk population
The importance of standardised indicators for STI/HIV-related risk behaviours cannot be overstated.
Standardisation allows comparability over time, nationally and internationally and between
population groups. International indicator sets (ECDC, Dublin Declaration, GAM etc.) rely upon data
being collected in a standardised manner.
The final indicator lists below incorporate the findings from the Delphi process, the feedback from
the Consensus-Building Workshop feedback and indicators required for international reporting.
Indicators are presented per population group and subdivided by indicator domain. In these tables,
the indicators required for international reporting are highlighted with an asterisk.
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5.4.1 Core indicators
Table 5.4.1: Recommended indicators (Core Indicators) for every population or at-risk group
Indicator Domains

Core Indicator

Partners

Identification of the type of partner at last intercourse (casual, stable, main,
paid)
*Number of sexual partners in the last 12 months

Condom and
Contraceptive Use

*Use of a condom at last sexual intercourse (in the last 12 months)

STI/HIV Testing

*Date of the last HIV test
*Having ever been tested for HIV
*HIV test in the last 12 months
*Result of the last HIV test (reported or measured)

Paid for Sex

*Having paid for sex in the last 12 months

Contextual/Background

*Age group
*Country of birth
*Current relationship status
Education level (highest level attained)
Employment status
*Ethnic origin
*Gender
Religious beliefs
*Sexual orientation
Social class/Socioeconomic status

Note: * indicates this indicator is needed for international reporting requirements.
HIV = Human Immunodeficiency Virus; STI = Sexually Transmitted Infections.
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5.4.2 General population
Table 5.4.2: Recommended indicators for the general population
Indicator Domain

Indicator

Sexual Experience

Age at first sexual intercourse/ experience

Partners

*Number of sexual partners in the last 12 months
Same sex partners (ever)(last year)
*Number of sexual partners lifetime
Concurrency (more than one sexual partner overlapping in time)
Number of casual partners in the last year
*Used condom during last intercourse

Condom and
Contraceptive Use

STI/HIV Testing

Paid for Sex

Knowledge and
Attitudes

Gender-Based
Violence
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*Used condom during last anal intercourse
*Used condom during most recent intercourse with casual partner
*Used condom during last intercourse with partner of unknown or discordant HIV
status
Consistent condom use with partners of unknown or discordant HIV status (or
Always/Sometimes/Never)
Used condom during last oral sex
Consistent condom use with casual partners
Typical contraceptive use
*Used condom during most recent paid intercourse
Recent STI (last 12 months)
Ever diagnosed with an STI
Voluntarily seeking HIV test
Male engagement with specified health services (Wellman, Gay Men’s Health
Service etc.)
*Paid for sex in the last 12 months
Paid for sex ever
Number of paid-for partners in the last year
*Sexual and reproductive health knowledge (being able to correctly identify ways of
preventing the sexual transmission of sexually transmitted infections (STIs) and HIV)
*Sexual and reproductive health knowledge (being able to reject major
misconceptions about transmission of STIs and HIV and reproductive health issues)
*Experience of intimate partner violence with current partner

Drug and Alcohol
Use

Sexual activity while under the influence of alcohol and/or psychoactive substances

Note: * indicates this indicator is needed for international reporting requirements.
HIV = Human Immunodeficiency Virus; STI = Sexually Transmitted Infections.
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5.4.3 Young people (15-24 years)
Table 5.4.3: Recommended indicators for young people (15-24 years)
Indicator Domain

Indicator

Sexual Experience
Partners

*Age at first intercourse
Concurrency (multiple sexual partnerships overlapping in time)
Number of partners lifetime
Number of young people who have ever received money or other form of exchange
for sex
*Paid for sex with a commercial sex worker in the last 12 months
*Used condom during last anal intercourse

Paid for Sex

Condom and
Contraceptive Use

STI/HIV Testing

Knowledge and
Attitudes
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Used condom during most recent paid intercourse
Consistent (100%) condom use with all partners (or Always/Sometimes/Never)
*Used condom during most recent intercourse with casual partner
*Used condom during last intercourse with partner of unknown or discordant HIV
status
Consistent condom use with casual partners (or Always/Sometimes/Never)
Consistent condom use with partners of unknown or discordant HIV status (or
Always/Sometimes/Never)
Used condom at first intercourse
Used condom during last oral sex
Contraceptive use typically
Young people who were ever diagnosed with an STI
Recent STI (last 12 months)
Young people who were ever treated for an STI
STI/HIV testing behavior
HPV vaccination rate
Use of sexual or reproductive health services
*Sexual and reproductive health knowledge (being able to correctly identify ways of
preventing the sexual transmission of sexually transmitted infections (STIs) and HIV)
*Sexual and reproductive health knowledge (being able to reject major
misconceptions about transmission of STIs and HIV and reproductive health issues)
Young people who have ‘positive’ attitudes toward key sexual and reproductive
health issues (attitudes to condoms/contraceptives/abstinence, gender role
stereotypes, perceived vulnerability)
Young people who are confident that they could refuse sex if they did not want it

Gender-Based
Violence

Young people who believe they could seek sexual and reproductive health
information and services if they needed them
Young people who are confident they could get their partner to use
contraceptives/condoms if they desired
Coercive or forced sex among young people
*Experience of intimate partner violence with current partner

Note: * indicates this indicator is needed for international reporting requirements.
HIV = Human Immunodeficiency Virus; STI = Sexually Transmitted Infections.
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5.4.4 Men who have Sex with Men (MSM)
Table 5.4.4: Recommended indicators for men who have sex with men
Indicator Domain

Indicator

Sexual Experience
Partners

*Age at first sexual intercourse
Men who have risky sex (unprotected sex) with both men and women
Number of anal sex partners in the last 6 months
Concurrency (multiple sexual partnerships overlapping in time)
*Used condom during last intercourse

Condom and
Contraceptive Use

STI/HIV Testing
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*Used condom during last anal intercourse
Used condom during most recent intercourse with casual partner
Used condom during last intercourse with partner of unknown or discordant
HIV status
Consistent condom use with casual partners (or Always/Sometimes/Never)
Unprotected anal intercourse with any partner in the last 12 months
Unprotected anal intercourse with casual partner in the last 12 months
Unprotected anal intercourse with partner of unknown HIV status in the last
12 months
Unprotected anal intercourse with partner of discordant HIV status in the last
12 months
Unprotected anal intercourse at last sexual encounter
Unprotected anal intercourse at last sexual encounter with a person of
unknown HIV status
Number of unprotected anal intercourse partners
Used condom during last oral sex
Consistent condom use with partners of unknown or discordant HIV status
Frequency of unprotected anal intercourse
Recent STI (last 12 months)
*Currently receiving treatment for HIV
Level of HIV viral load
*Current active syphilis infection
*People receiving pre-exposure prophylaxis
*Hepatitis B status
MSM receiving PEP (post-exposure prophylaxis)
*Result of last Hepatitis C test (reported or measured)
*Not attending HIV services because of stigma or discrimination
HIV testing behavior

Drug and Alcohol
Use
Paid for Sex
Gender-Based
Violence

Ever and date of last Hep C test?
Use of crystal methamphetamine, GHB/GBL, mephedrone, or ketamine
(Chemsex drugs) during a sexual encounter in the last 12 months
Having ever injected drugs
Have received payment for sex in the last 12 months
Have paid for sex with a commercial sex worker in the last 12 months
Experience of intimate partner violence with current partner

Note: * indicates this indicator is needed for international reporting requirements.
HIV = Human Immunodeficiency Virus; MSM = Men who have Sex with Men; STI = Sexually Transmitted
Infections.
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5.4.5 Sex workers
Table 5.4.5: Recommended indicators for sex workers
Indicator Domain

Indicator

Condom and
Contraceptive Use

*Used condom during last intercourse

STI/HIV Testing

Paid for Sex

Knowledge and
Attitudes

70 | P a g e

*Used condom during last anal intercourse
Used condom during last oral sex
Used condom during most recent intercourse with casual partner
*Used condom during most recent paid intercourse
Used condom during last intercourse with partner of unknown or discordant
HIV status
Consistent (100%) condom use with all partners (or
Always/Sometimes/Never)
Consistent condom use with casual partners (or Always/Sometimes/Never)
Consistent condom use with paid partner (or Always/Sometimes/Never)
Consistent condom use with partners of unknown or discordant HIV status (or
Always/Sometimes/Never)
Consistent condom use with a client during intercourse in the last month
Consistent condom use with a client during oral sex in the last month
Condom use with main partner
Recent sexually transmitted infection (last 12 months)
Ever tested for Hepatitis C
Date of last Hepatitis C test
*Result of the last Hepatitis C test (reported or measured)
Sex workers seeking voluntary HIV tests
*Active syphilis among sex workers
*Hepatitis B status
*Not attending HIV services because of stigma and discrimination
Use of targeted service delivery points for sex workers (e.g. Women’s Health
Project, Dublin)
*Have received payment (i.e financial or in-kind) for sex in the last 12 months
Length of time working as a sex worker
Frequency of sex work
*Sexual and reproductive health knowledge (being able to correctly identify
ways of preventing the sexual transmission of STIs and HIV)
*Sexual and reproductive health knowledge (being able to reject major
misconceptions about transmission of STIs and HIV and reproductive health issues)

Drug and
Substance Abuse
Gender-Based
Violence
Accommodation
Status

Injected drugs in the last six months
Experience of intimate partner violence with current partner
Experience of intimate partner violence with paid partner
Current accommodation status (and type of accommodation)

Note: * indicates this indicator is needed for international reporting requirements.
HIV = Human Immunodeficiency Virus; STI = Sexually Transmitted Infections.
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5.4.6 People Who Inject Drugs (PWID)
Table 5.4.6: Recommended indicators for people who inject drugs
Indicator Domain Indicator
Condom and
*Drug injectors using condoms during most recent sexual intercourse with a
Contraceptive Use casual partner
*Drug injectors using condoms during most recent sexual intercourse with a
main partner
*Drug injectors using condoms during most recent sexual intercourse with a
partner of unknown or discordant HIV status
*Drug injectors using condoms during most recent paid for sexual intercourse
Drug injectors using condoms the last time they sold sex (for money or benefitin-kind)
Safe Injecting
*Sharing equipment (needles, syringes, other injecting equipment) (last
Practices
month)
Equipment sharing at last injection
Number of sharing partners (last month)
*Consistent (100%) use of sterile needles or (Always/Sometimes/Never)
*Injecting drug users with access to sterile needles
*Use of sterile injecting equipment the last time they injected
Years since first injected
Number of times injected (last month)
Ever injected while in prison
Injecting drug users sharing in high equipment-sharing situations (last 6
months)
Substitution therapy in the last month
STI/HIV Testing
Ever tested for Hepatitis C
Date of last Hepatitis C test
*Result of the last Hepatitis C test (reported or measured)
Intravenous drug users seeking voluntary HIV tests
Currently receiving treatment for HIV
CD4 (CD4 positive T-lymphocyte) cell count (reported or measured)
Level of HIV viral load
*Hepatitis B status
Local availability of opioid substitution therapy
*Avoidance of HIV services because of stigma or discrimination
Paid for Sex
Have received payment (i.e. financial or otherwise) for sex in the last 12
months
Knowledge and
*Sexual and reproductive health knowledge (being able to correctly identify
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Attitudes

Gender-Based
Violence
Accommodation
Status

ways of preventing the sexual transmission of sexually transmitted infections
and HIV)
*Sexual and reproductive health knowledge (being able to reject major
misconceptions about transmission of sexually transmitted infections and HIV
and reproductive health issues)
Intimate partner violence with current partner
Current accommodation statues (and type of accommodation)

Note: * indicates this indicator is needed for international reporting requirements.
HIV = Human Immunodeficiency Virus; STI = Sexually Transmitted Infections.
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5.4.7 Prisoners
Table 5.4.7: Recommended indicators for prisoners
Indicator
Domain
Sexual
Experience
Partners
Condom and
Contraceptive
Use

STI/HIV Testing

Drug or
Substance
Abuse

Indicator
*Age at first sexual intercourse and/or being sexually active
Concurrency
Use of a condom during most recent intercourse with a casual partner

Use of a condom during most recent paid intercourse
Use of a condom during most recent paid intercourse with a partner of
unknown or discordant HIV status
Availability of condoms in prison
Recent sexually transmitted infection (last 12 months)
Having ever been tested for Hepatitis C
Date of last Hepatitis C test
Result of the last Hepatitis C test (reported or measured)
Hepatitis B status
Avoidance of HIV services because of stigma or discrimination
Ever injected while in prison

Use of sterile needles (Always/Sometimes/Never)
Used substitution therapy (last month)
Sharing injecting equipment (needles, syringes, other injecting equipment) (last
month)
Number of equipment-sharing partners
Injecting equipment sharing at last injection
Injecting drug users with access to sterile needles
*Use of sterile injecting equipment at last injection
Paid for Sex
Having received payment for sex in the last 12 months
Having ever paid for sex
Note: * indicates this indicator is needed for international reporting requirements.
HIV = Human Immunodeficiency Virus; STI = Sexually Transmitted Infections.
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5.4.8 Migrants
Table 5.4.8: Recommended indicators for migrants
Indicator Domain
Sexual
Experience
Partners
Condom and
Contraceptive
Use

Paid for Sex
STI/HIV Testing

Drug and Alcohol
Use

Gender-Based
Violence
Accommodation

Indicator
*Age at first sexual intercourse and/or being sexually active
Concurrency
Use of a condom during most recent intercourse with a casual partner

Use of a condom during most recent intercourse with a stable partner
Use of a condom during most recent paid intercourse
Use of a condom during most recent paid intercourse with a partner of
unknown or discordant HIV status
Having received payment (i.e. financial or in-kind) for sex in the last 12 months
Having ever paid for sex
Recent sexually transmitted infection (last 12 months)
Having ever been tested for Hepatitis C
Result of the last Hepatitis C test (reported or measured)
Hepatitis B status
Avoidance of HIV services because of stigma and discrimination
Having ever injected drugs
Sexual activity while under the influence of alcohol and or psychoactive
substances
*Experience of intimate partner violence (physical, sexual, emotional,
domestic) with current partner
Current accommodation status (and type of accommodation)

Note: * indicates this indicator is needed for international reporting requirements.
HIV = Human Immunodeficiency Virus; STI = Sexually Transmitted Infections.
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5.4.9 People Living with HIV (PLHIV)
Table 5.4.9: Recommended indicators for people living with HIV
Indicator
Domain
Sexual
Experience
Partners
Condom and
Contraceptive
Use

Paid for sex
STI/HIV testing

Stigma
Gender-Based
Violence

Indicator
*Age at first sexual intercourse and or being sexually active
Concurrency
Use of a condom during most recent intercourse with a casual partner

Use of a condom during most recent paid intercourse
Use of a condom during most recent paid intercourse with a partner of
unknown or discordant HIV status
Have received payment (i.e. financial or in-kind) for sex in the last 12 months
Recent sexually transmitted infection (last 12 months)
Having ever been tested for Hepatitis C
Date of last Hepatitis C test
Result of the Hepatitis C test (reported or measured)
Hepatitis B status
*CD4 cell count
Avoidance of HIV services because of stigma and discrimination
*Experience of intimate partner violence with current partner

Note: * indicates this indicator is needed for international reporting requirements.
CD4 = Type of white blood cell; HIV = Human Immunodeficiency Virus; STI = Sexually Transmitted Infections.
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5.4.10 Transgender people
Table 5.4.10: Recommended indicators for transgender people
Indicator Domain
Condom and
Contraceptive Use

STI/HIV Testing

Drug and Alcohol
Use
Gender-Based
Violence

Indicator
*Used condom during last intercourse
Used condom during last oral sex
Used condom during most recent intercourse with casual partner
Used condom during most recent intercourse with main partner
Used condom during most recent paid intercourse
Used condom during last intercourse with partner of unknown or discordant HIV status
Consistent condom use with casual partners (or Always/Sometimes/Never)
Consistent condom use with paid partner (or Always/Sometimes/Never)
Consistent condom use with partners of unknown or discordant HIV status (or
Always/Sometimes/Never)
Unprotected anal intercourse with any partner in the last 12 months
Unprotected anal intercourse with main partner in the last 12 months
Unprotected anal intercourse with casual partner in the last 12 months
Unprotected anal intercourse with partner of unknown HIV status in the last 12 months
Unprotected anal intercourse with partner of discordant HIV status in the last 12
months
Number of unprotected anal intercourse partners
Unprotected anal intercourse at last sexual encounter
Unprotected anal intercourse at last sexual encounter with a person of unknown HIV
status
Frequency of unprotected anal intercourse
Recent sexually transmitted infection (last 12 months)
Result of the last Hepatitis C test (reported or measured)
Hepatitis B status
*Avoidance of STI/HIV services because of stigma and discrimination
Ever and date of last Hepatitis C test
Having ever injected drugs
Sexual activity while under the influence of alcohol and or psychoactive substances
*Experience of intimate partner violence (physical, sexual, emotional, domestic) with
current partner

Note: * indicates this indicator is needed for international reporting requirements.
HIV = Human Immunodeficiency Virus; STI = Sexually Transmitted Infections.
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5.4.11 Homeless People
Table 5.4.11: Recommended indicators for homeless people
Indicator Domain
Sexual Experience
Condom and
Contraceptive Use

Paid for Sex
STI/HIV Testing

Drug and
Substance Abuse
Gender-Based
Violence
Accommodation

Indicator
Age at first sexual intercourse and/or being sexually active
Used condom during last intercourse
Used condom during last anal intercourse
Used condom during most recent intercourse with casual partner
Used condom during most recent paid intercourse
Used condom during last intercourse with partner of unknown or discordant
HIV status
Consistent (100%) condom use with all partners (or Always/Sometimes/Never)
Consistent condom use with casual partners (or Always/Sometimes/Never)
Consistent condom use with main partner (or Always/Sometimes/Never)
Consistent condom use with paid partner (or Always/Sometimes/Never)
Consistent condom use with partners of unknown or discordant HIV status (or
Always/Sometimes/Never)
Used condom during last oral sex
Have received payment (i.e. financial or in-kind) for sex in the last 12 months
Having ever paid for sex
Recent sexually transmitted infection (last 12 months)
Date of last Hepatitis C test
Result of last Hepatitis C test (reported or measured)
Hepatitis B status
Having ever been tested for Hep C
Avoidance of STI/HIV services because of stigma or discrimination
Have injected drugs in the last 6 months
Experience of intimate partner violence with current partner
Current accommodation status (and type of accommodation)

Note: * indicates this indicator is needed for international reporting requirements.
HIV = Human Immunodeficiency Virus; STI = Sexually Transmitted Infections.
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Chapter 6: Results of WP3: Acceptability Study of Agreed STI and HIV
Behavioural Indicators
Using the indicators that had achieved consensus for the general population and young people
population groups, cognitive interviews were conducted with a sample of participants in order to
assess their acceptability. Embedded within a wider sexual health questionnaire (see Appendix 10
for a copy of the complete survey), the findings reported here will be restricted to the verbal
probing of indicator items that achieved consensus under the following indicator domains, namely:
Sexual Experiences; Partners; Condoms and Contraceptive Use; STI and HIV testing; Paid for Sex;
Knowledge and Attitudes; Gender-Based Violence; and Drug and Alcohol Use. For clarity, a
summary of the acceptability of each indicator is presented alongside the indicator/survey
question, response options (where applicable), selection of verbal probes and illustrative quotes.

6.1 Participant demographics
A total of 20 participants took part in the cognitive interviews, comprising nine females and 11
males ranging in age from 19 to 38 years, with 22 years being the average age across the sample.
The female participants identified as heterosexual (7/9) and bisexual (2/9), while eight male
participants indicated that they were heterosexual and a further three identified as homosexual.
At the time of the study, four female participants were single, one was married and four gave
their marital status as other (one steady relationship; one exclusive relationship; one dating; one
in a relationship). Among the male participants, five were single, two were cohabiting and four
gave their marital status as other (one engaged; two in a steady relationship; one in a
relationship). The sample included a mixture of university students (15), employed (4) and
unemployed individuals (1).

6.2 Sexual and relationship history of participants
Average age at first vaginal intercourse was higher for females (17.4 years) than males (16.8), as
was the age at having first given oral sex, at 17.6 years for females and 16.8 years for males.
Average age at first anal sex was 20.7 years for women (3/9) and 22.1 years for males (7/11);
among homosexual males it was 19 years (3/11). Almost half (4/9) of the female participants and a
smaller proportion of the males (4/11) reported previous concurrent sexual partners.
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A similar number of females (3/9) and males (3/11) reported condom use on most recent sexual
intercourse. The average number of partners in the last year for each group was 2.9 (range 1-7) for
females and 1.8 (range 1-5) for males. The number of lifetime partners was also higher for women
at 8 (range 1-22) compared to 6.6 (Range 1-25) for males.

6.3 Results for Indicator Domains
6.3.1 Indicator Domain: Sexual Experience
Indicator Domain: Sexual Experience
Survey Indicator
Response Options

Probes

Have you had vaginal
sexual intercourse?

Is it difficult to answer this
question?

Yes
No
If yes, what age were you when this first
happened?

Could you restate this question
in your own words?

Response to Probes
Respondents found this very easy to answer and it was well accepted. There were no issues with comprehension
or recall.
Indicator Domain: Sexual Experience
Survey Indicator
Have you given someone/received oral sex, that is, put your mouth on
your partner’s genital area?

Response Options
Yes
No

Probes

Response to Probes

If yes, what age were you when
this first happened?
Participant Quotes

We asked you what age
you were when this first
happened; was it hard to
remember this?

Participants found these questions slightly
more difficult to answer.

‘[I] guessed it was the same as
when I started having sex.’

Comprehension of the question was good but
guessing was involved in the recall for some

‘educated guess’

What do you understand
by the term ‘partner’
here?
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‘difficult to remember if it was
the same time as I first had sex’

How easy or difficult did
you find this question to
answer?
Why do you say that?
Did you guess?

Indicator Domain: Sexual Experience
Survey Indicator
Response Options
Have you had anal sex?

Yes
No
If yes, what age were you when this first
happened?

Probes
Is it difficult to answer this
question?
Could you restate this question
in your own words?

Response to Probes
This again was well accepted. Two participants reported that they were less comfortable answering this
compared to the other questions; one female felt it was unnecessary. Comprehension and recall were fine.
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6.3.2 Indicator Domain: Partners
Indicator Domain: Partners
Survey Indicator

Response Option

How many sexual partners have you had in the last 12 months?

Number of sexual partners

Probes

Response to Probes

Participant Quotes

How easy or difficult did
you find this question to
answer?

The majority of respondents reported that
this was an easy question to answer, with
little difficulty in calculating an answer.

Two respondents said it ‘took
some thinking’ to determine
their answer

Why do you say that?

The definition of sexual partners for these
questions differed between respondents
(including vaginal intercourse alone or also oral,
and some even included partners whom they
had kissed as sexual partners). The majority of
participants included vaginal, anal and oral sexual
partners in their answer to this question.

‘I found it difficult to distinguish
between just oral sex and actual
vaginal intercourse.’

How did you remember
that?
Did you guess?

Indicator Domain: Partners
Survey Indicator

Response Option

How many sexual partners have you had in your lifetime?

Number of sexual partners

Probes

Response to Probes

Participant Quotes

How easy or difficult was
this question to answer?

Only half of respondents found this easy to
answer.

‘[I had to] … think for a minute.’

How well do you
remember this?

Unlike in the previous question, here
participants included only vaginal or anal
sexual intercourse partners in their answer,
with just one participant reporting including
oral sex partners in their calculation.

Did you guess?
What do you understand
by the term ‘sexual
partners’?
Which partners did you
include in your answer?
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‘[I] guessed, don’t know how
accurate it is.’

Indicator Domain: Partners
Survey Indicator

Response Options

Did any of these overlap in time (concurrency)?

Yes
No

Probes

Response to Probes

Participant Quotes

What do you understand
by the term
concurrency?

The question on concurrency was
comprehended in a variety of ways by
participants.

‘Sleeping with two people at the
same time — not like a three
way.’

Several respondents understood concurrency
as ‘cheating’. When probed, one respondent
stated that they would not have classed their
experience as concurrency if the two partners
knew of each other’s existence. Some
participants understood it as having multiple
partners within the same time period, even if
each of those partners was a once-off.

‘When you broke up with your
boyfriend and then had another
sexual partner and then you had
sex with your boyfriend again.’

There were also comprehension discrepancies
with regard to the time period which counted
as concurrency. Approximately half of
respondents would count it as concurrency if
there was a one-week gap between two
sexual partners, while the other half of
respondents would not.

‘Having sex with different
people within the same time
period.’

Could you restate this
question in your own
words?
How well do you
remember that?

‘Having two people that were
friends with benefits, that I had
sex with them like without
telling the other.’

‘If you have one sexual partner
and then the next day you had
another one.’
‘Sleeping with one person on
more than one occasion and at
the same time doing that with
someone else.’
‘Within a week or two [of each
other].’
‘Having two partners in the
space of a day.’
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Indicator Domain: Partners
Survey Indicator
Which best describes the type of partner you last had sexual
intercourse with?

Response Options
Main
Casual
Stable
Paid

Probes

Response to Probes

Participant Quotes

What is your
understanding of
each of the answer
options?

Respondents defined casual partners as
those which were not in the context of a
relationship.

Examples of casual partners:

Would you restate
them in your own
words?
What do you
understand by
‘sexual intercourse’
in this question?

Stable partners were most commonly
described as those people who were in
an exclusive relationship.
Some participants were unsure of the
difference between the title of stable or
main.
Although there was confusion for some
participants between stable and main
partners, others reported that they were
glad of the distinction between these.
The majority of participants defined a
main partner as someone just below the
status of a relationship.
The majority of respondents categorised
partner titles in descending order from
most serious monogamous as Stable,
Main and then Casual.
The inclusion of ‘main’ partner category
was welcomed by participants,
particularly males both homosexual and
heterosexual, who reported more sexual
partners.
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‘friends with benefits’/’a fling’/’not
exclusive’/’an on/off thing’/’one-night
stand’
Examples of stable partners:
‘boyfriend/girlfriend/husband/wife/
something like that’
‘not seeing anyone else’/‘steady and
ongoing’
‘Stable and main are kind of similar, longterm.’
‘I wasn’t certain. Stable I’d describe that as
exclusive as opposed to main — I wouldn’t
describe that as exclusive.’
‘[Stable is] somewhere between casual and
main.’
‘…seeing every week but don’t have a
committed relationship’
Examples of main partner:
‘Not necessarily a relationship’/‘Not quite a
relationship’/‘You may not be in an actual
relationship with them but compared to
others you are with them more.’/‘If you’ve
got a few partners at once … main would
be the one you spend the most time
with.’/‘Boyfriend or husband’/‘Current

partner’
Note: International behavioural indicators use several categories of sexual partner including Casual, Stable,
Main and Paid. As reported later, this inconsistency in the use of response categories for partner types can
cause difficulties for participants’ interpretation. Respondents had differing views as to what each category
of partner represented.

6.3.3 Indicator Domain: Condoms and Contraceptives
Indicator Domain: Condoms and Contraceptives
Survey Indicator
Response Options
Did you use a condom the last
time you had sexual/anal
intercourse?

Yes
No
Not applicable

Probes
How would you define ‘sexual intercourse’
for the purpose of this question?
How did you feel about answering this
question?
What do you understand by ‘use a condom’
in this scenario?

Response to Probes
These questions were well understood and accepted by respondents. In answering the sexual intercourse
question, participants were referring to either vaginal sex or anal sex only. None included oral sex here.

Indicator Domain: Condoms and Contraceptives
Survey Indicators
Response Options

Probes

Did you use a condom:

Yes

How difficult was this question to answer?

No

What do you understand by the term
‘unknown or discordant HIV status’?

-

-

in your most recent
intercourse with your
casual partner?
with a partner of unknown
or discordant HIV status?
in your most recent paidfor sex?

Not applicable

Would other people your age understand
what the question was asking?

Response to Probes
Again questions were found to be acceptable to respondents and well understood, with the exception of
discordant HIV status. For definitions of how participants defined casual and main partners, see above.
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Indicator Domain: Condoms and Contraceptives
Survey Indicator

Response Options

Did you use a condom the last time you engaged in oral intercourse?

Yes
No
Not applicable

Probes
How easy or difficult was it
to answer this question?

Response to Probes

This question was well understood and
acceptable to answer; however, a number
of respondents reported being unaware
Why do you say that?
that you should or could use condoms for
What do you understand by oral intercourse.
‘use a condom’ in this
scenario?
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Participant Quotes
‘That one was easy.’
‘I didn’t know you were meant
to use condoms for that.’

Indicator Domain: Condoms and Contraceptives
Survey Indicators

Response Options

Do you consistently use condoms with your

Yes

-

casual partners?
main partner?

No
Not applicable

Probes

Response to Probes

How would you define
casual partner?

These questions posed some difficulties for
‘There were gaps.’
respondents. Some participants said that their
‘100% of the time, every time
comprehension of the term concurrency
from start to finish.’
(from an earlier indicator) made it difficult to
estimate the percentage of time that
consistent use entailed and also the sexual
acts to be included in the calculation.

What would you
describe as consistent
condom use? (consistent
through time or acts)
How easy or difficult did
you find this question to
answer?
How did you define
consistent condom use
for this question?
What sexual acts are you
including in your
answer?

Participant Quotes

Approximately half of respondents felt that
consistent use meant 100% of the time.
However, they had issues when trying to
calculate whether their own condom use was
consistent or not. Other respondents were
unsure as to which sexual activity to include.
The majority included only vaginal or anal
intercourse in their calculations.

How would you state this
question in your own
words?
Note on Partner Types:
There were only two types of partner specified, ‘Casual’ or ‘Main’. Interpretation of these response options
varied slightly from previous interpretation. Interpretations of what constituted a ‘main’ partner in this
question were also more broad than those reported earlier.
Casual partners were defined as:
‘a one-night stand’/‘every now and again’/‘You have sex with but not with the intention of a relationship or
anything more serious’/‘You don’t know, you just hook up with there and then’
Main partners were defined as:
Partners with whom you don’t have a relationship but ‘sleep with regularly’ up to ‘a partner or spouse’.
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Indicator Domain: Condoms and Contraceptives
Survey Indicators
Response Options
On the most recent occasion you
had sex with this partner (most
recent sexual partner), did you
have: vaginal, anal or oral sex?

Yes
No
Not Applicable

Probes
How did you feel about answering this
question?
What do you understand by ‘use a condom’
in this scenario?

Did you use a condom the last
time you had anal intercourse?
Response to Probes
These questions were well understood and acceptable; however, some respondents found them ‘irrelevant’
or not applicable to them.
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6.3.4 Indicator Domain: STI/HIV Testing
Indicator Domain: STI/HIV Testing
Survey Indicators

Response Options

Have you been diagnosed with an STI in the last 12 months?

Yes

Have you ever been diagnosed with an STI?

No

Did you receive treatment for it/them?

If Yes, which STIs?

Have you ever tested for HIV? If yes, then why?
Have you been tested for chlamydia in the last 12 months?
Probes

Response to Probes

Participant Quotes

How easy or difficult did
you find this question to
answer?

These questions were again well understood
and well accepted.

‘I think it [test for chlamydia]
would be a blood test but you’d
be definitely going to a clinic;
you wouldn’t be doing it at
home.’

How do you feel about
answering this question?
How sure of your answer
are you?
How easy or difficult did
you find this question to
answer?
What do you understand
by chlamydia?
What is the process of
testing for chlamydia?
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For the HIV question, one respondent
subsequently (during probing) realised they
had been tested for HIV whilst donating blood
but they had answered no in the survey
Respondents were also probed on their
knowledge of chlamydia and the process of
testing for chlamydia.
The majority of those asked reported it was a
swab and blood test; two said it involved a
urine test

6.3.5 Indicator Domain: Paid for Sex
Indicator Domain: Paid for Sex
Survey Indicator
Have you ever received money, favours or gifts in exchange for sex?
(Favours or gifts include: small things such as lifts, food or clothing, to
larger gifts such as payment of college fees, housing or money)?

Response Options
Yes
No
If yes, when was this?

Probes

Response to Probes

Participant Quotes

How easy or difficult was
it to answer this
question?

Respondents struggled to answer this
question; many of the difficulties came from
the examples included in the question
wording and their interpretation of what
these entailed.

‘I found it difficult because it’s
not always easy to classify if
something is in exchange for sex
or not.’

What do you think the
term ‘sex’ means here?

‘If I take someone on the date,
and pay for it with the
expectation of what might
happen later in the night, is that
me paying for sex?”
‘I didn’t know who it included,
like if someone took you on a
date, they paid for it and then
you didn’t really speak to them
again.’
‘It was a strange question, so
there’s large favours …
obviously big things like
somebody paying for ... your
house, but then there’s small
favours like lifts, food, clothes,
so could you consider dating as
giving somebody a gift?’
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6.3.6 Indicator Domain: Knowledge and Attitudes
Indicator Domain: Knowledge and Attitudes
Survey Indicators
Response Options
Have you ever heard of an STI
called chlamydia?
Can you tell me whether you think
the following statements about
chlamydia are true or false?
Do you think the following
statements about HIV and AIDS
are true or false?

Do you think the following
statements about HIV are true or
false?

Yes
No
Chlamydia does not always cause symptoms;
Chlamydia is easily treated with antibiotics;
Chlamydia has no serious side-effects;
Chlamydia can cause infertility if untreated;
Chlamydia only affects men

Probes
How easy or difficult
did you find this
question to answer?
Why do you say that?

A person can be infected with HIV for years
without getting AIDS; Withdrawing the penis
before a man climaxes or ejaculates prevents
his partner from getting HIV during sex
Having sex with one faithful, uninfected
partner reduces the risk of HIV transmission;
Using a condom reduces the risk of HIV
transmission; A healthy-looking person can
have HIV; A person can get HIV by sharing a
meal, for example lunch or dinner, with
someone who is infected

Response to Probes
These questions were well answered by the participants, and although many stated that they were unsure of
their answers, the lowest score among the male participants was 8/11 correct answers and among the
female participants was 8/9 correct answers.
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Indicator Domain: Knowledge and Attitudes
Survey Indicators

Response Options

How long after sexual intercourse do you think the ‘morning after pill’ or
‘emergency contraceptive pill’ can be effectively used?

Up to 12 hours after sexual
intercourse; Up to 24 hours; Up
to 72 hours; Up to 5 days; Over
5 days; Don’t know

How long is the egg (ovum) viable for fertilisation?

2-4 hours; 0.5-1 day; 2 days; 3
days; 4 days; 5 days; Don’t know

How long does sperm usually survive in the uterus/fallopian tubes?

At what time of the month do you think a woman is most likely to become
pregnant?

What is the probability (likelihood) that a 25-year-old woman will become
pregnant if she has unprotected sexual intercourse with a young man
during ovulation?

2-4 hours; 0.5-1 day; 1-2 days;
2-3 days; 3-4 days; 4-5 days;
Don’t know
Is it during her period; Just
before her period; Just after her
period; About half-way between
periods; Anytime during the
cycle; Don’t know
0-10%; 20-30%; 30-40%;
40-50%; 50-60%; 60-80%;
80-100%.

Probes

Response to Probes

Participant Quotes

How easy or difficult did
you find this question to
answer?

The majority of respondents reported some
difficulty with answering the above set of
questions with many having to guess the
answer.

‘I had to go back to Leaving Cert
Biology; I thought I knew the
answer.’

Why do you say that?

Interestingly, self-reported difficulty was not
associated with them getting the question
correct.
Several respondents reported finding the
questions easy and stating they ‘definitely
knew that answer’ yet still answered
incorrectly.
Several respondents reported having learned
the information at some point and yet could
not remember correctly now.
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‘I did a (medical training) course
last week where these were
questions in it and I couldn’t
remember the answer.’

Indicator Domain: Knowledge and Attitudes
Survey Indicators
Response Options

Probes

Can pregnant women be infected
with HIV?

How easy or difficult did you find this
question to answer?

Can an infected mother transmit
the infection to her child?

Yes
No
Don’t know

Why do you say that?

Response to Probes
Participants struggled with the above two questions, with the majority being answered incorrectly; this may
in part be due to the fact that none of the respondents had any children.
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6.3.7 Indicator Domain: Gender-Based Violence
Indicator Domain: Gender-Based Violence
Survey Indicator
Since the age of 13 has anyone tried to make you have sex with them against
your will?

Response Options
Yes
No
Don’t Know

Probes

Response to Probes

Participant Quotes

How did you find
answering this question?

Two male and one female participant reported
having experience of someone trying to make
them have sex against their will. One male
participant who responded ‘Don’t know’ to this
question said in the cognitive interview that this
related to an evening where he was given drugs
and has no memory of what occurred but felt
physically like he had been assaulted.

‘It was a bit confusing —
somebody very forcefully
trying to do that or
somebody forcefully trying
to goad you into having
sex with them.’

What did you think ‘sex’
means in this question?

The majority of respondents found this question
relatively easy to answer. Two stated that they felt
others may find it uncomfortable, particularly if
they had an experience of it. One female
respondent was unsure what exactly counted as
‘tried to make you have sex’. She answered ‘No’ to
the question as she interpreted it as someone
physically forcefully trying to make her have sex;
however, if it included forceful coercion she would
have responded yes, and several times.
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Indicator Domain: Gender-Based Violence
Survey Indicators
And since the age of 13, has anyone actually made you have sex with
them against your will?

Response Options
Yes
No
Don’t know

Probes

Response to Probes

Participant Quotes

How do you feel about
answering this question?

The one male participant who responded
‘Don’t know’ to the previous question
responded similarly to this one. One female
participant disclosed that she had
experienced rape (from someone she was
previously in a relationship with) and that she
had never spoken to anyone about it.

Three said they found it very
personal and while they
‘personally felt fine about it’,
they could also imagine ‘it
wouldn’t be appropriate to ask
everyone’.

Three male respondents reported ‘Yes’ or
‘Maybe’ to having experienced forced sex; all
had spoken to someone about their
experience though none had reported it to
the Garda Síochána.
The majority of respondents found little
difficulty in answering this question, and even
participants who reported an experience of
sexual violence said that they felt fine
answering these questions.
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Or ‘if it has happened to
someone, then they would
probably feel very
uncomfortable if that was
asked’.

Indicator Domain: Gender-Based Violence
Survey Indicator

Response Options

Have you ever experienced intimate partner violence (physical, sexual,
emotional, domestic) with a partner?

Yes/No

Probes

Response to Probes

Participant Quotes

What did you
understand by the term
‘intimate partner
violence’?

Two respondents (1 male and 1 female)
reported experiences of intimate partner
violence in the past, but not with their current
partner.

How would you define a
‘partner’ in this context?

If yes when was this?

‘Didn’t really understand it very
well; I don’t know what you
mean when you use the words
violence ... is it just in a very
aggressive damaging way? I
Respondents noted two issues with answering
don’t think violence must mean
this question. The first was, as before, that
necessarily in an abusive way.’
they were worried that anyone who
experiences intimate partner violence might
‘Hard to know what intimate
find these questions difficult to answer.
partner violence is … is annoying
someone but not intending on
The second issue was surrounding their
hurting someone intimate
understanding of the definition of intimate
partner violence?’
partner violence.
‘Is it just beating someone or
Male respondents in particular voiced
something like that?’
concerns around this.
‘Making somebody feel bad for
going out with their friends or
making somebody feel bad for
not choosing them over them —
that’s a type of abuse.’
‘It’s quite an open question … so
there’s physical violence which
everybody’s kind of aware of,
then there’s sexual, which again
people are aware of, but then
there’s emotional or domestic
which are more the hidden types
of violence; there’s little things
that can be considered
emotional abuse or domestic
abuse but that’s somebody
interpreting the question.’
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6.3.8 Indicator Domain: Drug and Alcohol Use
Indicator Domain: Drug and Alcohol Use
Survey Indicators
Response Options
Have you injected (self-injected)
drugs (apart from prescribed
drugs) in the last year?
When was the first time you
injected yourself with nonprescribed drugs or other
substances?
Have you used any of the
following during a sexual
encounter in the last 12 months?
Have you engaged in sexual
activity in the last 12 months
under the influence of
psychoactive substances/alcohol
and psychoactive substances at
the same time?
Response to Probes

Probes

Yes
No
In the last 7 days/7 days to 4
weesk/4 weeks to 1 year/ between 1
year and 5 years ago/ longer than 5
years ago
Crystal methamphetamine/
GHB/GBL/ Mephedrone/ Ketamine
Yes
No

What do you understand by
‘sexual encounter’?
Did you understand the answer
options?
How did you feel about
answering this question?
What do you understand by the
term ‘psychoactive substances’?

These questions were well understood and well accepted by all participants although some felt they were
irrelevant to them as they did not use drugs.

6.4 Conclusion from the cognitive interviews
In conclusion, the findings from this cognitive interview study suggest a high level of acceptability of
the consensus-agreed STI and HIV behavioural indicators. Some interesting comments and
viewpoints arose around interpretation of several terms, which will be discussed in the context of
the wider study in the next chapter.
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Chapter 7: Discussion and Conclusion
The main aim of this project was to begin the process of developing Ireland’s first SGSS. This was
done using practical guidelines from the WHO/UNAIDS who detail specific steps on how to achieve
this.29 Through three distinct but inter-related WPs, the first two steps in this journey have been
completed. WP1 delivered an assessment of the current (and historical) biological and behavioural
surveillance of STIs and HIV in Ireland while also outlining key strengths and gaps in these activities.
WP2 engaged key stakeholders in a consensus-building process of agreeing STI and HIV behavioural
indicators across a number of key general and at-risk populations, while simultaneously highlighting
the importance, feasibility and value of embedding (or augmenting) behavioural surveillance
activities within current services. Finally, WP3 provided vital evidence for the acceptability of using
these indicators in a sexual health/behaviour survey with members from the general population,
while also furnishing some valuable insight into the varying interpretations people have for a range
of commonly used terms. This chapter will now discuss the key findings in more detail.

7.1 Towards developing a national second generation surveillance plan
Second generation surveillance (SGS) allows us to track and describe changes in sexual health
behaviours of the population over time.71 SGS for STIs and HIV gathers data on risk behaviours and
correlates these to changes in the levels of the STIs and HIV epidemic over time. 71 SGS systems
involve STI and HIV case reporting, STI and HIV surveillance and behavioural surveillance to monitor
these trends in risk behaviours.71 These different components are required to a different degree
depending on the level of epidemic a country is facing.71 For countries with concentrated HIV
epidemics, like Ireland, routine behavioural surveillance is recommended for high-risk groups, with
particular attention to any behavioural links to the general population. 71 In concentrated epidemics,
the presence of sub-populations taking part in high-risk behaviours is an indicator of epidemic
potential in a given area, particularly where prevalence data is sparse or unavailable.71 The WHO
recommends that surveillance systems should:




Capture the minimum dataset required for useful surveillance and an evidence-based approach
to public health
Gather data of a consistently appropriate quality, i.e. using standardised methodologies for data
collection; standardised case definitions; appropriate and timely data analysis and feedback
Provide information for action at the local, intermediate and national levels
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Ensure that participation at the local level is as simple as possible and aligns with routine
practice as much as possible, minimising workload.71

7.2 Comprehensive biological surveillance of STIs and HIV
The review of surveillance in Ireland identified that Ireland has a comprehensive biological
surveillance system, which is well managed by HPSC and Departments of Public Health. There are
standardised case definitions for STIs and HIV and a legal framework with mandatory reporting of
notifiable diseases, including ten STIs and HIV. Data collection and reporting is simplified through
CIDR, the national computerised infectious disease reporting system. There is a core data set
collected in CIDR which has been developed in conjunction with stakeholders across the country.
Additionally, efforts have been made to ensure that upcoming STI clinic management systems are
compatible with CIDR reporting. The methods of reporting are clear and concise. The NVRL confirms
all HIV diagnoses and notifies all new HIV diagnoses to CIDR. This is a distinct advantage to the Irish
system as in other countries there are multiple laboratories fulfilling this role. 71 HPSC is also
responsible for data collections, analysis and dissemination, and national reports are generated
biannually and annually (some analysis by HSE region is also produced).
Active biological surveillance in Ireland takes place only in response to unusual trends or increases
in STI/HIV infections detected by clinical staff or during routine surveillance by Departments of
Public Health or by HPSC. This has been quite successful and, for example, an increase in recently
acquired HIV among PWID in 2014 to 2015 sparked an outbreak investigation in Dublin. The
outbreak occurred among generally homeless chaotic polydrug users and was associated with the
injection of the synthetic cathinone, snow blow. Targeted prevention and control efforts were
deployed and the outbreak was declared over in February 2016.2 The outbreak resulted in
increased testing among PWID and improved surveillance in this risk group.

7.3 Gaps in behavioural surveillance of STIs and HIV
Biological surveillance alone does not allow us to determine STI/HIV-related risk and protective
behaviours.48 While several studies of sexual health behaviours have been conducted in Ireland
(e.g. ISSHR 200612 and MISI 201558), Ireland does not have a functional behavioural surveillance
system. Sexual health behavioural surveys of the general population have taken place in 2002,
2003, 2004/5, 2007, 2010, 2015, 2016, 2017; however, the indicator areas for which data was
collected have varied throughout. More recent studies such as the Healthy Ireland surveys have
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included small sets of sexual health questions embedded within a general health population
survey,54,107 which has provided some much-needed updates to some of the ISSHR data previously
reported, albeit not in a standardised way (i.e. different indicators are used in each survey).
Nonetheless, it is evident that there are measurable changes in Irish sexual behaviours over time,
including STI and HIV testing and condom use, validating the need for a systematic sexual health
and sexual behaviour data collection plan that supports and informs the development of a
comprehensive surveillance system that can monitor these trends over time.

7.4 Availability of prevalence data for STIs and HIV
Antenatal HIV testing can provide a good overview of prevalence rates in women of childbearing
age in Ireland.104 In 2015, the HIV prevalence was determined to be 0.13% among this group. 2 A
pilot study investigating voluntary testing in an emergency department in a Dublin Hospital put HIV,
Hep B and Hep C prevalence at 1.09%, 0.49 and 5.05 % respectively.105 There is a clear geographical
variation in HIV prevalence rates in Ireland already identified and it is possible that this variance in
prevalence is accounted for by the inner-city location and increasing prevalence of risky behaviours
in these areas (e.g. intravenous drug use). However, it is also evident that the HIV prevalence rate is
not constant throughout the country and warrants further routine investigations to assess the true
levels.
In the UK, guidelines recommend considering the introduction of universal HIV testing where
diagnosed prevalence (calculated through all men and women registered in general practice and all
general medical admissions) is higher than 2/1000, although this should be thoroughly evaluated
for acceptability and feasibility.125 HIV testing should also be routinely offered and recommended:
all patients presenting for healthcare where HIV, including primary HIV infection, enters the
differential diagnosis; all patients diagnosed with an STI; all sexual partners of men and women
known to be HIV positive; all men who have disclosed sexual contact with other men; all female
sexual contacts of men who have sex with men; all patients reporting a history of injecting drug use;
all men and women known to be from a country of high HIV prevalence (>1%); and all men and
women who report sexual contact abroad or in the UK with individuals from countries of high HIV
prevalence.125 Ireland undertakes testing for HIV, HBV and HCV most commonly on a risk-based
testing system. While STI clinics routinely test all attendees for HBV and HIV, this is on an opt-out
basis. Blood donations are routinely tested for HIV, HCV, HBV and syphilis, and these clinics also
provide prevalence data. HCV testing is routinely conducted only for PWID on each visit, and for
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MSM on their first visit and annually thereafter, or more frequently if risk is reported. Universal
screening for HIV is performed on an opt-out basis in antenatal care.

7.5 Limitations of testing data for STIs and HIV
A critical component of a national surveillance system is to be representative of the populations it
covers. There is no routine data collection on numbers of STI tests performed among any
populations in Ireland annually. Ireland asks about STI testing in its national general population
surveys53,107 and among MSM.58 However, as mentioned, the question is phrased in different ways
and does not ask about the country in which the STI tests are carried out. This limits the validity of
utilising this data as a proxy for national testing coverage. It is therefore difficult to predict what
proportion of the population has been tested in any given year.
Young people carry a significant proportion of the burden of STIs. For example, in the UK in 2010,
the Natsal-3 survey identified 54.2% of women aged 16-24 years and 34.6% of men aged 16-24
years had tested for chlamydia in the previous year.55 This compares to just 13% of 17-24-year-olds
having had an STI test in 2016 in Ireland.53 According to Healthy Ireland, 2016, 71% of those aged
17-24 years are sexually active.53 As part of the Natsal 3 survey, urine testing for chlamydia was
performed on a subgroup of respondents.126 The positivity rates for chlamydia among 16-24-yearolds were 3.1% in females and 2.3% in males.126 HPSC reports for 201653 identify 3,362 chlamydia
infections among 15-24-year-olds (increased to 3,730 in 2017), giving a possible 5,321 missed
infections if the chlamydia prevalence here matches that of the UK. In 2010, a pilot costeffectiveness study for chlamydia screening in Ireland identified a positive rate of 4.8% among
18-29-year-olds.103
Out of 30 countries surveyed for the ECDC STI surveillance mapping exercise, Ireland is one of only
two who do not routinely collect STI testing data.48 Relatively high levels of testing among subpopulations are essential given the lack of an integrated screening programme in Ireland. It is
important to identify and monitor the patterns, types and locations of testing to understand how
representative our biological surveillance data is. For those sub-groups deemed to be most at-risk
of STI and HIV infection, it is essential that they have equal access to services and are adequately
represented by the current system. At present, it is impossible to determine this. Ireland does
collect data from laboratories on HIV tests performed annually. However, laboratories submit
results for HIV tests they have undertaken, and so the total is the number of tests and not the
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number of individuals;1 therefore, it may overestimate the numbers of people who have had a HIV
test, as some individuals may have had more than one in the reporting period. Barriers to the
establishment and maintenance of an SGS system cited by several countries in the ECDC technical
report included the lack of resources in terms of money and trained personnel. 48

7.6 The value of using standardised indicators
The consensus-agreed indicators are a valuable contribution to the generation of a comprehensive
surveillance system in Ireland, enhanced by the insightful findings from the cognitive interviews in
WP3. There is great diversity among existing indicator sets for behavioural surveillance, particularly
with regard to the indicators included, the definitions used, the precise wording, age groups and
periods of reference.48 In Ireland, this could be seen among both the individual indicators asked
among population surveys and also in the indicator areas. One indicator domain, ‘Gender-Based
Violence’, which is recommended as an important element of STI/HIV prevention, 48 has not been
asked within the context of STI/HIV risk in any behavioural surveillance survey in Ireland to date.
Several studies highlight associations between experiencing sexual violence and increased risk
factors for STI and HIV acquisition.127
Developing transverse indicators (to be used in all populations) and indicators which are common
to many countries would allow for enhanced comparability of data between populations and across
borders.48 This research sought to achieve consensus on a set of behavioural indicators relevant to
the surveillance of STIs and HIV in Ireland, and to foster a greater sense of engagement and
commitment to surveillance of STIs with key stakeholders. The respondents in the Delphi study
showed good geographical representation across Ireland. They came from a wide variety of sexual
health settings, including clinical services, NGOs, community groups and academia. The E-Delphi
was an efficient tool to engage so many stakeholders in achieving consensus on such a large
number of initial indicators.

7.7 Recent changes to behavioural indicators
Since the initiation of this project, ECDC has proposed an updated set of core indicators and a set of
secondary population-specific indicators for behavioural surveillance of STIs and HIV.33 The final set
of indicators agreed in this work comprises those required for international reporting in addition to
indicators which were recommended by stakeholders as relevant to STI/HIV prevention in the Irish
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context. With over 269 indicators, the list is quite extensive. The updated ECDC recommendations
differ somewhat from the final list identified here.33 ECDC recommends six core indicators, which
are covered within our core list, in addition to one on knowledge and attitudes. 33 Knowledge and
Attitude indicators were recommended by this study only for general population, young people, sex
workers and PWID. There is no internationally agreed indicator for Knowledge and Attitudes about
HIV and STIs.33 The UNGASS indicator 13, ‘percentage of young men and women aged 15-24 who
both correctly identify ways of preventing the sexual transmission of HIV and who reject major
misconceptions about HIV transmission’ measures only HIV-related knowledge and not STI-related
knowledge.33 Further work is needed to develop knowledge indicators for the Irish scenario that
map to current prevention programme aims and goals.

7.7.1 General population and young people
ECDC recommends contextual indicators comprising Education Level and Ethnic Origin or
Nationality.33 This research identified nine contextual indicators that are relevant to the Irish
context. Some are required for constructing later indicators such as ‘gender’, ‘current relationship
status’ and ‘age group’. For the general population group, ECDC now recommends three additional
indicators to their core list, including: ‘Age at first intercourse’, ‘Recent STI’ and ‘Concurrency’. 33 In
each case, the recommended timeframe is the last 12 months.33 All of these indicators were
included in the agreed set of 29 indicators for the general population. This research encouraged
participants to ignore specific timeframes when deciding which indicators were relevant to the Irish
context, with a view to these being defined at a later stage. The indicator ‘Concurrency (in the last
12 months)’ was included in our lists as it was required for reporting to ECDC; 33 however, it did not
achieve consensus during the Delphi study. Many respondents reported that they did not see the
relevance of concurrency to STI or HIV surveillance (data not shown). This highlights a gap in the
knowledge of sexual health providers to the importance of this indicator and area. An analysis of
the comments from both the E-Delphi and the consensus-building workshop identified an interest
among the participants in undertaking increased training in the field of STI and HIV behavioural
surveillance. This was particularly apparent among providers of young people’s STI clinics in
university settings, many of whom reported never having received formal training in sexual health.
A fourth indicator, ‘Types of drugs consumed in the last 12 months’ is also recommended by ECDC.33
This is not included in the general population indicator list identified here but is an important
additional indicator, which should be considered for this population and for young people, as there
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is a gap in the data available for Ireland on drug use among young people. 33 An additional indicator
for young people is, ‘type of contraception at first intercourse (and last intercourse)’. Whilst our
study included an indicator on type of contraception used typically and condom use at last
intercourse, oral sex and first intercourse, it does not specify contraception at first or last
intercourse and this needs to be considered in the future.

7.7.2 MSM
ECDC recommended eight indicators for MSM that are more specific than those identified in our
study.33 CAI with a partner of unknown or discordant HIV status carries an increased risk of
transmission compared to other partner types and sexual acts.33 The ECDC indicators tie HIV status
and partner types to CAI ‘Unprotected anal intercourse (UAI) with partner of unknown or discordant
HIV status’ (record separately for casual and main partners)33. The ECDC indicators also investigate
CAI with casual partners of the same HIV status in the previous 12 months.33 Our indicator ‘number
of anal sex partners in the last 6 months’ may not be specific enough, as anal sex partners could be
male or female. ECDC recommends ‘Number of sexual partners in the last 6 or 12 months (male and
female)’ to be recorded separately.33 This indicator gives a clearer overview on the size of the
potential bridging population between the higher-risk MSM community and the lower-risk general
population. The 6- and 12-month timeframes are a welcome addition as 12 months can be a more
difficult timeframe to recall accurately, particularly for those with higher numbers of sexual
partners. In addition to our indicator on ‘used condom during most recent intercourse with a casual
partner’, ECDC recommends condom use during most recent paid intercourse and intercourse with
a main partner.33 The final ECDC-recommended indicator, which is not included anywhere in our
indicator sets, is ‘where men met their sexual partners in the last 12 months’.33This indicator is
useful for health promotion campaigns to know which types of venues to target — saunas, bars,
clubs, online, etc.

7.7.3 Sex workers
Several of the ECDC-recommended indicators for sex workers33 are also required to be asked in the
general population, for example, ‘the proportion of men who have paid for sex in the past 12
months’, ‘the proportion of men who paid for sex in the past 12 months who report using a condom
the last time they paid for sex’ and ‘the proportion of men who have paid for sex in the past 12
months who have had a HIV test in the last 12 months’; each of these indicators can be constructed
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from indicators which are included within our general population indicator set. One additional
indicator, ‘access to preventative services’, needs to be considered here; our indicators ask ‘use of
targeted service delivery points’ but not specifically access to services. This indicator is useful in
assessing the ability of current providers to deliver these services and to identify any barriers to
accessing services, geographic or otherwise.

7.7.4 PWID
Our indicator set for PWID aligns closely to the ECDC-recommended indicators.33 One difference is
that timeframes are now specified by ECDC as 4 weeks instead of the ‘last month’ included within
our study’s indicator sets.33 Also, in addition to the indicator ‘ever injected while in prison’, ECDC
recommends ‘and syringe sharing in prison’. One additional indicator which cannot be constructed
from those asked in our study is ‘the number of new needles and syringes obtained for personal use
from all sources in the last four weeks among current IDU’; this indicator can be compared to the
injecting frequency indicator to assess if needle supply is meeting demand for individual users and
to assess access to services.33

7.7.5 PLHIV
The ECDC indicators for PLHIV include an indicator on medical treatment,33 comprising two parts —
‘being on antiretroviral therapy (ART)’, which is also included in our dataset, and having an
‘undetectable viral load’. While we do include CD4 cell count, as was previously recommended, 48 in
light of current national guidance as well as a change in the treatment context (i.e. CD4 count is no
longer necessary/relevant to begin ART, but viral load must be measured before treatment
commencement), it is now more appropriate, and recommended to measure viral load before
initiating treatment.

7.7.6 Transgender, Migrants, Prisoners and Homeless
The new ECDC indicator sets do not include any specific additional indicators for transgender
people, migrants, prisoners (although some indicators relating to prisons are included in the PWID
category) or homeless people.33 Indicators for homeless populations were included as per
suggestions from respondents to the Delphi and CBW as part of this research. In addition, the
indicator domain ‘accommodation status’ was included as recommended by respondents.
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7.8 Informing future surveillance activities for STIs and HIV
Further work is required to identify a final core list of indicators and the finalised minimum data
sets required for each of the key populations. Although this research has developed a
comprehensive list of behavioural surveillance indicators, what is unknown is which of these
indicators actually correlate with increased STI risk in the Irish context. Future behavioural
surveillance, which relates risky behaviour to STI rates, either through self-reported prevalence or
testing within the capacity of the survey, would allow us to assess which indicators are indicative of
STI or HIV risk within the individual populations. Risky sexual behaviours are ever changing, as
identified in the Natsal studies,60,61 and new drivers of the epidemic can be identified through
repeated behavioural surveillance. SGSs must be flexible enough to be able to identify and monitor
any emerging trends. This flexibility and rapid identification of emerging threats allows public
health initiatives to react to issues with a targeted and swift response.33

7.9 Second generation surveillance informing policy and services
Repeated behavioural surveys allow us to track trends in sexual behaviour and to identify newly
emerging drivers in a country’s STI and HIV epidemic.69 Sampling strategies, standardised indicators
and questionnaire wording, and computer-assisted data collection have improved quality and
validity of data.69 More recently, biological measures have been added to behavioural
questionnaires, allowing for the determination of prevalence of STIs and hormonal status of
respondents.60,61 These combined bio-behavioural national population-based STI and HIV surveys
identify the geographical distribution of risk and prevalence among different population groups.69
Such surveys, although costly and complex, are recommended in generalised HIV epidemics
(prevalence above 2%) to be implemented every three to five years.85 There are no such guidelines
defining which levels of STI prevalence warrant bio-behavioural general population surveys.85
Ireland has a concentrated HIV epidemic with low-level areas also.85 The WHO/UNAIDS recommend
bio-behavioural surveys of key populations at higher risk every two to three years; facility or
community-based STI and HIV sentinel surveillance for key populations at higher risk annually; and
size estimations of key populations at higher risk every two to three years. 85 For concentrated
epidemic areas, the recommendations are bio-behavioural surveys of key populations every two
years for high-priority sites, in addition to standard STI and HIV case reporting.85 Ireland meets the
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guidelines of STI and HIV case reporting and antenatal clinic sentinel surveillance for HIV for
concentrated epidemic areas.
Comparing survey results from national probabilistic and convenience sampling methods highlights
that probability surveys better reflect the overall population, including minority groups, e.g. MSM,
but are limited in smaller sample sizes of these groups. Convenience sampling is often utilised to
access minority population groups, and time-space sampling and respondent-driven sampling can
yield more representative samples; however, they are more complicated resource-intensive
activities.70 Convenience surveys of minority groups recruit larger sample sizes; however, they tend
to over-represent those reporting sexual risk behaviours.62 The challenges associated with acquiring
more representative data from minority populations is often worth the cost in situations where
these groups are at higher risk of STIs and HIV.114
The UK leads the field globally on large-scale population-based sexual behaviour surveys. The three
Natsal studies have provided data that has been instrumental in shaping much of the UK’s sexual
health services.60,61 The national Chlamydia Screening Programme and England’s Teenage
Pregnancy Strategy have been developed in direct response to Natsal findings.60 Findings from the
Natsal studies have allowed Public Health England to bring together information on both clinic
attendees, for whom they have the numbers of diagnosed infections, and also non-clinic attendees,
providing a fuller picture of the incidence of STIs and the extent of those at risk of STIs. 60 Natsal
data has also identified trends in sexual behaviour and emerging risk factors for STI acquisition,
such as a fall in the age at first sexual intercourse and increases in the number of lifetime sexual
partners.49 Natsal 2 (2000) identified a rise in the number of men paying for sex and the increasing
risk-taking of MSM.60

7.10 Conclusion
Additional bio-behavioural data would complement and enhance existing biological surveillance
datasets in Ireland. Bio-behavioural data on prevalence and risk could validate infection rates
identified by current surveillance methods or highlight areas in need of further insight. Steady
increases in STI rates identified in Ireland could be the result of increasing rates of testing, 54,108 as
opposed to an increased spread of infection. Likewise, increasing testing rates could be shedding
light on a greater burden of STIs in some population groups.
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An effective national second-generation surveillance system for Ireland would be one with more
frequent national bio-behavioural surveillance, using the core indicator set in addition to more
detailed descriptive questions. Furthermore, the core indicator sets could be used by any
stakeholder or community organisation carrying out research on its own population of interest, in
addition to the population-specific indicators identified. This would allow for comprehensive
reporting of STI and HIV risk behaviours for specific populations, which are not as easily targeted by
general population surveillance or for whom the data from general population samples is not
statistically powered enough to deduce any specific trends for these populations. Whilst MSM are
the most frequently studied population in terms of behavioural surveillance in Ireland, ongoing
surveillance within this population is essential given the high burden of STIs and HIV experienced by
this group. The future of national prevention efforts and policy development is reliant on the
collection of better data and the strengthening of national surveillance.
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Chapter 8: Recommendations
This research was conducted between 2017 and 2018 and the report was finalised in late 2019.
During this interim period, as was the case throughout the project, the authors worked closely with
HSE-SHCPP and the Steering Committee. On consideration of the scope of the research findings, an
additional process was begun by HSE-SHCPP, in consultation with the authors, to ensure that the
findings would directly inform and develop future surveillance activities. This report will now
conclude with some key recommendations, based on the findings, followed by a brief update on
progress since the project was completed in mid-2018.

8.1 Study recommendations
8.1.1 Finalise behavioural indicators
 Additional work (which HSE-SHCPP has already begun) should aim to refine and expand the
indicators agreed in this report in terms of complying with international reporting
requirements, while also appropriately addressing national significance and local relevance,
which may change over time.
 Before use in any research project or routine data collection, the current list of proposed
indicators will need to be aligned with the most up-to-date national and international
reporting requirements for Global AIDS Monitoring (GAM) and others.
 They will also need to be agreed and signed off on for each at-risk population, preferably in
close collaboration with key national stakeholders.
 Resources such as this report, the ECDC behavioural surveillance toolkit and the GAM
Indicator Registry are useful templates to help advance this work in completing the third
practical step from the WHO practical guidelines in establishing an SGSS for Ireland, i.e.
developing a national surveillance plan.
 Detail needed for each indicator includes: what it measures, rationale for its use, numerator,
denominator, calculation, method of measurement, measurement frequency,
disaggregation, explanation of the numerator, explanation of the denominator and
strengths and weaknesses.
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8.1.2 Governance and quality assurance
 Once this work is complete, the HSE-SHCPP and the HPSC should consider the development
of an Irish-specific indicator registry (e.g. http://www.indicatorregistry.org/), which can act
as an easily accessible resource for stakeholders to begin or augment current surveillance
activities within their services. This step will ensure the embedding of aspects of STI and HIV
surveillance in current services, which is critical for the future sustainability of any national
SGSS.
 A consideration of who would be responsible for updating and maintaining this registry
needs to be determined, as well as the funding stream that can support this into the future.

8.1.3 Future-proofing behavioural surveillance activities
 The establishment of an SGSS will need to be supplemented and supported by ongoing
training and support around the value, importance and implementation of surveillance.
 Further exploration of whether core indicators can be embedded within current clinical and
electronic services (i.e. CIDR) would also be an important step.
 Building on this work, key recommendations in the next sexual health strategy should
include a practical and actionable plan on developing and resourcing surveillance activities
and an SGS system for the years ahead.
 This should include further engagement with key stakeholders who are central to the
ultimate success and long-term sustainability of such a system

8.1.4 Further priority areas for research
 Priority should be given to research into key under-represented populations, such as sex
workers, migrants, transgender people etc., in terms of standardising behavioural indicators
for surveillance purposes. Already disadvantaged because of a range of factors, the STI and
HIV requirements of these sub-groups of the population need to be urgently addressed.
Finally, mirroring research methods used here (e.g. cognitive interviewing techniques), further work
is required on a population-by-population basis, to test the understanding of the indicators to
ensure that participants are answering the question we think we are asking. This work would
greatly inform the international understanding of STI and HIV behavioural indicators also.

110 | P a g e

REFERENCES
1. HPSC. Sexually Transmitted Infections (STIs) in Ireland, 2016 (Slide set) [Internet]. Dublin: Health Protection
Surveillance Centre, 7 December 2017 [cited 12 July 2018]. Available here: http://www.hpsc.ie/az/hivstis/hivandaids/hivdataandreports/
2.. HSE. Health Protection Surveillance Centre. HIV in Ireland, 2015. Dublin: Health Protection Surveillance Centre,
2016. Available here:
https://www.hpsc.ie/a-z/hivandaids/hivdataandreports/2015reports/File,15862,en.pdf
3. HSE. Health Protection Surveillance Centre. HIV in Ireland, 2016. Dublin: Health Protection Surveillance Centre,
2017. Available here: https://www.hpsc.ie/a-z/hivandaids/hivdataandreports/2016reports/HIVIreland_2016.pdf
4. Aral SO. Determinants of STD epidemics: implications for phase appropriate intervention strategies. Sex Transm
Infect, 2002; 78: i31-i13. Available here: http://dx.doi.org/10.1136/sti.78.suppl_1.i3
5. Blanchard, J.B. Populations, pathogens, and epidemic phases: closing the gap between theory and practice in
the prevention of sexually transmitted diseases. Sex Transm Infect, 2002; 78: i183-188. Available here:
http://dx.doi.org/10.1136/sti.78.suppl_1.i183
6. Young, H., Burke, L., Nic Gabhainn, S. Sexual intercourse, age of initiation and contraception among adolescents
in Ireland: findings from the Health Behaviour in School-aged Children (HBSC) Ireland study. BMC Public Health,
2018; 18(1): 362. Available here: https://doi.org/10.1186/s12889-018-5217-z
7. Gavin, A., Keane, E., Callaghan, M., Kelly, C., Molcho, M., Nic Gabhainn, S. The Irish Health Behaviour in Schoolaged Children (HBSC) study 2014. Dublin: Department of Health, 2015. Available here: http://health.gov.ie/wpcontent/uploads/2015/12/HBSC2014web2.pdf
8. Weller, S.C., Davis-Beaty, K. Condom effectiveness in reducing heterosexual HIV transmission. Cochrane
Database Syst Rev, 2002; 1: CD003255. Available here: 10.1002/14651858.CD003255
9. Genuis, S. Are condoms the answer to rising rates of non-HIV sexually transmitted infection? No. BMJ, 2008;
336: 185. Available here: https://doi.org/10.1136/bmj.39402.527766.AD
10. Martinez-Gonzalez, M.A. No magic bullet. BMJ, 2008; 336 (7639): 292. Available here:
10.1136/bmj.39479.510220.3A
11. De Graaf, H., Verbeek, M., Van den Borne, M., Meijer, S. Offline and online sexual risk behavior among youth
in the Netherlands: findings from ‘Sex under the Age of 25’. Front Public Heal, 2018; 12(6): 72. Available here:
doi.org/10.3389/fpubh.2018.00072

111 | P a g e

12. Beymer, M., Weiss, R., Bolan, R., Rudy, E., Bourque, L., Rodriguez, J., et al. Sex on demand: geosocial
networking phone apps and risk of sexually transmitted infections among a cross-sectional sample of men who
have sex with men in Los Angeles County. Sex Transm Infect, 2014; 90 (7): 567-72. Available here:
doi.org/10.1136/sextrans-2013-051494
13. Gambadauro, P., Carli, V., Hadlaczky, G., Sarchiapone, M., Apter, A., Balazs, J. et al. Correlates of sexual
initiation among European adolescents. PLoS One, 2018; 13(2): e0191451. Available here: doi:
10.1371/journal.pone.0191451.
14. Bellis, M.A., Hughes, K., Calafat, A., Juan, M., Ramon, A., Rodriguez, J.A., et al. Sexual uses of alcohol and drugs
and the associated health risks: a cross sectional study of young people in nine European cities. BMC Public Heal,
2008; 8: 155. Available here: doi: 10.1186/1471-2458-8-155
15. Haar, K., Bremer, V., Houareau, C., Meyer, T., Desai, S., Thamm, M. et al. Risk factors for Chlamydia
trachomatis infection in adolescents: results from a representative population-based survey in Germany,
2003-2006. Euro Surveillance, 2013; 18(34): pii:20562. Available here:
https://www.eurosurveillance.org/content/10.2807/1560-7917.ES2013.18.34.20562
16. Koblin, B.A., Husnik, M.J., Colfax, G., Huang, Y., Madison, M., Mayer, K. et al. Risk factors for HIV infection
among men who have sex with men. AIDS, 2006;20(5): 731-9. Available here: DOI:
10.1097/01.aids.0000216374.61442.55
17. Baggaley, R.F., White, R.G., Boily, M.C. HIV transmission risk through anal intercourse: systematic review,
meta-analysis and implications for HIV prevention. Int J Epidemiol, 2010; 39(4): 1048-63. Available here: doi:
10.1093/ije/dyq057
18. Card, K.G., Lachowsky, N.J., Cui, Z., Sereda, P., Rich, A., Jollimore, J. et al. Seroadaptive strategies of gay &
bisexual men (GBM) with the highest quartile number of sexual partners in Vancouver, Canada. AIDS Behav, 2017;
21(5): 1452-1466. Available here: doi: 10.1007/s10461-016-1510-y
19. Armstrong, H.L., Roth, E.A., Rich, A., Lachowsky, N.J., Cui, Z., Sereda, P. et al. Associations between sexual
partner number and HIV risk behaviors: implications for HIV prevention efforts in a Treatment as Prevention
(TasP) environment. AIDS Care, 2018; 30(10): 1290-1297. Available here: doi: 10.1080/09540121.2018.1454583
20. Parsons, J.T., Rendina, H.J., Moody, R.L., Ventuneac, A., Grov, C. Syndemic production and sexual
compulsivity/hypersexuality in highly sexually active gay and bisexual men: further evidence for a three group
conceptualization. Arch Sex Behav, 2015; 44(7): 1903-1913. Available here: doi: 10.1007/s10508-015-0574-5
21. O’Byrne, P., Holmes, D. Desire, drug use and unsafe sex: a qualitative examination of gay men who attend gay
circuit parties. Cult Health Sex, 2011; 13(1): 1-13. Available here: doi: 10.1080/13691058.2010.510610

112 | P a g e

22. Race, K. Pleasure Consuming Medicine: The Queer Politics of Drugs (1st edition). Durham: Duke University
Press, 2009.
23. Meader, N., King, K., Moe-Byrne, T., Wright, K., Graham, H., Petticrew, M. et al. A systematic review on the
clustering and co-occurrence of multiple risk behaviours. BMC Public Health, 2016; 16: 657. Available here: doi:
10.1186/s12889-016-3373-6
24. Hale, D.R., Viner, R.M. Policy responses to multiple risk behaviours in adolescents. J Public Health (Oxf), 2012;
34(1): i11-9. Available here: doi: 10.1093/pubmed/fdr112
25. Doherty, L. Health protection inequalities on the island of Ireland: An introductory paper. Dublin: Institute of
Public Health in Ireland, 2016. Available here:
https://www.publichealth.ie/sites/default/files/Health%20Protection%20Inequalities%20Full%20Report%20Feb2
016.pdf
26. Tong, S.Y., McDonald, M.I., Holt, D.C., Currie, B.J. Global implications of the emergence of community‐
associated methicillin‐resistant Staphylococcus aureus in Indigenous Populations. Clin Infect Dis, 2008; 46(12):
1871-8. Available here: doi: 10.1086/588301
27.Semenza, J.C., Giesecke, J. Intervening to reduce inequalities in infections in Europe. Am J Public Health, 2008;
98(5): 787-92. Available here: doi: 10.2105/AJPH.2007.120329
28. Farrell, C., McAvoy, H., Wilde, J., Combat Poverty Agency. Tackling health inequalities — An All-Ireland
approach to social determinants. Dublin: Combat Poverty Agency/Institute of Public Health in Ireland, 2008.
Available here: https://www.publichealth.ie/files/file/Tackling%20health%20inequalities.pdf
29. UNAIDS/WHO. Initiating second generation HIV surveillance systems: practical guidelines. Geneva: Joint
United Nations Programme on HIV/AIDS (UNAIDS), 2002. Available here:
http://www.who.int/hiv/pub/surveillance/en/isbn9291732192.pdf
30. Kennedy, C.E., Bernard, L.J., Muessig, K.E., Konda, K.A., Akl, E.A., Lo, Yret al. Serosorting and HIV/STI Infection
among HIV-Negative MSM and transgender people: A systematic review and meta-analysis to inform WHO
guidelines. J Sex Transm Dis, 2013; 2013: 583627 (8 pages). Available here: doi: 10.1155/2013/583627
31. Hughes, G., Field, N. The epidemiology of sexually transmitted infections in the UK: impact of behavior,
services and interventions. Future Microbiol, 2015; 10(1): 35-51. Available here: doi: 10.2217/fmb.14.110
32. Central Statistics Office. Census 2016 Summary Results Part 1. [Internet], April 2017 [cited 2 September 2018].
Available here:

113 | P a g e

https://www.cso.ie/en/media/csoie/newsevents/documents/census2016summaryresultspart1/Census2016Sum
maryPart1.pdf
33. European Centre for Disease Control. A comprehensive approach to HIV/STI prevention in the context of
sexual health in EU/EEA. Stockholm: ECDC, 2013. Available here:
https://ecdc.europa.eu/sites/portal/files/media/en/publications/Publications/HVI-STI-preventioncomprehensive-approach-in-the-context-of-sexual-health-EU-EEA.pdf
34. United Nations. Topics: Key populations. [Internet]. United Nations, 2016 [cited 17 September 2018].
Available here: http://www.unaids.org/en/topic/key-populations
35. UNAIDS. Country Factsheets: Ireland 2017 [Internet]. UNAIDS, 2018 [cited 2 September 2018]. Available here:
http://www.unaids.org/en/regionscountries/countries/ireland/
36. O’ Keeffe, A. CSO reviews its gender options for 2021 census and may recognise those who don’t identify as
male or female. Irish Independent [newspaper on the Internet], 17 June 2018 [cited 30 October 2018]. Available
here: https://www.independent.ie/irish-news/politics/cso-reviews-its-gender-options-for-2021-census-and-mayrecognise-those-who-dont-identify-as-male-or-female-37018661.html
37. World Health Organization. Health topics: Public health surveillance [Internet], 2018 [cited 26 October 2018].
Available here:http://www.who.int/topics/public_health_surveillance/en/
38. World Health Organization. Global health sector strategy on sexually transmitted infection 2016-2021:
towards ending STIs. Geneva: WHO, 2016. Available here:
http://apps.who.int/iris/bitstream/handle/10665/246296/who-rhr-16.09eng.pdf;jsessionid=D0BE42B2608E24FF529E391D6AD2E4F1?sequence=1
39 Joint United Nations Programme on HIV/AIDS(UNAIDS). 90-90-90: An ambitious treatment target to help end
the AIDS epidemic. Geneva: UNAIDS, 2014. Available here:
http://www.unaids.org/sites/default/files/media_asset/90-90-90_en_0.pdf
40. Bochow, M., Chiarotti, F, Davies, P., Dubois-Arber, F., Dür, W., Fouchard, J. et al. Sexual behaviour of gay and
bisexual men in eight European countries. AIDS Care, 1994; 6(5): 533-49. Available here:
DOI:10.1080/09540129408258668
41. Caraël, M., Cleland, J., Deheneffe, J.C., Ferry, B., Ingham, R. Sexual behaviour in developing countries:
implications for HIV control. AIDS, 1995; 9(10): 1171-5.
42. Dubois-Arber, F., Jeannin, A., Konings, E., Paccaud, F. Increased condom use without other major changes in
sexual behavior among the general population in Switzerland. Am J Public Health, 1997; 87(4): 558-66.

114 | P a g e

43. Mills, S., Benjarattanaporn, P., Bennett, A., Pattalung, R.N., Sundhagul, D., Trongsawad, P. et al. HIV risk
behavioral surveillance in Bangkok, Thailand: sexual behavior trends among eight population groups. AIDS, 1997;
11(1): S43-51.
44. Ward, H., Day, S., Weber, J. Risky business: health and safety in the sex industry over a 9-year period. Sex
Transm Infect, 1999; 75(5): 340-3.
45. de Vroome, E.M., Paalman, M.E., Dingelstad, A.A., Kolker, L., Sandfort, T.G. Increase in safe sex among the
young and non-monogamous: knowledge, attitudes and behavior regarding safe sex and condom use in The
Netherlands from 1987 to 1993. Patient Educ Couns, 1994; 24(3): 279-88.
46. Johnson, A.M., Mercer, C.H., Erens, B., Copas, A.J., McManus, S., Wellings, K. et al. Sexual behaviour in Britain:
partnerships, practices, and HIV risk behaviours. Lancet, 2001; 358(9296): 1835-42. Available here:
DOI:10.1016/S0140-6736(01)06883-0
47. Benninghoff, F., Morency, P., Geense, R., Huissoud, T., Dubois-Arber, F. Health trends among drug users
attending needle exchange programmes in Switzerland (1994-2000). AIDS Care, 2006; 18(4): 371-5. Available
here: DOI:10.1080/09540120500429018
48. European Centre for Disease Prevention and Control. Mapping of HIV/STI behavioural surveillance in Europe.
Stockholm: ECDC, September 2009. Available here:
https://ecdc.europa.eu/sites/portal/files/media/en/publications/Publications/0909_TER_Mapping_of_HIV_STI_B
ehavioural_Surveillance_in_Europe.pdf
49. UNAIDS/WHO. Working Group on Global HIV/AIDS and STI Surveillance. Evaluating a National Surveillance
System. Geneva: World Health Organization, 2013. Available here:
http://apps.who.int/iris/bitstream/handle/10665/94321/9789241506465_eng.pdf?sequence=1
50. Wellings, K., Johnson, A.M. Framing sexual health research: adopting a broader perspective. Lancet, 2013;
382(9907): 1759-62. Available here: DOI: 10.1016/S0140-6736(13)62378-8
51. Department of Health. National Sexual Health Strategy 2015-2020. Dublin: Department of Health, 2015.
Available here: https://health.gov.ie/wp-content/uploads/2015/10/National-Sexual-Health-Strategy.pdf
52. Wellings, K, Field, J., Johnson, A., Wadsworth, J., Bradshaw, S. Sexual Behaviour in Britain. London: Penguin,
1994.
53. Department of Health. Healthy Ireland Survey 2016: summary of findings. Dublin: Department of Health,
2016. Available here: https://health.gov.ie/blog/publications/healthy-ireland-survey-2016-summary-findings/

115 | P a g e

54. Layte, R., McGee, H., Quail, A., Rundle, K., Cousins, G., Donnelly, C. et al.The Irish Study of Sexual Health and
Relationships Main Report. Dublin: Crisis Pregnancy Programe and the Department of Health and Children, 2006.
Available here: https://www.sexualwellbeing.ie/for-professionals/research/research-reports/irish-study-ofsexual-health-and-relationships-main-report.pdf
55. Erens, B., Phelps, A., Clifton, S., Mercer, C.H., Tanton, C., Hussey, D. et al. Methodology of the third British
National Survey of Sexual Attitudes and Lifestyles (Natsal-3). Sex Transm Infect, 2014; 90: 84-89. Available here:
http://dx.doi.org/10.1136/sextrans-2013-051359
56. Burkill, S., Copas, A., Couper, M.P., Clifton, S., Prah, P., Datta, J. et al. Using the web to collect data on sensitive
behaviours: a study looking at mode effects on the British National Survey of Sexual Attitudes and Lifestyles. PLoS
One, 2016; 11(2): e0147983. Available here: DOI: 10.1371/journal.pone.0147983
57. Fenton, K.A., Johnson, A.M., McManus, S., Erens. B. Measuring sexual behaviour: methodological challenges in
survey research. SexTransm Infect, 2001; 77: 84-92. Available here: DOI:http://dx.doi.org/10.1136/sti.77.2.84
58. O’Donnell, K., Fitzgerald, M., Barrett, P., Quinlan, M., Igoe, D. MISI 2015 — Findings from the men who have
sex with men internet survey. Dublin: Health Protection Surveillance Centre, 2016. Available here:
https://www.hpsc.ie/az/specificpopulations/menwhohavesexwithmenmsm/msminternetsurveys/misi2015/misi2015reportandexecutive
summary/File,15696,en.pdf
59. The EMIS Network. EMIS 2010: The European Men-Who-Have-Sex-With-Men Internet Survey. Findings from
38 countries. Stockholm: European Centre for Disease Prevention and Control, 2013. Available here:
https://ecdc.europa.eu/sites/portal/files/media/en/publications/Publications/EMIS-2010-european-men-whohave-sex-with-men-survey.pdf
60. Wellings, K., Field, J., Johnson, A.M., Wadsworth, J., Bradshaw, S. Sexual Behaviour in Britain: The National
Survey of Sexual Attitudes and Lifestyles. London: Penguin Books Ltd, 1994.
61. Erens, B.,McManus, S., Field, J., Korovessis, C., Johnson, A., Fenton, K. et al. National Survey of Sexual
Attitudes and Lifestyles II: Technical Report. London: National Centre for Social Research, 2001. Available here:
http://www.natsal.ac.uk/media/2081/technical_report.pdf
62. Prah, P., Johnson, A.M., Nardone, A., Clifton, S., Mindell, J.S., Copas, A.J. et al. Asking about sex in general
health surveys: comparing the methods and findings of the 2010 Health Survey for England with those of the third
National Survey of Sexual Attitudes and Lifestyles. PLoS One. 2015; 10(8): e0135203. Available here: DOI:
10.1371/journal.pone.0135203.
63. Siva, N. Studying sexual health in the UK. Lancet, 2013; 382(9907): 1770-1772. Available here:
DOI:https://doi.org/10.1016/S0140-6736(13)62535-0

116 | P a g e

64. Joint United Nations Programme on HIV/AIDS (UNAIDS).Global AIDS Monitoring 2017: Indicators for
monitoring the 2016 United Nations Political Declaration on HIV and AIDS. Geneva: UNAIDS, 2016. Available here:
http://www.aidsdatahub.org/sites/default/files/publication/UNAIDS_2017_Global_AIDS_Monitoring_2016.pdf
65. European Centre for Disease Prevention and Control. The status of the HIV response in the European
Union/European Economic Area, 2016. Stockholm, ECDC: 2017. Available here:
https://ecdc.europa.eu/sites/portal/files/media/en/publications/Publications/Status-of-HIV-response-in-EU-EEA2016-30-jan-2017.pdf
66. McGarrigle, C.A., Fenton, K.A., Gill, O.N., Hughes, G., Morgan, D., Evans, B. Behavioural surveillance: the value
of national coordination. Sex Transm Infect, 2002; 78(6): 398-405. Available here: PMCID:PMC1758341
67. Slaymaker, E. A critique of international indicators of sexual risk behaviour. Sex Transm Infect, 2004; 80(S2):
i3-21. Available here: DOI:10.1136/sti.2004.011635
68. Health Protection Surveillance Centre (HPSC). Trends in sexually transmitted infections in Ireland, 1995-2012.
Dublin: HPSC, 2013. Available here: https://www.hpsc.ie/az/sexuallytransmittedinfections/publications/stireports/2010-2012reports/File,15421,en.pdf
69. WHO/UNAIDS. Guidelines for second generation HIV surveillance: an update: Know your epidemic. Geneva:
WHO and UNAIDS, 2013. Available here:
http://apps.who.int/iris/bitstream/handle/10665/85511/9789241505826_eng.pdf;jsessionid=38FE6C11A37355A
479B48EB8D175EB15?sequence=1
70. UNAIDS/WHO. Guidelines for second-generation surveillance: the next decade. Geneva, UNAIDS/ WHO, 2000.
Available here: http://whqlibdoc.who.int/hq/2000/WHO_CDS_CSR_EDC_2000.5.pdf
71. Willis, G.B., Artino, A.R. What do our respondents think we’re asking? Using cognitive interviewing to improve
medical education surveys. J Grad Med Educ, 2013; 5(3): 353-6. Available here: 10.4300/JGME-D-13-00154.1
72. Willis, G.B. Analysis of the cognitive interview in questionnaire design. New York: Oxford University Press,
2015.
73. HPSC. CIDR STI and HIV feasibility assessment report. CIDR report (Unpublished). Dublin: Health Protection
Surveillance Centre, 2017.
74. Meshkat, B., Cowman, S., Gethin, G., Ryan, K., Wiley, M., Brick, A. et al. Using an e-Delphi technique in
achieving consensus across disciplines for developing best practice in day surgery in Ireland. J Hosp Adm, 2014;
3(4): 1-8. Available here: https://doi.org/10.5430/jha.v3n4p1

117 | P a g e

75. Delbecq, A.L., Van de Ven, A.H., Gustafson, D.H. Group techniques for program planning: A guide to nominal
group and Delphi processes. Minneapolis, MN: University of Minnesota, 2004.
76. de Villiers, M.R., de Villiers, P.J., Kent, A.P. The Delphi technique in health sciences education research. Med
Teach. 2005; 27(7): 639-43. Available here: 10.1080/13611260500069947
77. McMillan, S., King, M., Tully, M.P. How to use the nominal group and Delphi techniques. Int J Clin Pharm,
2016; 38: 655–662. Available here: 10.1007/s11096-016-0257-x
78. Keeney, S., McKenna, H., Hasson, F. The Delphi technique in nursing and health research (1st edition).
Chichester, West Sussex: John Wiley & Sons, 2011.
79. McGeoch, M., Brunetto, Y.O., Brown, K.A. The policy delphi method: contribution to policy and strategy within
energy organisations: a 2013 Malaysian case study with global implications. Qual Quant, 2014; 48(6): 3195-3208.
Available here: http://doi.org/10.1007/s11135-013-9950-1
80. World Health Organization. National AIDS programmes: a guide to indicators for monitoring and evaluating
national HIV/AIDS prevention programmes for young people. Geneva: World Health Organization, 2004. Available
here: http://apps.who.int/iris/bitstream/handle/10665/43095/9241592575_eng.pdf?sequence=1
81. MEASURE Evaluation. Community-Based Indicators for HIV Programs. 2017. Washington: USAID, 2018.
Available here: https://www.measureevaluation.org/community-based-indicators/indicators
82. Family Health International/Impact/USAID/DFID. Behavioural Surveillance Surveys Guidelines for repeated
behavioural surveys in populations at risk of HIV. North Carolina: FHI, 2000. Available here:
http://www.who.int/hiv/strategic/en/bss_fhi2000.pdf?ua=1
83. WHO/UNICEF/UNAIDS. A guide on indicators for monitoring and reporting on the health sector response to
HIV/AIDS. Geneva: WHO, 2011. Available here: http://www.who.int/hiv/data/ua10_indicator_guide_en.pdf
84. Global AIDS Response Progress Reporting 2016: Construction of core indicators for monitoring the 2011
United Nations Political Declaration on HIV and AIDS. Geneva: UNAIDS, 2016. Available here:
https://www.aidsdatahub.org/sites/default/files/toolandguide/document/UNAIDS_Global_AIDS_Response_Progr
ess_Reporting_2016.pdf
85. UNAIDS. Global AIDS Monitoring 2017: Indicators for monitoring the 2016 United Nations Political Declaration
on HIV and AIDS. Geneva: UNAIDS, 2016. Available here: https://www.aidsdatahub.org/global-aids-monitoring2017-indicators-monitoring-2016-united-nations-political-declaration-hiv-and

118 | P a g e

86. ECDC. Implementing the Dublin Declaration on Partnership to Fight HIV/AIDS in Europe and central Asia: 2010
Progress Report. Geneva: ECDC, 2017. Available here: http://www.indicatorregistry.org/tags/dublin-declarationmonitoring
87. Hanafin, S., Brooks, A.M., Carroll, E., Fitzgerald, E., Nic Gabhainn, S., Sixsmith, J. Achieving consensus in
developing a national set of child well-being indicators. Soc Indic Res, 2007; 1: 79-104. Available here:
https://doi.org/10.1007/s11205-006-9022-1
88. Schuster, M.A., Asch, S.M., McGlynn, E.A., Kerr, E.A., Hardy, A.M., Gifford, D.S. Development of a quality of
care measurement system for children and adolescents: Methodological considerations and comparisons with a
system for adult women. Arch Pediatr Adolesc Med, 1997; 151(11): 1085-1092. Available here:
doi:10.1001/archpedi.1997.02170480015003
89. Miller, G. The development of indicators for sustainable tourism: results of a Delphi survey of tourism
researchers. Tour Manag, 2001; 4: 351-362. Available here:
https://pdfs.semanticscholar.org/1f58/060fed96931dc3b1b8f24dfd847b3567831f.pdf
90. Snyder-Halpern, R. Development and pilot testing of an Organizational Information Technology/Systems
Innovation Readiness Scale (OITIRS). Proc AMIA Symp, 2002; 702-706.
91. Martino, J.P. Technological forecasting for decision making (2nd edition). New York: North Holland, 1983.
92. Lynn, M. Determination and quantification of content validity. Nurs Res, 1986; 6: 382-385.
93. Diamond, I., Grant, R., Feldman, B., Pencharz, P., Ling, S., Moore, A. et al. Defining consensus: A systematic
review recommends methodologic criteria for reporting of Delphi studies. J Clin Epidemiol, 2014: 67(4): 401-409.
Available here: DOI:10.1016/j.jclinepi.2013.12.002
94. von der Gracht, H.A. Consensus measurement in Delphi studies: Review and implications for future quality
assurance. Technol Forecast Soc Change, 2012; 79: 1525-1536.
95. Gill, F.J., Leslie, G.D., Grech, C., Latour, J.M. Using a web-based survey tool to undertake a Delphi study:
Application for nurse education research. Nurse Educ Today, 2013; 33(11): 1322-8. Available here: DOI:
10.1016/j.nedt.2013.02.016
96. Collins, D. Pretesting survey instruments: an overview of cognitive methods. Qual Life Res, 2003; 12(3):
229-38.
97. Tourangeau, R. Cognitive science and survey methods: A cognitive perspective. In Jabine, T., Straf, M., Tanur,
J., Tourangeau, R. (Eds.), Cognitive aspects of survey methodology: Building a bridge between disciplines (pp 73–
100). Washington, DC: National Academy Press, 2013.

119 | P a g e

98. Health Protection Surveillance Centre. Notifying Infectious Diseases. HPSC: Dublin, 2016. Available here:
http://www.hpsc.ie/notifiablediseases/notifyinginfectiousdiseases/
99. HPSC. CIDR STI and HIV Feasibility Assessment Report. CIDR report. Unpublished, 2017.
100. HPSC. CIDR STI and HIV Module Consultation Report. CIDR report. Unpublished, 2017.
101. Department of Health. Individual Health Identifier. [Internet]. 2017. [cited 26 September 2018]. Avaliable
here: https://www.ehealthireland.ie/A2I-HIDs-Programme/Individual-Health-Identifier-IHI-/
102. Holland, W.W., Stewart, S., Masseria, C., World Health Organization, Regional Office for Europe and
European Observatory on Health Systems and Policies. Policy brief : screening in Europe. Copenhagen: WHO
Regional Office for Europe, 2006. Available here: http://www.who.int/iris/handle/10665/107742
103. Balfe, M., Brugha, R., O’ Connell, E., Vaughan, D., Coleman, C. et al. Chlamydia Screening in Ireland: A pilot
study of opportunistic screening for genital Chlamydia trachomatis infection in Ireland (2007-2009). Economic
Evaluation. Dublin: RCSI/HPSC, 2012. Available here: https://www.hpsc.ie/az/sexuallytransmittedinfections/chlamydia/publications/File,13424,en.pdf
104. HPSC. Antenatal HIV testing. Voluntary Antenatal HIV Screening in Ireland, 2016. Dublin: HPSC, 2016.
Available here: https://www.hse.ie/eng/about/who/acute-hospitals-division/woman-infants/national-reports-onwomens-health/antenatal-hiv-screening-in-ireland.pdf
105. O’Connell, S., Lillis, D., Cotter, A., O’Dea, S., Tuite, H., Fleming, C. et al. Opt-out panel testing for HIV,
Hepatitis B and Hepatitis C in an urban emergency department: A pilot study. PLoS ONE, 2016; 11(3): e0150546.
Available here: https://doi.org/10.1371/journal.pone.0150546
106. Balfe, M., Brugha, R. What concerns do young adults in Ireland have about attending health services for STD
testing? Dev Behav, 2011; 32(4): 320-350. Available here: DOI: 10.1080/01639621003772795
107. Department of Health. Healthy Ireland Survey 2015 — Summary of Findings. DoH, Dublin: October 2015.
Available here: https://health.gov.ie/blog/publications/healthy-ireland-survey-2015-summary-of-findings/
108. McBride, O., Morgan, K., McGee, H. Irish Contraception and Crisis Pregnancy Study 2010 (ICCP-2010). A
Survey of the General Population. Crisis Pregnancy Programme Report No. 24. Dublin: Health Service Executive
Crisis Pregnancy Programme (CPP), 2012. Available here: https://epubs.rcsi.ie/psycholrep/50/
109. Morgan, K., McGee, H., Watson, D., Perry, I., Barry, M., Shelley, E. et al. SLAN 2007: Survey of Lifestyle,
Attitudes and Nutrition in Ireland: Main Report. Dublin: Department of Health and Children, 2008. Available here:
https://epubs.rcsi.ie/psycholrep/3/

120 | P a g e

110. Rundle, K., Leigh, C., McGee, H., Layte, R. Irish Contraception and Crisis Pregnancy [ICCP] Study. A Survey of
the General Population. Summary. Dublin: Crisis Pregnancy Agency, 2004. Available here:
https://epubs.rcsi.ie/psycholrep/36/
111. Kelleher, C., Nic Gabhainn, S., Friel, S., Corrigan, H., Nolan, G., Sixsmith, J. et al. The National Health and
Lifestyles Surveys. Survey of Lifestyle, Attitudes and Nutrition (SLÁN), Department of Health and Children. Dublin:
The Stationery Office, 2003.
112. HSE-SHCPP. Major European Men who have Sex with Men Internet Survey, EMIS 2017 launched in Ireland
[Internet]. 26 October 2017. Press release [Cited 2 November 2018]. Available here:
https://www.sexualwellbeing.ie/about/media/press-releases/major-european-men-who-have-sex-with-meninternet-survey-launched-in-ireland.pdf
113. Real Lives 3. Data from the All-Ireland Gay Men’s Sex Surveys 2007 and 2008. Dublin: GMHS, GHN, Rainbow
Project, 2012.
114. Real Lives 2. Findings from the All-Ireland Gay Men’s Sex Surveys 2005 and 2006. Dublin: GMHS, HSE,
Rainbow Project, 2009.
115. Real Lives. Findings from the All-Ireland Gay Men’s Sex Surveys 2003 and 2004. Dublin: GMHP, Rainbow
Project, 2006.
116. Vital Statistics. Findings from the All-Ireland Gay Men’s Sex Survey 2000. Dublin: Gay Health Network, 2002.
117. Growing Up in Ireland Study Team. Growing Up in Ireland: Risky Health Behaviours and Sexual Activity.
Nov 2016, ESRI/TCD/DCYA, Dublin, ESRI Survey and Statistical Report Series 59#
https://www.esri.ie/publications/growing-up-in-ireland-risky-health-behaviours-and-sexual-activity
118. Gavin, A. Keane, E., Callaghan, M., Molcho, M., Kelly, C., Nic Gabhainn, S. The Irish Health Behaviour in
School-Aged Children (HBSC) Study 2014. Dublin: DoH, December 2015. Available here:
http://www.nuigalway.ie/media/healthpromotionresearchcentre/hbscdocs/nationalreports/HBSC2014-edit(LW).pdf
119. Kelly, C., Gavin, A., Molcho, M., Nic Gabhainn, S. The Irish Health Behaviour in School-Aged Children (HBSC)
Study 2010. Dublin: DoH, February 2012. Available here:
http://www.nuigalway.ie/hbsc/documents/nat_rep_hbsc_2010.pdf
120. Hope, A., Dring, C., Dring, J. College lifestyle and attitudinal national (CLAN) survey. The health of Irish
students. Dublin: Health Service Executive, 2005. Available here: https://www.drugsandalcohol.ie/4327/1/26702853.pdf

121 | P a g e

121. Allwright, S., Barry, J., Bradley, F., Long, J., Thornton, L., Hepatitis B, hepatitis C and HIV in Irish Prisoners:
prevalence and risk. Dublin: The Stationery Office, 1999.
122. McGee H, Garavan R, de Barra M, Byrne J, Conroy RM. The SAVI Report: Sexual abuse and violence in Ireland
A national study of Irish experiences, beliefs and attitudes concerning sexual violence. Dublin: Liffey Press, 2002.
123. Finn C. Worried you might have an STI? More people are going online to get tested. Journal.ie. 2015 Jan 27
[cited 2018 Oct 25]. Available from: https://www.thejournal.ie/std-testing-online-1903882-Jan2015/
124. Editorial. Let’s talk about sexually transmitted infections. Life and Style, Irish Times. 2015 Jan 27 [cited 2018
Oct 25]. Available from: https://www.irishtimes.com/life-and-style/health-family/let-s-talk-about-sexuallytransmitted-infections-1.2074046
125. British HIV Association. UK National Guidelines for HIV Testing 2008. UK: British HIV Association, British
Association of Sexual Health and HIV and the British Infection Society, 2008. Available here:
https://www.bashhguidelines.org/media/1067/1838.pdf
126. Clifton, S., Mercer, C.H., Woodhall, S.C., Sonnenberg, P., Field, N., Lu, L., Johnson, A.M., Cassell, J.A. Patterns
of chlamydia testing in different settings and implications for wider STI diagnosis and care: a probability sample
survey of the British population. Sexually Transmitted Infections. Online first: December 2016. Available here:
http://sti.bmj.com/content/early/2017/03/22/sextrans-2016-052719
127. Sareen, J., Pagura, J., Grant, B. Is intimate partner violence associated with HIV infection among women in
the United States? Gen Hosp Psychiatry, 2009; 31(3): 274-8. Available here:
DOI:10.1016/j.genhosppsych.2009.02.004

122 | P a g e

Appendix 1 : Pilot Survey of STI and HIV Indicators with Steering Committee
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Behavioural Surveillance of STIs and HIV in Ireland (Pilot)
Introduction

You have been invited to take part in a research study being carried out by
researchers from the Department of Psychology, Division of Population Health
Sciences, Royal College of Surgeons in Ireland (RCSI), Dublin aimed at achieving
consensus on STI and HIV behavioural surveillance indicators.
Before you decide whether or not you wish to take part, you should read the
information provided on the next few pages carefully and, if you wish, discuss it with
your colleagues or family or friends. Take time to ask questions – do not feel rushed
or under pressure to make a quick decision.
You should clearly understand the risks and beneﬁts of taking part in this study so
that you can make a decision that is right for you. This process is known as
‘Informed Consent’.
You do not have to take part in this study and you can change your mind about
taking part in the study any time you like. Even if the study has started, you can still
opt out and you do not have to give us a reason.
The following page will give you detailed information on the study and your participation.
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Behavioural Surveillance of STIs and HIV in Ireland (Pilot)
Information on the Study

Why is this study being done?
Sexually transmitted infections and HIV are still a very real threat to public health
and a signiﬁcant burden on the healthcare system. Without an adequate
understanding of: what types of infections are being spread; who gets these
infections; and the kinds of sexual behaviour people engage in; we cannot adequately
or successfully address this public health risk. This study is being done to assess
biological and behavioural surveillance activities that are currently in place to
monitor and prevent the spread of STIs and HIV and what we can do to inform and
develop a better system. One part of this system, and the focus of this survey, is
achieving agreement among all of the relevant and interested stakeholders, as to
what kinds of sexual behaviour questions (or behavioural surveillance indicators)
we should ask people from diﬀerent population groups about.

Who is organising and funding this study?
This study is being conducted by researchers from the Department of Psychology,
Division of Population Health Sciences, Royal College of Surgeons in Ireland (RCSI).
Dr. Caroline Kelleher (Principal Investigator) was awarded a research grant from the
Irish Research Council and the HSE-Sexual Health and Crisis Pregnancy Programme
(HSE-SHCPP) to conduct this research. Dr. Sarah Tecklenborg is employed as a
researcher on the project.

Why am I being asked to take part?
You are being asked to take part as you are employed in an organisation/facility that
is involved in the collection of STI/HIV biological and/or behavioural surveillance
data in Ireland. You may also have been asked to take part as you are involved in
providing services or supports to people who are vulnerable to STIs or HIV. By
completing this survey, you will ensure that the needs of your service users are
represented in the ﬁnal behavioural surveillance system.
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Behavioural Surveillance of STIs and HIV in Ireland (Pilot)
My Participation and Risks and Beneﬁts

How will the study be carried out?
Over the summer months of 2017 we will contact interested participants and
relevant organisations and services and invite them to complete 2 online
questionnaires. After the completion of the ﬁrst questionnaire we will analyse the
ﬁndings and use them to inform the second draft of the questionnaire. You will then
be asked to complete a second questionnaire online. In early to late Autumn 2017 we
plan to invite participants to participate in a consensus-building workshop here in
RCSI. This workshop will produce a national consensus on STI and HIV behavioural
surveillance indicators.
What will happen to me if I agree to take part?
If you are reading this then you have been sent a link to this survey on Survey
Monkey. This survey will ask you to rate a series of statements related to sexual
behaviour and should take approximately 30-35 minutes to complete. After we have
analysed everybody’s responses you will be sent another link to a revised version of
the survey a couple of weeks later. The results from this round will also be analysed
by the project team and the ﬁndings will be presented at a consensus-building
workshop for wider discussion and agreement. If you agree, you will also be invited
to take part in this 1-day workshop. Completing this survey does not mean you have
to attend the workshop.
What are the beneﬁts?
There are no personal beneﬁts to you by taking part. However, as a key stakeholder
involved in STI/HIV surveillance activities and services your voice and that of your
organisation are critical in the development of a ﬁt-for-purpose behavioural
surveillance plan for Ireland.
What are the risks?
There are no foreseeable risks to taking part in this study apart from the demands
on your time completing the surveys and attending the workshop.
Will it cost me anything to take part?
It will not cost you anything to take part. Local and national travel expenses for your
attendance at the consensus-building workshop will be reimbursed upon
presentation of receipts, and refreshments will be provided on the day.

126 | P a g e

Behavioural Surveillance of STIs and HIV in Ireland (Pilot)
Conﬁdentiality and Further Information

Is the study voluntary and conﬁdential?
Your participation in this study is entirely voluntary and you are free to withdraw
and withdraw your data at any stage without giving a reason. In terms of
conﬁdentiality, only the project researchers will have access to your responses/the
Survey Monkey account. Any identifying information from these responses will be
removed by the project team before analysis. It will not be possible to identify you or
your organisation from your responses or from any results emerging from the
analyses of these responses. Survey data will be retained securely on an encrypted
computer in RCSI at all times for 5 years, in line with best research practice.
You should be aware that as Survey Monkey is a US-based company, technically
your data will be stored there. As Survey Monkey is a third-party application, we
cannot guarantee 100% security of your responses. With this in mind, please feel
free to review the following Survey Monkey Privacy Policy
https://www.surveymonkey.com/mp/policy/privacy-policy/ and Security Statement
https://www.surveymonkey.com/mp/policy/security/ which should address any
potential concerns you may have.
The ﬁndings from this research will be used to inform the drafting of a national second
generation (combining biological and behavioural) surveillance plan for Ireland — a
key recommendation of the National Sexual Health Strategy — and will also be
published in scientiﬁc journals and presented at national and international
conferences.
Where can I get further information?
If you have any further questions about the study or if you want to opt out of the study
or if you need any further information now or at any time in the future, please contact:
Researcher’s Names and Contact Details:
Dr Caroline Kelleher and Dr Sarah Tecklenborg
Address: Department of Psychology, Division of Population Health Sciences,
Royal College of Surgeons in Ireland, Beaux Lane House,
Lower Mercer Street, Dublin 2.
Caroline’s Phone: (01) 402 2725 (during oﬀice hours); Email: carolinekelleher@rcsi.ie

127 | P a g e

Sarah’s Phone:(01) 402 2350 (during oﬀice hours); Email: sarahtecklenborg@rcsi.ie
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Behavioural Surveillance of STIs and HIV in Ireland (Pilot)
Informed Consent

Please answer the following questions before beginning the survey.
* I have read and understood the Information Leaﬂet about this research project. The information
has been fully explained to me and I have been able to ask questions, all of which have been
answered to my satisfaction.
⎕

Yes

⎕

No

* I understand that I don’t have to take part in this study and that I can opt out at any time. I
understand that I don’t have to give a reason for opting out.
⎕

Yes

⎕

No

* I am aware of the potential risks of this research study.
⎕

Yes

⎕

No

* I give permission for material/data to be stored for possible future research related to the current
study without further consent being required, subject to research ethics committee approval.
⎕

Yes

⎕

No
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Behavioural Surveillance of STIs and HIV in Ireland (Pilot)
IMPORTANT: Delphi Survey Instructions

We want to identify a list of behavioural indicators essential to the systematic
behavioural surveillance of STIs and HIV among core at-risk populations.
This questionnaire consists of several diﬀerent sections containing lists of STI and
HIV behavioural indicators relevant to diﬀerent population groups.
The indicators presented here are by no means comprehensive and we welcome any
suggestions of additional indicators which you feel are relevant in the Irish context, or
in the context of the population group you are most familiar with.
Importantly, while we have grouped the indicators by population group, we would
appreciate it if you would respond to every indicator in the survey, not just those in the population
group you are most familiar with. This will ensure a ﬁnal list of indicators that is inclusive
and comprehensive.
Indicators which are required for national reporting to the Dublin Declaration and
Global Aids Monitoring programmes are identiﬁed by the following symbol — * — at
the beginning of the question.
Instructions
Please indicate the importance of each of the behavioural surveillance indicators in
the context of the at-risk population group on a scale of 1 to 10, where 1 is ‘Not
important’ and 10 is ‘Essential’.
Please complete your questionnaire by 23/06/2017.
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Behavioural Surveillance of STIs and HIV in Ireland (Pilot)
Section A: Core Indicators (i.e. data to be collected across all at-risk populations)

Please indicate the importance of each of these indicators to STI and HIV behavioural
surveillance in ALL at-risk populations in Ireland.
The scale goes from 1 to 10, where 1 is 'Not important' and 10 is 'Essential'.
Please provide a response for each item.
1

2

3

4

5

*Number of sexual partners in the last 12 months

*Use of a condom at last intercourse (in the last 12 months)

Identiﬁcation of the type of partner at last intercourse (casual, stable, main, paid)

*Ever and date of
the last HIV test or
whether tested in
the last 12 months
*Result of the test (reported or measured)

*Having paid for sex
in the last 12 months
*Use of a condom at last paid intercourse (in the last 12 months)

*Sexual orientation
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6

7

8

9

10

*Being able to both correctly identify ways of preventing the sexual transmission of HIV and to reject major misconceptions about HIV
transmission

*Types of drugs consumed in the last 12 months

Social class/Socio- economic status

*Current
relationship status
Education level (highest level attained)

Country of Birth/ Ethnic origin

Religious beliefs
Employment status
*Age group
*Gender
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Behavioural Surveillance of STIs and HIV in Ireland (Pilot)
Section A: Core Indicators (i.e. data to be collected across all at-risk populations)

Please provide any additional comments detailing anything you feel is missing from the
STI/HIV behavioural surveillance indicator section you have just completed.
Are there any indicators you feel are missing from the above list?
Yes
No
If Yes, please list them here:

Have you any further comments on any of the indicators for all at-risk population groups?
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Behavioural Surveillance of STIs and HIV in Ireland (Pilot)
Section B: General Population Indicators

Please indicate the importance of each of the following indicators to STI and HIV
behavioural surveillance among the General Population in Ireland.
The scale goes from 1 to 10, where 1 is ‘Not important’ and 10 is ‘Essential’.
Please provide a response for each item.
Sexual Experiences
1

2

3

4

5

6

7

8

9

10

4

5

6

7

8

9

10

Heterosexual intercourse (vaginal or anal) before 16

*Sexual intercourse (vaginal or anal) before age 15

Same-sex experience with genital contact ever

Same-sex partners
past 5 years

Partners
1

2

3

*Number of sexual partners lifetime
*Number of sexual partners in the last 12 months

Concurrency (more than one sexual partner overlapping in time)

Number of
heterosexual
partners over the
last ﬁve years
Number of
casual partners in the last year
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Condom and contraceptive use
1

2

3

4

5

*Used condom during last intercourse
*Used condom during last
anal intercourse
Used condom during last oral sex

*Used condom during
most recent intercourse
Used condom during most recent intercourse with main partner

with casual partner
*Used condom during most recent paid intercourse

*Used condom during last intercourse with partner of unknown or discordant HIV status

Consistent (100%)
condom use with all
partners (or
Always/Sometimes/Never)
Consistent condom use with casual partners (or Always/Sometimes/Never)

Consistent condom use with main partner (or Always/Sometimes/Never)

Consistent condom use with paid partner (or Always/Sometimes/Never)

Consistent condom use
with partners of unknown
or discordant HIV status
(or
Always/Sometimes/Never)
Contraceptive use typically (condom, pill, injection, implant, coil, IUD, sterilisation)

Knowledge of emergency
contraceptive pill
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6

7

8

9

10

STI/HIV Testing
1

2

3

4

5

6

7

8

9

10

Ever diagnosed with an STI
Recent STI (last 12
months)
Tested for chlamydia in the last 12 months

Person seeks voluntary
HIV tests
*Pregnant women who were counselled and tested for HIV and know their results

*HIV positive pregnant
women who received
appropriate treatment in
labour according to
Prevention of Mother to
Child Transmission of
HIV Strategy
recommendations
*HIV positive pregnant women who received a complete course of Antiretroviral
therapy (ART) prophylaxis

Male engagement with
speciﬁed health services
(e.g. WellMan Clinics;
Gay Men’s Health
Service)

Paid for Sex
1

2

Paid for heterosexual sex ever

Paid for heterosexual sex in the last 5 years

Number of paid-for partners in the last year
*Paid for sex in the last 12 months
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3

4

5

6

7

8

9

10

Knowledge and Attitudes
1

2

3

4

5

6

7

8

9

10

4

5

6

7

8

9

10

8

9

10

*Have accepting attitudes towards those living with HIV

*Knowledge of
methods of
preventing motherto-child transmission
of HIV
Knowledge of chlamydia
Knowledge of
fertility

Gender-Based Violence
1

2

3

*Experience of intimate partner violence (physical, sexual, emotional, domestic) with current partner

Drug and alcohol use
1

2

3

4

5

Sexual activity while under the inﬂuence of alcohol

Sexual activity while
under the inﬂuence
of psychoactive
substances
Sexual activity while under the inﬂuence of both alcohol and psychoactive substances
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6

7

Behavioural Surveillance of STIs and HIV in Ireland (Pilot)
Section B: General Population Indicators

Please provide any additional comments detailing anything you feel is missing from the
STI/HIV behavioural surveillance indicator section for the General Population.
Are there any indicators you feel are missing from the above list?
Yes
No

If Yes, please list them here:

Have you any further comments on any of the listed indicators for the General Population atrisk group?
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Behavioural Surveillance of STIs and HIV in Ireland (Pilot)
Section C: Young People (16-29 years)

Please indicate the importance of each of these indicators to STI and HIV
behavioural surveillance among Young People (16-29 years) in Ireland.
The scale goes from 1 to 10, where 1 is ‘Not important’ and 10 is ‘Essential’.
Please provide a response for each item.
Sexual experiences
1

2

3

4

5

6

7

8

9

10

1

2

3

4

5

6

7

8

9

10

*Age at ﬁrst intercourse

Partners

Concurrency (multiple sexual partnerships overlapping in time)

Number of partners
lifetime
Age-mixing (one partner signiﬁcantly older than
another) in sexual partnerships among young women
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Paid for Sex
1

2

3

4

5

6

Number of young people who have ever received money or other form of exchange for sex

*Sexual intercourse
with a commercial
sex worker among
young people (*last
12 months) (ever)
Sexual intercourse with a commercial sex worker among young men (ever)
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7

8

9

10

Condom and contraceptive use

*Used condom during last intercourse

1

2

3

4

5

6

7

Used condom at ﬁrst
intercourse
*Used condom during last anal intercourse

Used condom during last
oral sex
*Used condom during most recent intercourse with casual partner

Used condom during most recent intercourse with main partner

Used condom during most recent paid intercourse

*Used condom during last
intercourse with partner
of unknown or discordant

Consistent (100%) condom use with all partners (or Always/Sometimes/Never)

HIV status
Consistent condom use with casual partners (or Always/ Sometimes/ Never)

Consistent condom use with paid partner (of Always/ Sometimes/ Never)
Consistent condom use with main partner (or Always/Sometimes/Never)

Consistent condom use with partners of unknown or discordant HIV status (or Always/Sometimes/Never)
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8

9

10

Contraceptive use
typically (condom, pill,
injection, implant, coil,
IUD, sterilisation)
Contraceptive use at ﬁrst intercourse

Contraceptive use at last
intercourse
Young people abstaining from sexual intercourse
Young people being
faithful to one partner
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STI/HIV testing
1

2

3

4

Recent STI (last 12 months)
HIV testing
behaviour (regular
testing, service
seeking
behaviours) among
young people
Young people who were ever diagnosed with an STI

Young people who were ever treated for an STI
were ever treated
Number of young people seeking voluntary HIV tests

Use of sexual and
reproductive health
services (e.g.
B4UDecide; STI
clinics) by young
people
Percent of girls vaccinated with the Human Papilloma virus (HPV) vaccine

Number of young
people not
attending HIV
services because of
stigma and
discrimination
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5

6

7

8

9

10

Knowledge and Attitudes

*Sexual and reproductive health knowledge (being able to both correctly identify ways of preventing the sexual transmission of STIs and
HIV and rejecting major misconceptions about transmission and reproductive health issues)

1

2

3

4

5

6

7

8

9

10

Percentage of young people who
have ‘positive’ attitudes toward key
sexual and reproductive health
issues (attitudes to
condoms/contraceptives/abstinence,
gender role stereotypes, perceived
vulnerability)
Percentage of young people who are conﬁdent that they could refuse sex if they did not want it

Percentage of young people who
are conﬁdent that they could get
their partner to use
contraceptives/condoms if they
desired
Percentage of young people who believe they could seek sexual and reproductive health information and services if they needed them

Young people who feel ‘connected’
with their parents
Young people who feel ‘connected’ with their family

Gender-based Violence
1

2

3

4

5

6

7

*Experience of intimate partner violence (physical, sexual, emotional, domestic) with current partner

Coercive or forced sex among young people
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8

9

10

Behavioural Surveillance of STIs and HIV in Ireland (Pilot)
Section C: Young People (16-29 years)

Please provide any additional comments detailing anything you feel is missing from the
STI/HIV behavioural surveillance indicator section for Young People (16-29 years).
Are there any indicators you feel are missing from the above list?
Yes
No
If Yes, please list them here:

Have you any further comments on any of the listed indicators for the Young People (16-29
years) at-risk group?
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Behavioural Surveillance of STIs and HIV in Ireland (Pilot)
Section D: Men who have sex with men (MSM)

Please indicate the importance of each of these indicators to STI and HIV
behavioural surveillance among Men who have sex with men (MSM) in Ireland.
The scale goes from 1 to 10, where 1 is ‘Not important’ and 10 is ‘Essential’.
Please provide a response for each item.
Sexual Experiences
1

2

3

4

5

6

7

8

9

10

1

2

3

4

5

6

7

8

9

10

*Age at ﬁrst intercourse

Partners

Number of anal sex partners in the last six months

Concurrency
(multiple sexual
partnerships
overlapping in time)
Men who have risky sex (unprotected sex) with men and women
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Condom and contraceptive use
1

2

3

4

5

*Used condom during last intercourse

*Used condom during last
anal intercourse
Used condom during last oral sex

Used condom during most recent intercourse with casual partner
most recent intercourse
Used condom during most recent intercourse with main partner

Used condom during
most recent paid intercourse

Used condom during last intercourse with partner of unknown or discordant HIV status

Consistent (100%)
condom use with all
partners (or
Always/Sometimes/Never)
Consistent condom use with casual partners (or Always/Sometimes/Never)

Consistent condom use with main partner (or
Always/ Sometimes/ Never)

Consistent condom use with paid partner (or Always/Sometimes/Never)

Consistent condom use
with partners of unknown
or discordant HIV status
(or
Always/Sometimes/Never)

Unprotected anal intercourse with any partner in the last 12 months
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6

7

8

9

10

Unprotected anal
intercourse with main
partner in the last 12
months
Unprotected anal intercourse with casual partner in the last 12 months

Unprotected anal
intercourse with partner
of unknown HIV status in
the last 12 months
Unprotected anal intercourse with partner of discordant HIV status in the last 12 months

Number of unprotected
anal intercourse partners
Frequency of unprotected anal intercourse

Unprotected anal
intercourse at last sexual
encounter
Unprotected anal intercourse at last sexual encounter with a person of unknown HIV status

Paid for Sex
1

2

3

4

5

Have received payment (i.e. ﬁnancial or in-kind) for sex in the last 12 months
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6

7

8

9

10

STI/HIV testing
1

2

Recent STI (last 12 months)
Was ever tested for
Hepatitis C
Date of last Hepatitis C test

*Result of the
Hepatitis C test
(reported or
measured)
*Currently receiving treatment for HIV
CD4 (CD4 positive Tlymphocytes) cell
count (reported or
measured)
Level of HIV viral load

*Current active
syphilis infection
*People receiving pre-exposure prophylaxis

*Hepatitis B status
MSM seeking HIV tests voluntarily

*Not attending HIV
services because of
stigma and
discrimination
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3

4

5

6

7

8

9

10

Knowledge and Attitudes
1

2

3

4

5

6

7

8

9

10

*Sexual and reproductive health knowledge (both being able to correctly identify ways of preventing the sexual transmission of STIs and
HIV and rejecting major misconceptions about transmission and reproductive health issues)

STIs and HIV in Ireland: towards
developing a national second
generation surveillance system

Authors
Dr Sarah Tecklenborg & Dr Caroline Kelleher
May 2019

Gender-Based Violence
1

2

3

4

5

6

7

8

9

10

8

9

10

*Experience of intimate partner violence (physical, sexual, emotional, domestic) with current partner

Drug and alcohol use
1
Use of poppers in the last 12 months
Use of crystal
methamphetamin,
GHB/GBL,
mephedrone, or
ketamine (Chemsex
drugs) during a
sexual encounter in
the last 12 months
Having ever injected drugs
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2

3

4

5

6

7

Behavioural Surveillance of STIs and HIV in Ireland (Pilot)
Section D: Men who have sex with men (MSM)

Please provide any additional comments detailing anything you feel is missing from the
STI/HIV behavioural surveillance indicator section for Men who have sex with men (MSM) in
Ireland.
Are there any indicators you feel are missing from the above list?
Yes
No

If Yes, please list them here:

Have you any further comments on any of the listed indicators for the Men who have sex with
men (MSM) at risk group?
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Behavioural Surveillance of STIs and HIV in Irelan (Pilot)
Section E: Sex Workers

Please indicate the importance of each of these indicators to STI and HIV
behavioural surveillance among Sex Workers in Ireland.
The scale goes from 1 to 10, where 1 is ‘Not important’ and 10 is ‘Essential’.
Please provide a response for each item.
Sexual Experiences
1

2

Age at ﬁrst intercourse and/or being sexually active
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3

4

5

6

7

8

9

10

Condom and contraceptive use
1

2

3

4

5

6

7

8

9

10

*Used condom during last intercourse
*Used condom during last
anal intercourse
Used condom during last oral sex

Used condom during
most recent intercourse
with casual partner
*Used condom during most
Used condom during most recent intercourse with main partner
Used condom during last intercourse with partner of unknown or discordant HIV status

recent paid intercourse
Consistent (100%)
condom use with all
partners (or
Always/Sometimes/Never)
Consistent condom use with casual partners (or Always/Sometimes/Never)

Consistent condom use with main partner (or
Always/ Sometimes/ Never)
Consistent condom use with paid partner (or Always/Sometimes/Never)

Consistent condom use
with partners of unknown
or discordant HIV status
(or
Always/Sometimes/Never)
Consistent condom use with a client during intercourse in the last month

Consistent condom use
with a client during oral
sex in the last month

Paid for Sex
1

2

3

4

5

*Have received payment (i.e. ﬁnancial or in-kind) for sex in the last 12 months
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6

7

8

9

10

STI/HIV testing
1

2

3

Recent STI (last 12 months)
Ever tested for
Hepatitis C
Date of last Hepatitis C test

*Result of the Hep C test
(reported or measured)
Sex workers seeking voluntary HIV tests
*Active syphilis
among sex workers
*Hepatitis B status
*Not attending HIV
services because of
stigma and
discrimination
Use of targeted service delivery points for sex workers (e.g.
Women’s Health Project, Dublin)
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4

5

6

7

8

9

10

Knowledge and Attitudes
1

2

3

4

5

6

7

8

9

10

*Sexual and reproductive health knowledge (being able to correctly identify ways of preventing the sexual transmission of STIs and HIV
and rejecting major misconceptions about transmission and reproductive health issues)

Drug and substance abuse
1
Injected drugs in the last six months
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2

3

4

5

6

7

8

9

10

Behavioural Surveillance of STIs and HIV in Ireland (Pilot)
Section E: Sex Workers

Please provide any additional comments detailing anything you feel is missing from the
STI/HIV behavioural surveillance indicator section for Sex Workers.
Are there any indicators you feel are missing from the above list?
Yes
No

If Yes, please list them here:

Have you any further comments on any of the listed indicators for the Sex Workers at-risk
group?
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Behavioural Surveillance of STIs and HIV in Ireland (Pilot)
Section F: Intravenous Drug Users (IDU)

Please indicate the importance of each of these indicators to STI and HIV
behavioural surveillance among Intravenous Drug Users (IDU) in Ireland. The
scale goes from 1 to 10, where 1 is ‘Not important’ and 10 is ‘Essential’. Please
provide a response for each item.
Condom and contraceptive use
1

2

3

4

5

6

7

8

9

*Drug injectors using condoms during most recent sexual intercourse with a casual partner

*Drug injectors
using condoms
during most recent
sexual intercourse
with a main partner
*Drug injectors using condoms during most recent sexual intercourse with a partner of unknown or discordant HIV status

*Drug injectors
using condoms
during most recent
paid-for sexual
intercourse
Drug injectors using condoms the last time they sold sex (for money or beneﬁt-in-kind)
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10

Paid for Sex
1

2

3

4

5

6

7

8

9

10

Have received payment (i.e. ﬁnancial or otherwise) for sex in the last 12 months

Safe Injecting Practices
1

2

3

Number of times injected (last month)
*Sharing equipment
(needles, syringes, other
injecting equipment) (last
month)
Equipment sharing at last injection

Injecting drug users
sharing in high equipmentsharing situations (last 6
months)
Number of sharing partners (last month)

Years since ﬁrst injected
Ever injected while in prison

*Consistent (100%) use of
sterile needles (or
Always/Sometimes/Never)
*Injecting drug users with access to sterile needles
Substitution therapy (last
month)
*Use of sterile injecting equipment the last time they injected
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4

5

6

7

8

9

10

STI/HIV testing
1

2

3

4

5

6

7

8

9

10

4

5

6

7

8

9

10

Ever tested for Hepatitis C
Date of last
Hepatitis C test
*Result of the Hep C test (reported or measured)

Intravenous drug users seeking
voluntary HIV tests
Currently receiving treatment for HIV
CD4 (CD4 positive Tlymphocyte) cell
count (reported or
measured)
Level of HIV viral load

*Avoidance of HIV services because of stigma and discrimination

*Hepatitis B status
Local availability of
opioid substitution
therapy

Knowledge and Attitudes
1

2

3

*Sexual and reproductive health knowledge (both being able to correctly identify ways of preventing the sexual transmission of STIs and
HIV and rejecting major misconceptions about transmission and reproductive health issues)
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Behavioural Surveillance of STIs and HIV in Ireland (Pilot)
Section F: Intravenous Drug Users (IDU)

Please provide any additional comments detailing anything you feel is missing from the
STI/HIV behavioural surveillance indicator section for Intravenous Drug Users in Ireland.
Are there any indicators you feel are missing from the above list?
Yes
No

If Yes, please list them here:

Have you any further comments on any of the listed indicators for the Intravenous Drug Users
(IDU) at-risk population group?
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Behavioural Surveillance of STIs and HIV in Ireland (Pilot)
Section G: Prisoners

Please indicate the importance of each of these indicators to STI and HIV
behavioural surveillance among Prisoners in Ireland.
The scale goes from 1 to 10, where 1 is ‘Not important’ and 10 is ‘Essential’.
Please provide a response for each item.

Sexual Experiences
1

2

3

4

5

6

7

8

9

10

3

4

5

6

7

8

9

10

*Age at ﬁrst intercourse and/or being sexually active

Partners
1

2

Concurrency (multiple sexual partnerships overlapping in time)
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Condom Use
1

2

3

4

5

6

7

Use of a condom during most recent intercourse with a casual partner

Use of a condom
during most recent
intercourse with a
stable partner
Use of a condom during most recent intercourse with a main partner

Use of a condom during most recent
paid intercourse
Use of a condom during most recent paid intercourse with a partner of unknown or discordant HIV status
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8

9

10

STI/HIV testing
1

2

3

4

5

6

7

8

9

10

1

2

3

4

5

6

7

8

9

10

Recent STI (last 12 months)
Having ever been
tested for Hepatitis C
Date of last Hepatitis C test
Result of the
Hepatitis C test
(reported or
measured)
Hepatitis B status
Avoidance of HIV
services because of
stigma and
discrimination

Paid for Sex

Having received payment (i.e. ﬁnancial or in-kind) for sex in the last 12 months
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Behavioural Surveillance of STIs and HIV in Ireland (Pilot)
Section G: Prisoners

Please provide any additional comments detailing anything you feel is missing from the
STI/HIV behavioural surveillance indicator section for Prisoners.
Are there any indicators you feel are missing from the above list?
Yes
No
If Yes, please list them here:

Have you any further comments on any of the listed indicators for the Prisoner at-risk
population group?
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Behavioural Surveillance of STIs and HIV in Ireland (Pilot)
Section H: Migrants

Please indicate the importance of each of these indicators to STI and HIV
behavioural surveillance among migrants in Ireland.
The scale goes from 1 to 10, where 1 is ‘Not important’ and 10 is ‘Essential’.
Please provide a response for each item.
Sexual experiences
1

2

3

4

5

6

7

8

9

10

3

4

5

6

7

8

9

10

*Age at ﬁrst intercourse and/or being sexually active

Partners
1

2

Concurrency (multiple sexual partnerships overlapping in time)
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Condom Use
1

2

3

4

5

6

7

Use of a condom during most recent intercourse with a casual partner

Use of a condom
during most recent
intercourse with a
stable partner
Use of a condom during most recent intercourse with a main partner

Use of a condom during
most recent
Use of a condom during most recent paid intercourse with a partner of unknown or discordant HIV status

paid intercourse
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8

9

10

Paid for Sex
1

2

3

4

5

6

7

8

9

10

Having received payment (i.e. ﬁnancial or in-kind) for sex in the last 12 months

STI/HIV testing
1

2

3

4

5

6

7

8

9

10

2

3

4

5

6

7

8

9

10

Recent STI (last 12 months)
Having ever been
tested for Hepatitis C
Date of last Hepatitis C test
Result of the last
Hepatitis C test
(reported or
measured)
Hepatitis B status
Avoidance of HIV
services because of
stigma and
discrimination

Gender-Based Violence
1

*Experience of intimate partner violence (physical, sexual, emotional, domestic) with current partner
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Behavioural Surveillance of STIs and HIV in Ireland (Pilot)
Section H: Migrants

Please provide any additional comments detailing anything you feel is missing from the
STI/HIV behavioural surveillance indicator section for Migrants.
Are there any indicators you feel are missing from the above list?
Yes
No

If Yes, please list them here:

Have you any further comments on any of the listed indicators for the Migrant at-risk
population group?
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Behavioural Surveillance of STIs and HIV in Ireland (Pilot)
Section I: People Living with HIV/AIDS (PLWHA)

Please indicate the importance of each of these indicators to STI and HIV
behavioural surveillance among People Living with HIV/AIDS (PLWHA) in Ireland.
The scale goes from 1 to 10, where 1 is ‘Not important’ and 10 is ‘Essential’.
Please provide a response for each item.
Sexual Experiences
1

2

3

4

5

6

7

8

9

10

3

4

5

6

7

8

9

10

*Age at ﬁrst intercourse and/or being sexually active

Partners
1

2

Concurrency (multiple sexual partnerships overlapping in time)
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Condom Use
1

2

3

4

5

6

7

8

9

10

8

9

10

Use of a condom during most recent intercourse with a casual partner

Use of a condom
during most recent
intercourse with a
stable partner
Use of a condom during most recent intercourse with a main partner

Use of a condom d u r i n g m o s t p a i d
intercourse
Use of a condom during most recent paid intercourse with a partner of unknown or discordant HIV status

Paid for Sex
1

2

3

4

5

Have received payment (i.e. ﬁnancial or in-kind) for sex in the last 12 months
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6

7

STI/HIV testing
1

2

3

4

5

6

7

8

9

10

5

6

7

8

9

10

Recent STI (last 12 months)
Having ever been
tested for Hepatitis C
Date of last Hepatitis C test
Result of the
Hepatitis C test
(reported or
measured)
*Currently receiving treatment for HIV

*CD4 (CD4 positive
T-lymphocyte) cell
count (reported or
measured)
* People with advanced HIV infection receiving antiretroviral therapy

Level of HIV viral
load
Hepatitis B status
Avoidance of HIV
services because of
stigma and
discrimination

Gender-Based Violence
1

2

3

4

*Experience of intimate partner violence (physical, sexual, emotional, domestic) with current partner
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Behavioural Surveillance of STIs and HIV in Ireland (Pilot)
Section I: People living with HIV/AIDS (PLWHA)

Please provide any additional comments detailing anything you feel is missing from the
STI/HIV behavioural surveillance indicator section for People living with HIV/AIDS (PLWHA).
Are there any indicators you feel are missing from the above list?
Yes
No

If Yes, please list them here:

Have you any further comments on any of the listed indicators for the People living with
HIV/AIDS (PLWHA) at-risk population group?
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Behavioural Surveillance of STIs and HIV in Ireland (Pilot)
Section J: Transgender

Please indicate the importance of each of these background indicators to STI and HIV
behavioural surveillance among Transgender people in Ireland. The scale goes from 1
to 10, where 1 is ‘Not important’ and 10 is ‘Essential’. Please provide a response for
each item.
Condom and contraceptive use
1

2

3

4

5

*Used condom during last intercourse
*Used condom during last
anal intercourse
Used condom during last oral sex

Used condom during most recent intercourse
with casual partner
Used condom during most recent intercourse with main partner

Used condom during
most recent paid
intercourse
Used condom during last intercourse with partner of unknown or discordant HIV status

Consistent (100%) condom
use with all partners (or
Always/Sometimes/Never)
Consistent condom use with casual partners (or Always/Sometimes/Never)

Consistent condom use
with main partner (or
Always/Sometimes/Never)
Consistent condom use with paid partner (or Always/Sometimes/Never)
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6

7

8

9

10
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Consistent condom use with
partners of unknown
or discordant HIV status
(or Always/Sometimes/Never)
Unprotected anal intercourse with any partner in the last 12 months

Unprotected anal intercourse
with main partner in the last
12 months
Unprotected anal intercourse with casual partner in the last 12 months

Unprotected anal intercourse
with partner of unknown HIV
status in the last 12 months
Unprotected anal intercourse with partner of discordant HIV status in the last 12 months

Number of unprotected anal
intercourse partners
Frequency of unprotected anal intercourse

Unprotected anal
intercourse at last sexual
encounter
Unprotected anal intercourse at last sexual encounter with a person of unknown HIV status
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STI/HIV testing
1

2

3

4

5

6

7

8

9

10

2

3

4

5

6

7

8

9

10

Recent STI (last 12 months)
Having ever been
tested for Hepatitis C
Date of the last Hepatitis C test
Result of the last
Hepatitis C test
(reported or
measured)
Hepatitis B status
*Avoidance of
HIV/STI services
because of stigma
and discrimination

Gender-Based Violence
1

*Experience of intimate partner violence (physical, sexual, emotional, domestic) with current partner
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Behavioural Surveillance of STIs and HIV in Ireland (Pilot)
Section J: Transgender

Please provide any additional comments detailing anything you feel is missing from the
STI/HIV behavioural surveillance indicator section for Transgender people.
Are there any indicators you feel are missing from the above list?
Yes
No

If Yes, please list them here:

Have you any further comments on any of the listed indicators for the Transgender at-risk
population group?
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Behavioural Surveillance of STIs and HIV in Ireland (Pilot)
Section K: Homeless

Please indicate the importance of each of these background indicators to STI and
HIV behavioural surveillance among Homeless people in Ireland. The scale goes
from 1 to 10, where 1 is ‘Not important’ and 10 is ‘Essential’. Please provide a
response for each item.
Sexual Experiences
1

2

3

4

5

6

7

8

9

10

Age at ﬁrst intercourse and/or being sexually active

Condom and contraceptive use
1

2

3

4

5

6

Used condom during last intercourse
Used condom during last
anal intercourse
Used condom during last oral sex

Used condom during most recent intercourse
with casual partner
Used condom during
Used condom during most recent intercourse with main partner
Used condom during last intercourse with partner of unknown or discordant HIV status

most recent paid intercourse
Consistent (100%) condom use with all partners (or Always/Sometimes/Never)
Consistent condom use with casual partners (or Always/Sometimes/Never)

Consistent condom use
with main partner (or
Always/Sometimes/Never)

178Consistent
| P a g condom
e
use with paid partner (or Always/Sometimes/Never)

7

8

9

10

Consistent condom use with
partners of unknown
or discordant HIV status
(or Always/Sometimes/Never)
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Paid for Sex
1

2

3

4

5

6

7

8

9

10

Have received payment (i.e. ﬁnancial or in-kind) for sex in the last 12 months

STI/HIV testing
1

2

3

4

5

6

7

8

9

10

2

3

4

5

6

7

8

9

10

2

3

4

5

6

7

8

9

10

Recent STI (last 12 months)
Having ever been
tested for Hepatitis C
Date of last Hepatitis C test
Result of last
Hepatitis C test
(reported or
measured)
Hepatitis B status
Avoidance of
HIV/STI services
because of stigma
and discrimination

Drugs and Substance Abuse
1
Have injected drugs in the last 6 months

Gender-Based Violence
1

Experience of intimate partner violence (physical, sexual, emotional, domestic) with current partner
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Behavioural Surveillance of STIs and HIV in Ireland (Pilot)
Section K: Homeless

Please provide any additional comments detailing anything you feel is missing from the
STI/HIV behavioural surveillance indicator section for Homeless people.
Are there any indicators you feel are missing from the above list?
Yes
No

If Yes, please list them here:

Have you any further comments on any of the listed indicators for the Homeless people at-risk
population group?
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Behavioural Surveillance of STIs and HIV in Ireland (Pilot)
Section L: Background

Congratulations, you have reached the last section of the survey. Before you go, we
would really appreciate it if you could provide us with some brief detail on your
experience in this ﬁeld. This will provide us with important context for analysing
survey responses, and your anonymity is guaranteed.
In which capacity are you responding to this questionnaire?
Policy Maker
Researcher/Academic
Public Health Service Provider
Voluntary/Non-Governmental Organisation Service Provider
Clinical Practitioner — Public Health
Clinical Practitioner — STI/HIV Specialist
Other (please specify)
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Which of the following groups describes the main focus of your work?
General Population
Young People
Men who Have Sex with Men
Sex Workers
Intravenous Drug Users
Prisoners
Migrants
People Living With HIV/AIDS
Transgender
Homeless

Other (please specify)

Which HSE region(s) do you work in or does your service operate in?
Dublin Mid-Leinster

Dublin North East

South

West

How would you rate your expertise in relation to HIV and STI risk behaviours for each of the
following populations?
No experience
General Population
Youth
Men who Have Sex with Men

Intravenous Drug users

Sex Workers
Prisoners
Migrants
People Living With
HIV
Transgender
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Some experience

Experienced

Expert

Homeless
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Behavioural Surveillance of STIs and HIV in Ireland (Pilot)
Query re Informed Consent

You have been brought to this page as you endorsed ‘No’ to one or more of the questions on our
Informed Consent form page.

If this was done in error, please go back and begin the survey again.

If you have any questions or require further clariﬁcation before proceeding, please contact a
member of the research team: Caroline Kelleher on 01 402 2725 carolinekelleher@rcsi.ie or
Sarah Tecklenborg on 01 402 2350 sarahtecklenborg@rcsi.ie.

Thank you for your time thus far; we really appreciate it.
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Behavioural Surveillance of STIs and HIV in Ireland (Pilot)

Finished

Thank you for completing the survey and taking the time to provide us with your important
feedback and comments.
We really appreciate the time you have taken to assist us with our research and we will
be in touch again in the future with some feedback and the second version of this
survey.
Caroline and Sarah

https://www.surveymonkey.com/r/NJM2KT7
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Appendix 2: E-Delphi Results
Table of STI and HIV Behavioural Indicators that had reached consensus agreement with stakeholders by
the end of the E-Delphi Study
Round 1
Population

Indicator Area

Indicator

Mean

Core

Core

*Use of a condom at last sexual
intercourse (in the last 12 months)
*Number of sexual partners in the
last 12 months

Partners

Condom and
Contraceptive
Use

General
Population

Mean

ST.
Dev

8.98

ST.
Dev
1.99

8.75

2.04

8.89

1.3

*Number of sexual partners in the
last 12 months

8.53

2.16

8.5

1.74

*Used condom during last
intercourse

8.39

2.18

8.48

2.06

*Used condom during last anal
intercourse
*Used condom during most recent
intercourse with casual partner
*Used condom during last
intercourse with partner of
unknown or discordant HIV status
Consistent condom use with
partners of unknown or discordant
HIV status (or
Always/Sometimes/Never)
Recent STI (last 12 months)

8.63

2.08

8.79

2

8.74

2.08

8.62

2.2

8.82

2.07

8.9

1.64

8.95

1.87

9.03

1.95

8.48

2.12

Sexual
Experiences
Partners

*Age at first intercourse

8

2.59

8.35

1.98

Concurrency (multiple sexual
partnerships overlapping in time)

8.31

2.24

8.42

1.59

Paid for Sex

Number of young people who have
ever received money or other form
of exchange for sex
*Used condom during last anal
intercourse

8.34

2.42

8.68

1.33

8.93

2.16

8.61

1.91

Used condom during most recent
paid intercourse
Consistent (100%) condom use
with all partners (or
Always/Sometimes/Never)
*Used condom during most recent
intercourse with casual partner

8.65

2.35

8.71

1.99

8.66

2.39

8.39

2.03

9.04

1.97

STI/HIV Testing

Young
People

Condom and
Contraceptive
Use
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Round 2

STI/HIV Testing

Knowledge and
Attitudes

Gender-Based
Violence
MSM

Partners
Condom and
Contraceptive
Use
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*Used condom during last
intercourse with partner of
unknown or discordant HIV status
Consistent condom use with
casual partners (or
Always/Sometimes/Never)
Consistent condom use with
partners of unknown or discordant
HIV status (or Always/Sometimes/
Never)
Young people who were ever
diagnosed with an STI
Recent STI (last 12 months)
Young people who were ever
treated for an STI
*Sexual and reproductive health
knowledge (being able to correctly
identify ways of preventing the
sexual transmission of sexually
transmitted infections (STIs) and
HIV)
*Sexual and reproductive health
knowledge (being able to reject
major misconceptions about
transmission of STIs and HIV and
reproductive health issues)
Young people who have ‘positive’
attitudes toward key sexual and
reproductive health issues
(attitudes to condoms/
contraceptives/abstinence, gender
role stereotypes, perceived
vulnerability)
Young people who are confident
that they could refuse sex if they
did not want it
Young people who believe they
could seek sexual and
reproductive health information
and services if they needed them
Coercive or forced sex among
young people

9.25

1.84

9.14

1.96

9.28

1.91

8.9

1.8

8.77

1.18

9.21
8.79

1.47
1.81

8.32

1.94

8.97

2.1

8.65

2.14

8.93

2.07

8.68

1.7

8.59

2.21

8.52

1.75

8.86

1.68

9.07

1.53

9.21

1.32

Men who have risky sex (unprotected
sex) with both men and women
*Used condom during last
intercourse

9.32

1.35

9

1.58

*Used condom during last anal
intercourse
Used condom during most recent
intercourse with casual partner
Used condom during last
intercourse with partner of
unknown or discordant HIV status

9.36

1.35

9.2

1.44

9.16

1.52

MSM

Sex Workers
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Consistent condom use with
casual partners (or
Always/Sometimes/ Never)
Unprotected anal intercourse with
any partner in the last 12 months
Unprotected anal intercourse with
casual partner in the last 12
months
Unprotected anal intercourse with
partner of unknown HIV status in
the last 12 months
Unprotected anal intercourse with
partner of discordant HIV status in
the last 12 months
Unprotected anal intercourse at
last sexual encounter
Unprotected anal intercourse at
last sexual encounter with a
person of unknown HIV status
Condom and
Number of unprotected anal
Contraceptive Use intercourse partners
STI/HIV Testing Recent STI (last 12 months)
*Currently receiving treatment for
HIV
Level of HIV viral load
*Current active syphilis infection
*People receiving pre-exposure
prophylaxis
*Hepatitis B status
MSM receiving PEP (postexposure prophylaxis)

9.16

1.52

9.24

1.48

9.6

0.65

9.48

0.77

9.56

0.65

9.08

1.47

9.28

1.31

8.88

1.67

9.48
9.44

1.08
0.96

9.04
9.4
9.44

1.43
1.08
0.96

9.24
—

1.2

Drug and
Alcohol Use

Use of crystal methamphetamine,
GHB/GBL, mephedrone, or
ketamine (Chemsex drugs) during
a sexual encounter in the last 12
months
Having ever injected drugs

9.13

Condom and
Contraceptive
Use

8.66

1.88

9

1.52

1.48

9.31

1

9.04

1.51

9.21

1.03

*Used condom during last
intercourse

9.92

0.29

*Used condom during last anal
intercourse
Used condom during last oral sex
Used condom during most recent
intercourse with casual partner
*Used condom during most recent
paid intercourse
Used condom during last
intercourse with partner of
unknown or discordant HIV status
Consistent (100%) condom use
with all partners (or Always/
Sometimes/Never)

9.92

0.29

9.58
9.92

1.16
0.29

9.92

0.28

9.92

0.29

9.08

2.27

STI/HIV Testing

Paid for Sex

Knowledge and
Attitudes

Drug and
Substance
Abuse
PWID
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Condom and
Contraceptive
Use

Consistent condom use with
casual partners (or
Always/Sometimes/ Never)
Consistent condom use with paid
partner (or Always/Sometimes/
Never)
Consistent condom use with
partners of unknown or discordant
HIV status (or Always/Sometimes/
Never)
Consistent condom use with a
client during intercourse in the last
month
Consistent condom use with a
client during oral sex in the last
month
Recent sexually transmitted
infection (last 12 months)
Ever tested for Hepatitis C
Date of last Hepatitis C test
*Result of the Hepatitis C test
(reported or measured)
Sex workers seeking voluntary HIV
tests
*Active syphilis among sex workers
*Hepatitis B status
*Not attending HIV services
because of stigma and
discrimination
Use of targeted service delivery
points for sex workers (e.g.
Women’s Health Project, Dublin)
*Have received payment (i.e.
financial or in-kind) for sex in the
last 12 months
Length of time working as a sex
worker
Frequency of sex work
*Sexual and reproductive health
knowledge (being able to correctly
identify ways of preventing the
sexual transmission of STIs and
HIV)
*Sexual and reproductive health
knowledge (being able to reject
major misconceptions about
transmission of STIs and HIV and
reproductive health issues)
Injected drugs in the last six
months

9.83

0.39

9.83

0.39

9.83

0.39

9.83

0.39

9.73

0.65

9.85

0.38

9.42
9.58
9.77

1.24
0.67
0.6

9.33

1.37

9.77
9.77
9.38

0.44
0.6
1.33

8.92

1.83

9.15

2.15

*Drug injectors using condoms
during most recent sexual
intercourse with a casual partner

—
—
9.08

2.27

9.08

2.27

9.69

0.63

9.44

1.04

9.15

1.5

8.95

0.89

8.45

2.24

Safe Injecting
Practices

STI/HIV Testing

Paid for Sex

Knowledge and
Attitudes
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*Drug injectors using condoms
during most recent sexual
intercourse with a main partner
*Drug injectors using condoms
during most recent sexual
intercourse with a partner of
unknown or discordant HIV status
*Drug injectors using condoms
during most recent paid-for sexual
intercourse
Drug injectors using condoms the
last time they sold sex (for money
or benefit-in-kind)
*Sharing equipment (needles,
syringes, other injecting
equipment) (last month)
Equipment sharing at last injection
Number of sharing partners (last
month)
*Consistent (100%) use of sterile
needles or (Always/Sometimes/
Never)
*Injecting drug users with access
to sterile needles
*Use of sterile injecting equipment
the last time they injected
Years since first injected
Number of times injected (last
month)
Ever injected while in prison
Injecting drug users sharing in high
equipment-sharing situations (last
6 months)
Ever tested for Hepatitis C
Date of last Hepatitis C test
*Result of the Hep C test (reported
or measured)
Intravenous drug users seeking
voluntary HIV tests
Currently receiving treatment for
HIV
CD4 (CD4 positive T-lymphocyte)
cell count (reported or measured)
Level of HIV viral load
*Hepatitis B status
Local availability of opioid
substitution therapy
Have received payment (i.e.
financial or otherwise) for sex in
the last 12 months
*Sexual and reproductive health
knowledge (being able to correctly
identify ways of preventing the
sexual transmission of sexually
transmitted infections and HIV)

9

1.41

9.59

0.87

9.65

0.86

9.81

0.54

9.81

0.54

9.69
9.13

0.6
1.78

9.75

0.58

9.75

0.58

9.76

0.56

8.06
8.44

1.57
1.55

8.88
8.75

1.63
2.08

9.35
9.41
9.71

1.17
0.87
0.77

9

1.21

9.63

0.62

8.94

1.24

9.25
9.65
9.06

0.93
0.70
1.34

9.12

1.54

8.88

1.96

9.25

1.24

8.88

1.5

Prisoners

Condom and
Contraceptive
Use

STI/HIV Testing

Drug or
Substance
Abuse

Migrants
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Condom and
Contraceptive
Use

*Sexual and reproductive health
knowledge (being able to reject
major misconceptions about
transmission of sexually
transmitted infections and HIV and
reproductive health issues)

8.88

1.96

Use of a condom during most
recent intercourse with a casual
partner
Use of a condom during most
recent paid intercourse
Use of a condom during most
recent paid intercourse with a
partner of unknown or discordant
HIV status
Availability of condoms in prison
Recent sexually transmitted
infection (last 12 months)
Having ever been tested for
Hepatitis C
Date of last Hepatitis C test
Result of the Hepatitis C test
(reported or measured)
Hepatitis B status
Ever injected while in prison

9.1

1.6

8.7

1.7

8.9

1.66

9.55
9.45

1.51
1.04

9.18

1.54

9.55
9.73

0.69
0.65

9.82
9.3

0.6
1.57

Use of sterile needles (Always/
Sometimes/Never)
Used substitution therapy (last month)
Sharing injecting equipment
(needles, syringes, other injecting
equipment) (last month)
Number of equipment-sharing
partners
Injecting equipment sharing at last
injection
Injecting drug users with access to
sterile needles
*Use of sterile injecting equipment
at last injection

9.5

0.71

8.8
9.7

1.55
0.48

9.2

1.55

9.2

1.55

9.3

1.57

9.3

1.57

Use of a condom during most
recent intercourse with a casual
partner
Use of a condom during most
recent intercourse with a stable
partner
Use of a condom during most
recent paid intercourse
Use of a condom during most
recent paid intercourse with a
partner of unknown or discordant
HIV status

9.73

0.59

8.93

1.71

9.93

0.26

9.93

0.26

Paid for Sex

Having received payment (i.e.
financial or in-kind) for sex in the
last 12 months
Recent sexually transmitted
infection (last 12 months)
Having ever been tested for
Hepatitis C
Result of the last Hepatitis C test
(reported or measured)
Hepatitis B status
Avoidance of HIV services
because of stigma and
discrimination

9.6

1.3

9.6

1.12

9.07

1.49

9.47

1

9.53
9

0.92
1.81

Drug and
Alcohol Use
Gender-Based
Violence

Having ever injected drugs

—

*Experience of intimate partner
violence (physical, sexual,
emotional, domestic) with current
partner

8.8

2.04

Condom and
Contraceptive
Use

Use of a condom during most
recent intercourse with a casual
partner
Use of a condom during most
recent paid intercourse
Use of a condom during most
recent paid intercourse with a
partner of unknown or discordant
HIV status
Have received payment (i.e.
financial or in-kind) for sex in the
last 12 months

9.4

1.09

9.42

1.07

9.42

1.07

9.05

1.22

Recent sexually transmitted
infection (last 12 months)
Having ever been tested for
Hepatitis C
Date of last Hepatitis C test
Result of the Hepatitis C test
(reported or measured)
*Currently receiving treatment for
HIV
*People with advanced HIV
infection receiving anti-retroviral
therapy
Level of HIV viral load
Hepatitis B status
Having received anti-retroviral
therapy (ART) in the last 12
months

9.45

1

8.75

1.94

8.5
9.11

2.21
1.63

9.75

0.72

9.4

1.31

9.8
9.45
—

0.41
0.89

STI/HIV Testing

PLWHA

Paid for Sex

STI/HIV Testing

Treatment
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8.85

1.81

8.7

1.66

8.85

1.57

9.62

0.64

Transgender
People

Condom and
Contraceptive
Use

STI/HIV Testing
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*Used condom during last
intercourse

9.91

0.3

*Used condom during last anal
intercourse
Used condom during last oral sex
Used condom during most recent
intercourse with casual partner
Used condom during most recent
intercourse with main partner
Used condom during most recent
paid intercourse
Used condom during last
intercourse with partner of
unknown or discordant HIV status
Consistent condom use with
casual partners (or
Always/Sometimes/ Never)
Consistent condom use with paid
partner (or Always/Sometimes/
Never)
Consistent condom use with
partners of unknown or discordant
HIV status (or Always/Sometimes/
Never)
Unprotected anal intercourse with
any partner in the last 12 months
Unprotected anal intercourse with
main partner in the last 12 months
Unprotected anal intercourse with
casual partner in the last 12
months
Unprotected anal intercourse with
partner of unknown HIV status in
the last 12 months
Unprotected anal intercourse with
partner of discordant HIV status in
the last 12 months
Number of unprotected anal
intercourse partners
Unprotected anal intercourse at
last sexual encounter
Unprotected anal intercourse at
last sexual encounter with a
person of unknown HIV status
Frequency of unprotected anal
intercourse
Recent sexually transmitted
infection (last 12 months)
Result of the last Hepatitis C test
(reported or measured)
Hepatitis B status
*Avoidance of STI/HIV services
because of stigma and
discrimination

9.91

0.3

8.9
9.9

2.5
0.32

8.8

2.53

10

0

10

0

9.3

1.57

9.4

1.58

9.4

1.58

9.7

0.67

9

2.54

10

0

9.9

0.32

10

0

9.7

0.95

9.9

0.32

9.9

0.32

8.7

2.5

9.64

1.21

9.91

0.3

9.8
9.36

0.42
1.5

8.86

1.96

Homeless
People

Drug and
Alcohol Use
Gender-Based
Violence

Having ever injected drugs

—

*Experience of intimate partner
violence (physical, sexual,
emotional, domestic) with current
partner

8.55

2.25

Condom and
Contraceptive
Use

Used condom during last
intercourse

9

1.48

Used condom during last anal
intercourse
Used condom during most recent
intercourse with casual partner
Used condom during most recent
paid intercourse
Used condom during last
intercourse with partner of
unknown or discordant HIV status
Consistent (100%) condom use
with all partners (or Always/
Sometimes/Never)
Consistent condom use with
casual partners (or
Always/Sometimes/ Never)
Consistent condom use with main
partner (or Always/Sometimes/
Never)
Consistent condom use with paid
partner (or Always/Sometimes/
Never)
Consistent condom use with
partners of unknown or discordant
HIV status (or Always/Sometimes/
Never)
Have received payment (i.e.
financial or in-kind) for sex in the
last 12 months
Recent sexually transmitted
infection (last 12 months)
Date of last Hepatitis C test
Result of last Hepatitis C test
(reported or measured)
Hepatitis B status
Have injected drugs in the last 6
months

8.91

1.51

9.18

1.54

9.45

1.51

9.45

1.51

9

2.05

9.64

0.5

8.91

2.07

9.82

0.4

9.82

0.4

9.18

1.66

9.55

1.04

9.18
9.36

1.25
1.29

9.27
9.45

1.42
1.04

Current accommodation status
(and type of accommodation)

—

Paid for Sex

STI/HIV Testing

Drug and
Substance
Abuse
Accommodation

9

0.96

8.86

1.41

8.93

1.14

Note: * indicates this indicator is needed for international reporting requirements.
CD4 = type of white blood cell; GBL = gamma-Butyrolactone; GHB = gamma-hydroxybutyric acid; HIV = Human
Immunodeficiency Virus; MSM = Men who have sex with men; PLWHA = People living with HIV/AIDS; PWID =
People who inject drugs; ST. Dev = Standard Deviation; STI = Sexually transmitted infections.
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Appendix 3: E-Delphi Results between Rounds of E-Delphi study
Table showing means and standard deviations for indicators achieving consensus in each Round for
participants who completed Rounds 1 and 2. (N=32)
Population

Indicator
Area

Indicator

Round 1

Round 2

Mean

Mean
8.97

ST.
Dev.
1.24

Core

Core

*Number of sexual partners in
the last 12 months

8.8

ST.
Dev
1.95

General
Population

Partners

*Number of sexual partners in
the last 12 months
*Used condom during last
intercourse

8.38

2.25

8.61

1.82

8.25

2.26

8.23

2.29

*Used condom during last anal
intercourse
*Used condom during most
recent intercourse with casual
partner
*Used condom during last
intercourse with partner of
unknown or discordant HIV
status
Recent STI (last 12 months)

8.5

2.16

8.84

1.77

8.69

2.16

8.68

2.07

8.75

2.14

8.87

1.78

9.03

1.93

8.81

1.83

*Age at first intercourse

7.96

2.63

8.1

2.21

Concurrency (multiple sexual
partnerships overlapping in
time)
Number of young people who
have ever received money or
other form of exchange for sex
*Used condom during last anal
intercourse

8.38

2.32

8.48

1.75

8.38

2.55

8.62

1.43

8.86

2.34

8.33

2.18

Used condom during most
recent paid intercourse
Consistent (100%) condom use
with all partners (or
Always/Sometimes/ Never)
Young people who were ever
diagnosed with an STI
Young people who were ever
treated for an STI
*Sexual and reproductive health
knowledge (being able to
correctly identify ways of
preventing the sexual
transmission of sexually

8.68

2.55

8.48

2.29

8.67

2.62

8.29

2.19

9.08

1.67

8.86

1.15

8.96

1.69

8.29

2.22

8.96

2.27

8.38

2.48

Condom and
Contraceptive
Use

STI/HIV
Testing
Young
People

Sexual
Experiences
Partners

Paid for Sex

Condom and
Contraceptive
Use

STI/HIV
Testing

Knowledge
and Attitudes
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transmitted infections (STIs) and
HIV)
*Sexual and reproductive health
knowledge (being able to reject
major misconceptions about
transmission of STIs and HIV
and reproductive health issues)
Young people who have
‘positive’ attitudes toward key
sexual and reproductive health
issues (attitudes to
condoms/contraceptives/
abstinence, gender role
stereotypes, perceived
vulnerability)
MSM

Condom and
Contraceptive
Use
Drug and
Alcohol Use

Sex Workers

Paid for Sex

PWID

Safe Injecting
Practices
Paid for Sex

Migrants

STI/HIV
Testing
GenderBased
Violence

Transgender
People

Condom and
Contraceptive
Use
GenderBased
Violence

8.88

2.25

8.52

1.97

8.42

2.38

8.48

1.86

Number of unprotected anal
intercourse partners

8.85

1.81

8.37

2.22

Use of crystal
methamphetamine, GHB/GBL,
mephedrone, or ketamine
(Chemsex drugs) during a
sexual encounter in the last 12
months
Having ever injected drugs

9.16

1.46

9.37

0.9

9.2

1.36

9.33

0.91

*Have received payment (i.e.
financial or in-kind) for sex in the
last 12 months
Injecting drug users sharing in
high equipment-sharing
situations (last 6 months)
Have received payment (i.e.
financial or otherwise) for sex in
the last 12 months
Avoidance of HIV services
because of stigma and
discrimination
*Experience of intimate partner
violence (physical, sexual,
emotional, domestic) with
current partner
Frequency of unprotected anal
intercourse

9

2.32

9.33

1.72

8.27

2.37

9.18

1.47

9.25

1.29

8.64

1.75

8.75

1.96

9.45

1.21

8.5

2.2

8.45

1.81

8.67

2.65

8.75

2.43

*Experience of intimate partner
violence (physical, sexual,
emotional, domestic) with
current partner

8.4

2.32

8.75

1.58

Note: * indicates this indicator is needed for international reporting requirements.
GBL = gamma-Butyrolactone; GHB = gamma-hydroxybutyric acid; HIV = Human Immunodeficiency Virus; MSM
= Men who have sex with men; PWID = People who inject drugs; ST. Dev = Standard Deviation; STI = Sexually
transmitted infections.
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Appendix 4: Feasibility Cognitive Interview Probes and Survey Questions
Survey Question/
Behavioural Indicator

Survey Response Options

Probes
Did you answer this question?
If no, do you mind me asking
why not?

All
1. Consent Questions
2. Anonymous ID Participant number
Section 1: Sexual Experiences

3. Have you had vaginal sexual
intercourse?

4. Have you given someone oral
sex, that is, put your mouth on
your partner’s genital area?

Yes
No
If yes, what age were you
when this first happened?

Is it difficult to answer this
question?

Yes
No
If yes, what age were you
when this first happened?

We asked you what age you
were when this first
happened; was it hard to
remember this?

Could you restate this
question in your own words?

How easy or difficult did you
find this question to answer?
Why do you say that?

5. Have you received oral sex, that
is, your partner put their mouth
on your genital area?

Yes
No
If yes, what age were you
when this first happened?

What do you understand by
the term ‘partner’ here?
We asked you what age you
were when this first
happened; was it hard to
remember this? Why do you
say that?
Did you guess?

6. Have you had anal sex?
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Yes
No

How did you feel about being
asked this question?

If yes, what age were you
when this first happened?

We asked you what age you
were when this first
happened; if you answered
this, was it hard to remember
this?
Did you guess?

Section 2: Most Recent Sexual Experiences

7. When was the last occasion you
had vaginal sexual intercourse
with a (woman/man)?

In the last 7 days
Not in the last 7 days but
within the last 4 weeks.
Not in the last 4 weeks but
within the last 3 months.
Not in the last 3 months but
within the last 6 months.
Not in the last 6 months but
within the last 5 years
More than 5 years ago
I have never had vaginal
sexual intercourse

How easy or difficult did you
find this question to answer?

8. When was the last occasion you
gave ORAL SEX to a (woman/man)
— by you to a partner, that is your
mouth on a partner’s genital area?

In the last 7 days
Not in the last 7 days but
within the last 4 weeks
Not in the last 4 weeks but
within the last 3 months
Not in the last 3 months but
within the last 6 months
Not in the last 6 months but
within the last 5 years
More than 5 years ago
I have never given oral sex

How easy or difficult did you
find this question to answer?

9. When was the last occasion you
received ORAL SEX from a
(woman/man) — by a partner to
you, that is a partner’s mouth on
your genital area?

In the last 7 days
Not in the last 7 days but
within the last 4 weeks
Not in the last 4 weeks but
within the last 3 months
Not in the last 3 months but
within the last 6 months

How easy or difficult did you
find this question to answer?
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Could you see your answer in
the answer choices?
Did you have to guess the
date?

How well do you remember
this?

How well do you remember
this?

Not in the last 6 months but
within the last 5 years
More than 5 years ago
I have never received oral sex

10. When was the last occasion
you had ANAL SEX with a
(woman/man)?

In the last 7 days
Not in the last 7 days but
within the last 4 weeks
Not in the last 4 weeks but
within the last 3 months
Not in the last 3 months but
within the last 6 months
Not in the last 6 months but
within the last 5 years
More than 5 years ago
I have never had anal sex

How easy or difficult did you
find this question to answer?
How well do you remember
this?

Section 3: Most Recent Sexual Partner

11. Was your most recent partner:

Male
Female
Trans Male
Trans Female

Were you able to find your
first answer from the answer
options shown?

12. Which best describes your
relationship to the other person at
the time you had sex on that most
recent occasion:

You had just met for the first
time/didn’t know each other
You knew each other, but
didn’t have a steady
relationship at the time
You had a steady relationship
at the time
You were living together (but
not married or engaged )
You were engaged to be
married.
You were married
You paid for sex
Other (please specify)

Were you able to find your
first answer from the answer
options shown?

13. Where did you first meet this
partner?

At school; At university or
college; At work (or through
work); In a pub, bar, night
club, dance, or disco;

How did you feel about being
asked this question?
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Were you able to find your

Introduced by friends or
first answer from the answer
family; Through a sports club, options shown?
faith group, or other
organisation or society; On
holiday or while travelling;
Internet dating website; Other
dating agency / personal ads;
Online, but not through a
dating website; Had always
known each other (for
example as family friends or
neighbours); Neighbour/lived
locally/house or flatshare;
Through an arranged
marriage; In a public place
(e.g. park, museum, shop,
public transport); (He/she)
was a sex worker / prostitute;
Other (please specify)

14. How long was it between
when you first met this person and
when you first had sex with him or
her? (Note we are looking for the
length of time from when you first
met this person, could be face to
face, over the phone or online, to
when you first had sex with
him/her)

24 hours or less
Between 1 day and 1 week
Between 1 week and 4 weeks
Between 4 weeks and 6
months
Between 6 months and 1 year
Between 1 year and 5 years
Between 5 years and 10 years
10 years or more

15. On the most recent occasion
you had sex with this partner, how
old were they?

How did you feel about
answering this question?
How well did you remember
your answer?
How did you go about
calculating this?

Was it difficult to answer this
question?
Why do you say that?

16. Was your most recent partner:
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White – Irish/White – Irish
Traveller/ Any other White
Background (please specify)/
Black or Black Irish – African/
Black or Black irish – Any
other black
background(please specify)/
Asian – Asian Irish – Chinese/
Asian or Asian Irish – Any
other Asian background

(please specify)/ Other,
including mixed background
(please specify)

17. On the most recent occasion
you had sex with this partner did
you have:

Vaginal sex
Anal sex
Oral sex

18. Was any method of
contraception or any protection
against sexually transmitted
infection used on the most recent
occasion by you or your partner?

Contraception used – Yes/No
Sexually transmitted infection
protection used – Yes/No

19 If Yes, what method was used:

Condom/male sheath/Durex
Were you able to find your
Contraceptive pill
answer from the answer
Coil/IUD/Mirena
options shown?
Cap/ diaphragm Spermicides
(Gels/sprays/pessaries)
Safe period/rhythm method/
Billings method (excluding
Persona) Persona
Withdrawal
Injections/implanted
capsules/patches/vaginal ring
Sterilisation(Vasectomy/ tubal
ligation)
Emergency contraception
(morning-after pill)
Other (please specify)

Section 4: Sexual Activity and Alcohol/Drug Use

20. Have you engaged in sexual
activity in the last 12 months
under the influence of alcohol?

Yes
No

What do you understand by
‘under the influence of
alcohol’?
How did you remember this?
Did you guess?
What do you think ‘sexual
activity’ means here?
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21. Have you engaged in sexual
activity in the last 12 months
under the influence of
psychoactive substances?

Yes
No

22. Have you used any of the
following during a sexual
encounter in the last 12 months?

Crystal methamphetamine
GHB/GBL
Mep
Ketamin hedronee

How did you feel about
answering this question?
What do you understand by
the term ‘psychoactive
substances’?

What do you understand by
‘sexual encounter’?
Did you understand the
answer options?
How did you feel about
answering this question?

23. Have you engaged in sexual
activity in the last 12 months
under the influence of alcohol and
psychoactive substances at the
same time?

Yes
No

Section 5: Partners and Sexual Experiences

24. Which best describes your
current relationship status?

Single
Married
Widowed Separated/Divorced
Cohabiting
Other (please specify)

Were you able to find your
first answer to this question
from the response options
shown?

25. Which best describes the type
of partner you last had sexual
intercourse with:

Main
Casual
Stable
Paid

What is your understanding
of each of the answer
options?
Would you restate them in
your own words?
What do you understand by
‘sexual intercourse’ in this
question?
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26. How many sexual partners
have you had in the last 12
months?

How easy or difficult did you
find this question to answer?
Why do you say that?
How did you remember that?
Did you guess?

27. How many sexual partners
have you had in your lifetime?

How easy or difficult was this
question to answer?
How well do you remember
this?
Did you guess?
What do you understand by
the term ‘sexual partners’?
Which partners did you
include in your answer?

28. Did any of these overlap in
time (concurrency)?

Yes
No

What do you understand by
the term ‘concurrency’?
Could you restate this
question in your own words?
How well do you remember
that?

29. Have you ever paid for sex?

Yes
No

How did you feel about
answering this question?
What do you understand by
the term ‘paid for sex’?

30. Have you paid for sex in the
last 12 months?

31. How many paid-for partners
have you had in the last 12
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Yes
No

How well did you remember
this?

months?

32. How many paid-for partners
have you had in the last 5 years?

How well did you remember
this?
How did you feel about
answering this question?

33. Have you ever received
money, favours or gifts in
exchange for sex? (favours or gifts
include: small things such as lifts,
food or clothing, to larger gifts
such as payment of college fees,
housing or money)

Yes/No

34. Have you ever experienced
intimate partner violence
(physical, sexual, emotional,
domestic) with a partner?

Yes/No

How easy or difficult was it to
answer this question?

If yes, when was this?
What do you think the term
‘sex’ means here?

If yes, when was this?

What did you understand by
the term ‘intimate partner
violence’?
How would you define a
‘partner’ in this context?

35. Have you ever experienced
intimate partner violence with
your current partner?

Yes
No
If yes, how old were you when
this last happened?

36. Since the age of 13, has
Yes
anyone tried to make you have sex No
with them against your will?
Don’t Know

How did you feel about
answering this question?

How did you find answering
this question?
What did you think ‘sex’
means in this question?

37. And since the age of 13, has
anyone actually made you have
sex with them, against your will?

Yes
No
Don’t Know

38. Was this person:

Someone you were, or had
been in a relationship with/
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How do you feel about
answering this question?

Someone known to you as a
family member or friend/
Someone known to you but
not as a family member or
friend/ Someone you didn’t
know/ Other/Not applicable

39. Did you talk to anyone about
this?

Yes
No
Not applicable

40. Did you speak to the police
about this?

Yes
No
Not applicable

Thank you for answering those questions. If you wish to talk to someone about anything in these last few
questions, there are a range or organisations that can provide expert advice and support. At the end of the
interview, we will provide you with a leaflet with these contact details.

Section 6: Condom and Contraceptive Use and Fertility

41. Did you use a condom the last
time you had sexual intercourse?

Yes
No

How would you define ‘sexual
intercourse’ for the purpose
of this question?
How did you feel about
answering this question?
What do you understand by
‘use a condom’?

42. Did you use a condom the last
time you had anal intercourse?

Yes
No
Not Applicable

How did you feel about
answering this question?
What do you understand by
‘use a condom’ in this
scenario?

43. Did you use a condom the last
time you engaged in oral
intercourse?

Yes
No
Not Applicable

How easy or difficult was it to
answer this question?
Why do you say that?
What do you understand by
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‘use a condom’ in this
scenario?

44. Did you use a condom in your
most recent intercourse with your
main partner?

Yes
No

What do you understand by
the term ‘partner’?
How difficult was this
question to answer?

45. Did you use a condom in your
most recent intercourse with your
casual partner?

Yes
No
Not Applicable

How difficult was this
question to answer?

46. Did you use a condom in your
most recent paid-for sex?

Yes
No
Not Applicable

How difficult was this
question to answer?

47. Do you know the HIV status of
the last person you had
intercourse with?

Yes
No

What do you think this
question was asking?
How difficult was this
question to answer?

48. Did you use a condom in your
most recent intercourse with a
partner of unknown or discordant
HIV status?

Yes
No
Not Applicable

What do you understand by
the term ‘unknown or
discordant HIV status’?
Would other people your age
understand what the
question was asking?

49. Do you consistently use
condoms with your casual
partners?

Yes
No
Not Applicable

How would you define ‘casual
partner’?
What would you describe as
consistent condom use?
(consistent through time or
acts)
How did you feel about
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answering this question?

50. Do you consistently use
condoms with your main partner?

Yes
No
Not applicable

How easy or difficult did you
find this question to answer?
How did you define
consistent condom use for
this question?
What sexual acts are you
including in your answer?
How would you state this
question in your own words?

51. Do you consistently use
condoms with paid partners?

Yes
No
Not applicable

52. What contraception do you
typically use? Please tick all that
apply. (if you are unsure about any
of these terms, then please ask
the researcher)

Condom
Pill
Injection
Implant
Coil
IUD (Intra Uterine Device)
Sterilisation
Other (please specify)

How did you feel about
answering this question?

Up to 12 hours after sexual
intercourse
Up to 24 hours
Up to 72 hours
Up to 5 days
Over 5 days
Don’t know

How easy or difficult did you
find this question to answer?

2-4 hours

How easy or difficult did you

53. How long after sexual
intercourse do you think the
‘morning-after pill’ or ‘emergency
contraceptive pill’ can be
effectively used?

54. How long is the egg (ovum)
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What do you understand by
the term ‘contraception’?
Were you able to find your
first answer to the question
from the response options
shown?

Why do you say that?
How did you calculate your
answer?

viable for fertilisation?

55. How long does sperm usually
survive in the uterus/fallopian
tubes?

56. At what time of the month do
you think a woman is most likely
to become pregnant? Is it:

57. What is the probability
(likelihood) that a 25-year-old
woman will become pregnant if
she has unprotected sexual
intercourse with a young man
during ovulation?

58. Have you visited a WellMan or
WellWoman or other sexual
health clinic in the last 12 months?

0.5-1 day
2 days
3 days
4 days
5 days
Don’t know

find this question to answer?

2-4 hours
0.5-1 day
1-2 days
2-3 days
3-4 days
4-5 days
Don’t know

How easy or difficult did you
find this question to answer?

During her period
Just before her period
Just after her period
About halfway between
periods
Anytime during the cycle
Don’t know

How easy or difficult did you
find this question to answer?

0-10%
10-20%
20-30%
30-40%
40-50%
50-60%
60-80%
80-100%

Yes
No

Why do you say that?
How did you calculate your
answer?

Why do you say that?
How did you calculate your
answer?

Why do you say that?
How did you calculate your
answer?

How easy or difficult did you
find this question to answer?
Why do you say that?
How did you calculate your
answer?

How did you feel about
answering this question?
How would you define a
‘sexual health clinic’?
Can you give me examples?
How easy was it to
remember?
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59. If yes, how many visits?
60. If no, why not?

Section 7: STI and HIV Testing

61. Have you ever tested for HIV?

Yes
No
If Yes, then why?

How easy or difficult did you
find this question to answer?
How sure of your answer are
you?

62. What was the date of your last
HIV test?

How easy was this question
to answer?
How did you come up with
your answer?

63. What was the result of your
last HIV test?

Positive
Negative
Don’t know
Do not wish to answer
Not Applicable

64. Have you ever been diagnosed
with a sexually transmitted
infection (STI)?

Yes
No

How do you feel about
answering this question?

If yes, which STIs?

65. Did you receive treatment for
it/them?

Yes
No
Not applicable

66. Have you been tested for STIs
in the last 12 months?

Yes
No

67. Did you have this test in
Ireland or abroad?

Ireland
Abroad
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How do you feel about
answering this question?

Not applicable
If abroad, please specify the
country:
68. What was the date of your last
STI test?

69. Have you been diagnosed with
an STI in the last 12 months?

Yes
No
If yes, which STIs?

70. Have you ever heard of
sexually transmitted infection
called Chlamydia?

Yes
No

71. Have you been tested for
chlamydia in the last 12 months?

Yes
No

How easy or difficult did you
find this question to answer?
What do you understand by
chlamydia?
What is the process of testing
for chlamydia?

72. Can you tell me whether you
think the following statements
about chlamydia are true or false?

73. Do you think the following
statements about HIV and AIDS
are true or false?

74. Do you think the following
statements about HIV are true or
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Chlamydia does not always
cause symptoms/
Chlamydia is easily treated
with antibiotics/
Chlamydia has no serious side
effects /
Chlamydia can cause
infertility if untreated/
Chlamydia only affects men.

There is a cure for AIDS/
A person can be infected with
HIV for years without getting
AIDS/
Withdrawing the penis before
a man climaxes or ejaculates
prevents his partner from
getting HIV during sex.
Having sex with one faithful,
uninfected partner reduces
the risk of HIV transmission/

How easy or difficult did you
find this question to answer?
Why do you say that?

How easy or difficult did you
find this question to answer?

false?

Using a condom reduces the
risk of HIV transmission/
Why do you say that?
A healthy-looking person can
have HIV/
A person can get HIV by
sharing a meal, for example
lunch or dinner, with someone
who is infected.
Questions 75 to 78 were later found to be obsolete questions about AIDS and stigma and were
therefore removed.
79. Can pregnant women be
infected with HIV?

Yes
No
Don’t Know

How easy or difficult did you
find this question to answer?
Why do you say that?

80. Can an infected mother
transmit the infection to her child?

81. How can an infected mother
transmit the infection to her child?

82. How can mother-to-child
transmission of infection be
prevented?

Yes
No
Don’t know

During pregnancy
Through vaginal delivery
Through caesarean section
Through breastfeeding
Don’t know
Other (please specify)
Anti-retroviral therapy during
pregnancy
Delivery by caesarean section
Giving anti-retroviral drugs to
the newborn
Avoiding breastfeeding
Don’t Know
Other (please specify)

Section 9: Pregnancy

83. Have you ever been pregnant?
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Yes
No

How easy or difficult was it to
answer this question?
Why?
How sure are you of your
answer?
Please restate the question in
your own words?
Did you understand the
answer options in the
question?
How sure are you of your
answer?

Section 10: HIV and Pregnancy

84. Did you receive a HIV test and
test result as part of your
antenatal care?

Yes
No
Not Applicable

85. Were you taking antiretroviral
therapy before/during/and after
your labour?

Yes
No
Not Applicable

86. Did you receive anti-retroviral
therapy during your pregnancy?

Yes
No
Not Applicable

How easy or difficult did you
find this question to answer?

Can you restate this question
in your own words?
Understanding of antiretroviral therapy?

Section 11: Drug and Alcohol Use

87. How often have you had an
alcoholic drink of any kind in the
last 12 months?

88. About how many drinks do you
usually have on the days when
you have any, apart from parties
or special occasions? One drink
would be equal to a glass of wine,
a measure of spirits or a half-pint
of beer.
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Daily
5-6 times a week
4 times a week
3 times a week
Twice a week
Once a week
2-3 times a month
Once a month
6-11 times a year
2-5 times a year
Once a year
I did not drink in the last year
but I drank longer ago
I do not drink alcohol
Don’t know

One or two
Three or four
Five or six
Seven or eight
More than eight
Varies too much to say

How did you calculate your
answer?
How sure of your answer are
you?
Did you guess?

How easy or difficult did you
find this question to answer?
Why do you say that?

89. During the last 12 months,
how often have you consumed
(drunk) the equivalent of 6
standard drinks on one drinking
occasion?

Daily
5-6 times a week
4 times a week
3 times a week
2 times a week
Once a week
2-3 times a month
Once a month
6-11 times a year
2-5 times a year
Once a year
Never
Don’t know

How well do you remember
this?

90. Have you consumed any of the
following in the last year?

Cannabis (hash, dope, grass,
weed)
Amphetamines (Speed,
uppers)
Ecstasy (E, yokes, pills) Heroin
(gear, smack) Cocaine (coke,
snow)
LSD (acid)

How did you feel about
answering this question?

91. Have you injected (self
injected) drugs (apart from
prescribed drugs) in the last year?

Yes
No

92. When was the first time you
injected yourself with nonprescribed drugs or other
substances?

In the last 7 days/
Between 7 days and 4 weeks
ago/
Between 4 weeks and 1 year
ago/
Between 1 year and 5 years
ago/
Longer than 5 years ago

93. Have you ever shared a needle
used for injecting with someone
else?
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Yes
No

How did you calculate your
answer?
What do you understand by
the term ‘standard drink’?

Section 12: Demographic Data
94. What age are you?

95. What sex were you assigned at
birth?

Male
Female
Other (please specify)

What did you understand by
this question?
Should the question be asked
using different wording?

96. How would you describe
yourself?

Male
Female
Trans Male/ Trans Man Trans
Female / Trans Woman
Gender Queer
Gender non-conforming

What does the term Trans
Male or Trans Female mean
to you?

Heterosexual / straight
Gay
Lesbian
Bisexual
Other (please specify)

How easy or difficult did you
find this question to answer?

98. What is your current marital
status?

Single, never married and
never in a civil partnership
Married or in a civil
partnership
Widowed or with civil
partnership that ended with
the death of partner (not
remarried or in civil
partnership)
Divorced or with civil
partnership that was legally
dissolved (not remarried or in
new civil partnership)
Separated (including
deserted)

Were you able to find your
first answer to the question
among the response options
shown?

99. Do you have a full medical
card?

Yes
No

97. Do you consider yourself to be:
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What does the term Gender
Queer mean to you?

Why do you say that?

100. Do you have a GP only
medical card?

Yes
No

101. Do you have private health
insurance?

Yes
No

102. What is the highest level of
education/training (full-time or
part-time) which you have
completed to date?

No formal education or training/
Primary education (FETAC Level 1 or 2 Cert. or equivalent).
NFQ levels 1 or 2/
Lower secondary education (Junior/Inter/Group Cert, FETAC
Level 3 Cert, FAS Introductory Skills, NCVA Foundation Cert. or
equivalent). NFQ Level 3/
Upper secondary educations (Leaving Cert. (including Applied
and Vocational programmes) or equivalent. NFQ Levels 4 or 5/
Technical or Vocational, FETAC Level 4/5 Cert., NCVA Level 1/2,
FAS National Craft Cert., Teagasc Farming Cert., CERT
Professional Cookery Cert. or equivalent. NFQ Levels 4 or 5/
Advanced Certificate / Completed Apprenticeship, FETAC
Advance Cert., NCVA Level 3, FAS National Craft CERT.,
Teagasc Farming CERT., CERT Professional Cookery CERT. or
equivalent. NFQ level 5/
Higher Certificate, NCEA/HETAC National Cert. or equivalent.
NFQ Level 6/
Ordinary Bachelor Degree or National Diploma. NFQ Level 7/
Honours Bachelor Degree / Professional Qualification or both.
NFQ Level 8/
Postgraduate diploma, Masters Degree or equivalent. NFQ
Level 9/
Doctorate (Ph.D) or higher. NFQ Level 10.

103. How would you define your
current situation with regard to
work?

Working for payment or
profit/
Looking for first regular job/
Unemployed, having lost or
given up previous job/
Actively looking for work after
voluntary interruption of
working life (for 12 months or
more) for personal or
domestic reasons/
Student or pupil/
Engaged in home duties/
Retired from employment/
Unable to work due to
permanent sickness or
disability/
Other (please specify)
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104. If you are currently
unemployed, how long is it since
you had a job (in months)?
105. If you have never had a job,
how long have you been looking
for your first regular job (in
months)?
106. Do you work as an employee
or are/were you self-employed in
your main job?

Employee/
Self-employed, with paid
employees/
Self-employed without paid
employees/
Assisting relative (not
receiving a fixed wage or
salary)

107. In your job, do you or did you
have any formal responsibility for
supervising the work of other
employees?

Yes
No

108. Are you the Chief Income
Earner in your household?

Yes
No

109. To which of the following
groups do you consider you
belong?

110. Were you born in the
Republic of Ireland?
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White - Irish/
White - Irish Traveller/
Any other White background
(please specify)/
Black or Black Irish – African/
Black or Black Irish - Any
other Black background
(please specify)/
Asian or Asian Irish – Chinese/
Asian or Asian Irish - Any
other Asian background
(please specify)/
Other including mixed
background ( please specify)

Yes
No

Were you able to find your
first answer to the question
among the response options
shown?

111. If not in Ireland, then in what
country were you born in?
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Poland/ UK/ Lithuania/
Latvia/
Nigeria/
Romania/
India/
Philippines/
Germany/ USA/ China/
Slovakia/ France/ Brazil/
Hungary/ Italy/ Pakistan/
Spain/ Czech Republic/South
Africa/ Other (please specify)

Appendix 5: Participant Information on Correct Answers to Sexual Health
Questions and Contact Information for Sexual Health and Support Services
Correct Answers to Knowledge Questions
Q. How long after sexual intercourse do you think the ‘morning-after pill’ or ‘emergency
contraceptive pill’ can be effectively used.?
Up to 72 hours
Q. How long is the egg (ovum) viable for fertilisation?
0.5-1 day
Q. How long does sperm usually survive in the uterus/fallopian tubes?
2-3 days
Q. At what time of the month do you think a woman is most likely to become pregnant?
About halfway between periods
Q. What is the probability (likelihood) that a 25-year-old woman will become pregnant if she
has unprotected sexual intercourse with a young man during ovulation?
20-30%
Q. Do you think the following statements about Chlamydia are true or false?
Chlamydia does not always cause symptoms
TRUE
Chlamydia is easily treated with antibiotics
TRUE
Chlamydia has no serious side-effects
FALSE
Chlamydia can cause infertility if untreated
TRUE
Chlamydia only affects men
FALSE
Q. Do you think the following statements about HIV and AIDS are true or false?
There is a cure for AIDS
FALSE
A person can be infected with HIV for years without getting AIDS
TRUE
Withdrawing the penis before a man climaxes or ejaculates prevents
his partner from getting HIV during sex
FALSE
Q. Do you think the following statements about HIV are true or false
Having sex with one faithful uninfected partner reduces the risk of HIV
transmission?
Using a condom reduces the risk of HIV transmission
A healthy-looking person can have HIV
A person can get HIV by sharing a meal, for example lunch or dinner,
with someone who is infected

TRUE
TRUE
TRUE

Q. Can pregnant women be infected with HIV?

YES
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FALSE

Q. Can an infected mother transmit the infection to her child?

YES

Q. How can an infected mother transmit the infection to her child?
During pregnancy
Through vaginal delivery
Through caesarean section
Through breastfeeding

TRUE
TRUE
FALSE
TRUE

Q. How can mother-to-child transmission of infection be prevented?
Anti-retroviral therapy during pregnancy
Delivery by caesarean section
(Caesarean section reduces risk of transmission compared to vaginal birth)
Giving anti-retroviral drugs to the newborn
Avoiding breastfeeding

TRUE
TRUE
TRUE
TRUE

___________________________________________________________________________
If you have any further questions about the study, or if you want to opt out of the study, or if you
need any further information now or at any time in the future, please contact:
Researcher’s Names and Contact Details:
Dr Caroline Kelleher and Dr Sarah Tecklenborg
Address: Department of Psychology
Division of Population Health Sciences
Royal College of Surgeons in Ireland
Beaux Lane House
Lower Mercer Street
Dublin 2
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Sexual Health Information and Contact Details
Further information is available from the services below:
Irish Family Planning Association is a charitable organisation which provides sexual and
reproductive health information, clinical services, counselling service education, training
and awareness raising: www.ifpa.ie
Solomon’s House, 42A Pearse Street, Dublin 2
Telephone: (01) 607 4456
National Pregnancy Helpline: 1850 49 50 51
Email: info@ifpa.ie
The Dublin Well Woman Centres were founded to provide access to family planning
advice and services.
There are three medical centres in Dublin: www.wellwomancentre.ie
Head Office, 25 Capel Street, Dublin 1
Telephone: (01) 874 9243
Email: info@wellwomancentre.ie
HIV Ireland is a voluntary organisation working to improve conditions for people living
with or affected by HIV and AIDS: www.hivireland.ie. HIV Ireland’s Don’t Panic Guides
give an overview of sexual health and sexual health services in Dublin in a variety of
languages.
70 Eccles Street, Dublin 7
Telephone: (01) 873 3799
Email: info@hivireland.ie
+OPTIONS Crisis Pregnancy Programme website. Details of organisations that offer
pregnancy counselling services in Ireland. These services are free of charge.
Freetext LIST to 50444 to get a list of these services.
www.positiveoptions.ie.
Dublin Rape Crisis Centre. Provides support to victims of sexual violence through a
national 24-hour helpline, face-to-face counselling, accompaniment and referral services.
McGonnell House, 70 Lower Leeson Street, Dublin 2
Freephone: 1800 77 8888.
www.drcc.ie
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