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Background to the meeting

Sexual health is a state of physical, emotional,
mental and social well-being in relation to sexu-
ality and not merely the absence of disease, dys-
function or infirmity (WHO, 2006). Human sexu-
ality is constructed through interactions between
the individual and wider society, and its develop-
ment depends on the expression of basic human
needs, including intimacy, emotional expression
and love (World Association for Sexual Health,
1999). Sexual health is influenced by a complex
web of biological and social factors. It requires a
positive, responsible approach to sexuality and
sexual relationships as well as pleasurable, safe
sexual experiences that are free from coercion,
discrimination or violence.

In 1974, an international expert meeting was
organized by the World Health Organization
(WHO) so that participants could share knowl-
edge and experience in teaching, research and
clinical practice in human sexuality and make
recommendations for the training of health pro-
fessionals. Sexual health was defined as “the
integration of the somatic, emotional, intellectual
and social aspects of sexual being, in ways that
are positively enriching and that enhance per-
sonality, communication and love” (WHO, 1975).
Since then, there have been important devel-
opments in how human sexuality and sexual
behaviour are understood, particularly in relation
to sexually transmitted infections (including HIV),
unsafe abortion, gender-based violence and
other health and social factors that affect sexual
and reproductive health and well-being and how
sexual health is defined and promoted.

The Programme of Action of the International
Conference on Population and Development in
1994 subsumed sexual health into reproductive
health. The Programme defined reproductive
health as “a state of complete physical, mental
and social well-being and not merely the absence
of disease or infirmity, in all matters relating to

the reproductive system and to its functions
and processes” (United Nations, 1994). The
Programme defined reproductive health care as
including care for sexual health, “the purpose of
which is the enhancement of life and personal
relations, and not merely counselling and care
related to reproduction and sexually transmitted
diseases”. (Paragraph 7.2)

In the past few decades, there has been more
research and programme and policy attention to
factors that influence sexual health, such as sex-
uality, sexual violence, female genital mutilation
and human rights related to sexuality and sexual
health. Various technical meetings and consul-
tations have sought to draw attention to sexual
health at global and country level. For example,
in 2000, a regional consultation was convened
in Guatemala by the Pan American Health
Organization (PAHO), in collaboration with the
World Association for Sexology. The consulta-
tion drew up a conceptual framework for sexual
health and identified actions and strategies for
promoting sexual health in the Americas (PAHO,
2000).

Building on the outcomes of that meeting, WHO
convened a technical consultation in Geneva,
Switzerland, in 2002, in collaboration with PAHO
and the World Association for Sexology. Its
objectives were to discuss the concepts of sex-
ual health, to examine barriers to the promotion
of sexual health for adolescents and adults and
to propose appropriate, effective strategies for
promoting sexual health. The working definitions
derived from that meeting are listed in Annex 1.

After the International Conference on Population
and Development, a number of international
agencies agreed on a list of 17 indicators for
global monitoring of reproductive health goals
and targets. Some of the indicators are mea-
sures of health status (outcome or impact indi-
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cators), while others are intended to capture ‘pro-
cesses’. After the adoption in 2004 by the World
Health Assembly of the Global Reproductive Health
Strategy (WHO, 2004) and subsequent adoption of
the goal of the International Conference on Population
and Development of “achieving universal access to
reproductive health by 2015” as a target to monitor
Millennium Development Goal 5, further attention was
paid to assessing and defining a full range of indicators
to measure “universal access to reproductive health”.

A joint WHO/UNFPA technical consultation was held
in March 2007 to recommend indicators for monitor-
ing progress towards the goal of universal access to
sexual and reproductive health at country level (WHO,
2008). These indicators were intended to complement
the previous 17 reproductive health indicators by
including the concept of access. The indicators pro-
posed were grouped under the five core elements of
reproductive health listed in the Global Reproductive
Health Strategy: improving antenatal, delivery, post-
partum and newborn care; providing high-quality ser-
vices for family planning, including infertility services;
eliminating unsafe abortion; combating sexually trans-
mitted infections, including HIV, reproductive tract
infections, cervical cancer and other gynaecological
morbidities; and promoting sexual health. The indica-
tors were also classified into the following categories:

e policy and social indicators;

e access to services: availability, information and
demand, quality;

e use of services; and

¢ indicators of output and impact.

The consultation categorized indicators as core, addi-
tional or extended according to their importance, the
feasibility of data collection and contextual relevance.
They recommended that the area of sexual health be
discussed further. In particular, indicators were found
to be deficient for the following issues: sexual health
and healthy sexuality, sexual violence and female gen-
ital mutilation. Therefore, a working group on sexual
health indicators was organized in September 2007 to
elaborate these indicators, in order to ensure that all
components of sexual health were covered.

This document summarizes the discussions of the
working group and includes a list of the indicators
proposed. This document should be considered an
annex to the document National-level monitoring of
the achievement of universal access to reproductive
health. Conceptual and practical considerations and
related indicators (WHO, 2008).

Aim and objectives

The aim of the meeting was to elaborate and refine
the indicators for sexual health proposed by the joint
WHO/UNFPA technical consultation on national-level
monitoring of the achievement of universal access to
reproductive health, held in March 2007.

The specific objectives were to

e review the definition of sexual health;

e elaborate indicators related to sexual health; and

* make recommendations for further work in the
area.

The opening of the meeting was followed by a ple-
nary discussion on measuring sexual and reproductive
health and related conceptual and technical issues.
Working groups were organized on:

e healthy sexuality;

e sexual dysfunction and vulnerability;
e sexual violence; and

e female genital mutilation.

The tasks of the working groups were to define indica-
tors in each area, define potential sources and means
of data collection and identify further research ques-
tions in areas for which indicators could not easily
be identified. After each working group session, the
group members discussed the proposed indicators
and other related issues with all the participants.

At the last session of the meeting, the indicators iden-
tified by each working group were discussed in ple-
nary. Key indicators were then selected by review and
discussion. The final matrix is shown in Annex 3.
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Key concepts

The overview presented by Dr Rosemary Coates
included the definitions of ‘sex’, ‘sexuality’, ‘sexual
health’ and ‘sexual rights’ drawn up by the WHO/
World Association for Sexology consultation in 2002
(see Annex 1). The definitions of sexuality and sexual
health emphasize the positive aspects: “Sexual health
requires a positive and respectful approach to sexual-
ity and sexual relationships, as well as the possibil-
ity of pleasurable and safe sexual experiences, free
of coercion, discrimination and violence”. Typically, a
medical response to sexual (ill-) health tends to iden-
tify ‘sexual dysfunction’. This term is problematic as
it suggests individual problems, whereas the defini-
tion of sexual health suggests that problems of sexual
ill-health might be better labelled ‘social dysfunction’.
Sexual health is directly affected by a range of physi-
cal, psychological, cognitive, socio-cultural, religious,
legal, political and economic factors, over some of
which the individual has little or no control. Standards
of sexual health depend on a complex interaction of
many of these factors, which must therefore be taken
into account in the measurement and promotion of
sexual health. Indicators for sexual health are impor-
tant for measuring how healthy the globe is, to serve
as a basis for investment and to shape the content of
education.

The group noted that, while ‘sexual health’ is often
subsumed within reproductive health, it is in fact a
wider term, as sex does not always involve reproduc-
tion. Most policies and programmes on reproductive
health are aimed at women of reproductive age. Yet
older people, for example, require information that
responds to their sexual health needs rather than to
reproductive health. Adolescents also explore their
sexuality and engage in sex without necessarily wish-
ing to reproduce. People in same-sex relationships
may have specific sexual health needs that have noth-
ing to do with reproduction. The more recent use of
the two terms together, as ‘sexual and reproductive
health’, could contribute to resolving this problem.
The alternative ‘sexual health including reproduc-
tive health’ explicitly states that sexual health is the
broader term and reproductive health the narrower
one.

The group emphasized the fact that, as suggested in
the working definitions, sexual health is closely linked
to ‘sexual rights’. For instance, if sexual relationships
are entered into under coercion or violence, the result
is likely to be sexual ill-health.

The group asked whether issues such as family plan-
ning and access to safe abortion services should be
included in the discussion. They were informed that
the meeting in March 2007 had dealt in depth with
indicators related to four of the core components of
sexual reproductive health—family planning,
pregnancy and childbirth care, preventing unsafe

and

abortion and sexually transmitted infections—and that
the focus of the present meeting was those aspects of
sexual health that had not been adequately covered
in the previous meeting. A comment was made that
current measures and indicators of sexual health tend
to focus on the prevalence and incidence of sexually
transmitted infections, implying that the absence of
such infections can be taken to imply ‘sexual health’.
The spirit of the definition of sexual health, however,
clearly indicates that it goes well beyond the absence
of disease.

The group noted that ‘sexual health’ and ‘healthy sex-
uality’ are sometimes used interchangeably. The term
‘healthy sexuality’ was considered to be problematic,
as it suggests that there is ‘unhealthy sexuality’, which
might be used to designate expressions of sexuality
that are not considered acceptable in some societ-
ies, such as same-sex relationships. This can read-
ily result in discrimination at many levels, including
access to health information and services. The group
therefore suggested that use of this term be avoided.
It was emphasized that laws and policies related to
sexual behaviour, such as sex work and homosexu-
ality, have a significant influence on people’s sexual
health, which must be captured in indicators.

There was considerable discussion about adolescent
sexual health. As sexual activity often begins during
adolescence, sexual health must be considered criti-
cally important to this population group. It was noted
that aspects of adolescents’ sexual and reproductive
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health were included in the March 2007 consultation
and report and that the WHO Department of Child
and Adolescent Health and Development has drawn
up a series of indicators for adolescent health, which
include some related to sexual health. Nonetheless,
the group considered that it was important to con-
sider adolescents in the current discussion, as they
are often thought of as a ‘separate’ group from adults.
The factors that influence whether they receive the
necessary services may be different, particularly
because of their age and legal status. Social mores for
‘appropriate behaviour’ by adolescents often result
in lack of information about sexual and reproduc-
tive health. Information about sex and sexual health
often comes from friends and magazines, which are
frequently sources of misinformation. Special consid-
eration for adolescents therefore seemed warranted.
Although adolescents may have particular needs, this
population group should be reflected in all indicators
by routine disaggregation by age as well as by sex.

Specific considerations

The meeting participants separated into working
groups to discuss ‘healthy sexuality’, ‘sexual dysfunc-
tion’, ‘sexual violence’ and ‘female genital mutilation’.
The key points of the discussions and the indicators
identified are shown below.

Healthy sexuality

The definition of sexuality is complex: it includes gen-
der roles and sexual orientation and is influenced by
the interaction of biological, psychological, cogni-
tive, social, political, cultural, ethical, legal, historical,
religious and spiritual factors (WHO, 2006). Although
individuals are labelled as ‘homosexual’, ‘heterosex-
ual’, ‘bisexual’ and so on, these are not comprehen-
sive definitions of sexuality, as they may not necessar-
ily be expressed or experienced in a consistent way
throughout an individual’s lifetime. It is also unclear
whether these terms refer only to sexual acts or to
thoughts and desires as well.

Major concerns were raised about the term ‘healthy
sexuality’. Firstly, as discussed in plenary, ‘healthy
sexuality’ was considered to be a value-laden con-
cept, which can be misused to discriminate against
sexual behaviour considered to be ‘unacceptable’
by some segments of society. A suggested replace-
ment for ‘healthy sexuality’ was ‘sexual health’, which
is more suitable for a public health approach. It was
pointed out, however, that the two terms are interre-
lated, in that one can be seen as a ‘prerequisite’ for
the other, i.e. if sexuality is healthy, sexual health is
more readily attainable.

The term ‘sexual well-being’ was discussed as
another possibility. The problem again is the defini-
tion and understanding of ‘well-being’, which is likely
to be culture- and context-specific. A sense of well-
being might be linked to aspects such as sexual iden-
tity, sexual preference and sexual behaviour. The term
would also include expressions of sexuality by people
living with physical and intellectual disabilities or ill-
ness. ‘Sexual well-being’ could probably be measured
only as ‘self-perceived sexual health’, which could
include being comfortable or satisfied with one’s
sexual identity and the motivation and ability to pro-
tect and enhance one’s sexual health. Such consider-
ations could capture both positive elements of sexual
health and negative ones, such as coercion and dis-
crimination. Rather than a ‘Yes’ or ‘No’ response, a
composite scale of well-being could be designed. The
participants considered, however, that more research
was needed to explore the various dimensions of
‘sexual well-being’ in order to draw up an appropriate
set of indicators.

As the participants did not agree on a term, they
decided to focus on identifying indicators for positive
aspects of sexual health and sexuality. They agreed
that understanding what people find pleasurable is
important for understanding sexual behaviour and
noted that achieving pleasure does not always mean
healthy or responsible sexual behaviour. For example,
the pleasure derived by one individual from sexual
behaviour can violate the rights of another (e.g. in the
case of child sexual abuse). Informed choice does
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not necessarily result in sexual health; for example,
HIV-negative people might choose to have sex with
HIV-positive partners without a condom. This and
other examples illustrate the need for good-quality
information and counselling on sexual health, and this
was included as an indicator.

Proposed indicators

Three possible areas for indicators were identified:

e the ability of men and women to make informed
choices;

e action in relation to sexuality on the basis of
intention, substantial understanding and the
absence of coercion, discrimination or violence;
and

e satisfaction with one’s sexuality and sexual
identity, on a composite scale of satisfaction.

The group concluded that, as relatively little research
has been conducted in these areas, primary research
is required to identify appropriate indicators. Although
qualitative research methods might be more appropri-
ate for collecting the necessary information, it would
be difficult to standardize and thus compare findings
from different settings. Therefore, qualitative research
would be the first step in identifying indicators that
could be included in survey instruments.

Proposed indicators of access to and use of services

The group identified two indicators of access:

e the availability of service delivery standards and
protocols for promoting sexual health (modified
from March meeting); and

¢ the proportion of the population that has ever
received counselling on sexual health or sexuality
(new).

Proposed indicator related to outcome:

e proportion of people who discuss sexual
choices with their partners and act on the basis
of intention and substantial understanding and
without coercion.

Sexual dysfunction and sexual
vulnerability

The participants debated the definition of ‘sexual dys-
function’ and the indicators that could be included
under this term. In developed countries, ‘sexual dys-
function’ is often used to refer to erectile dysfunction;
however, sexual dysfunction is broader than physi-
ological processes, as it can be influenced by both
psychological factors and factors that go beyond the
individual. Sexual function may also depend on social
and medical attitudes to sexuality, such as what is
considered ‘acceptable’ or ‘normal’ and what is not.
Generally speaking, the group agreed that ‘sexual
function’ and ‘sexual dysfunction’ were problematic
terms.

It agreed, however, that people undoubtedly suffer
from problems with their sexuality, such as ‘anorgas-
mia’ (lack of orgasm), that sexologists might categorize
as ‘sexual dysfunction’. As dissatisfaction or difficul-
ties related to sexuality are individual experiences, it
would be more important to find an indicator that cap-
tures this personal aspect rather than some textbook
category. The group agreed that the act of consulting
a health service in relation to problems with sexuality
would represent the ‘sexual dysfunction’ dimension,
without having to define the content of the problem,
which would depend on the individual and his or her
context. The group agreed that access to appropri-
ate sexual health counselling services is important
and that this would be useful for obtaining informa-
tion about men’s sexual health in particular, as it has
been shown that, although men consult for problems
with sexual performance, they do not necessarily do
so for other sexual and reproductive health problems.
The group noted some evidence of an association
between women’s experience of violence with an inti-
mate partner and reported sexual problems of their
husbands. The group agreed that this important topic
requires further research.

The discussion of sexual dysfunction led to a discus-
sion of the opposite—sexual well-being—and how it
might be measured. The group spoke about ‘sexual
inclusion’ or a sense of belonging in society and feel-
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ing comfortable with one’s sexuality. As it would be
difficult to arrive at an overall objective measure of
sexual well-being or pleasure, the group suggested
that one measure could be society’s perceptions of
whether women and men enjoy sex or are allowed to
enjoy sex. In some societies, for instance, women are
not expected to enjoy sex.

The group agreed that sexual well-being involves not
only feeling comfortable but also, for instance, the
ability to resist unwanted sex. Experience with a com-
posite indicator in a survey of young people’s sexuality
in the United Kingdom was described. This indicator,
called ‘sexual competence’, was designed to capture
the extent to which people’s first experience of sexual
intercourse was: protected (i.e. from unwanted preg-
nancy and sexually transmitted infections); under-
taken without regret; the result of an autonomous
decision; and consensual (i.e. with the agreement of
both partners). The group questioned use of the word
‘autonomy’, in that it relates mainly to an individual’s
behaviour and does not take into account social and
other pressures. For example, a woman may make an
autonomous decision to engage in transactional sex,
but she may make the decision under the pressure of
having to feed herself or her family. An individual may
be autonomous but not necessarily healthy. The group
considered, however, that the dimension of autonomy
could be included in a composite indicator with other
dimensions.

The discussion of autonomy raised the question of
the sexuality and sexual health of people with physi-
cal or mental disabilities. The group acknowledged
the importance of the issue but considered that, given
the limited time available, they could not do justice to
a discussion on indicators in this area.

The group concluded that, in order for sexual health
to become a reality, people (particularly young peo-
ple) need access to information about sexuality and
sexual health. Thus, they proposed as an indicator the
existence of mandatory, comprehensive education
on sexuality, the content of which would depend on
the age group. Training in sexual health and sexuality
counselling for health providers was likewise consid-
ered important.

Proposed indicators of determinants: policy and

social factors:

e whether sexuality education is mandatory
(modified from March meeting);

e perceptions of and social attitudes to sexual
enjoyment or expression (both aimed at
populations and at specific groups) (new);

e level of sexual autonomy (new), i.e. ability to
resist unwanted sex and ability to make healthy
decisions about sexuality; and

e level of sexual competence (protection, no regret,
autonomy of decision-making and consensuality)
(new).

Proposed indicators of access to and use of services:

e per capita provision of psychosexual services
(new); and

e awareness (and access to and use of) appropri-
ate sexual health services (modified from March
meeting): for sexual dysfunction (new), for family
planning and for sexually transmitted infections.

Female genital mutilation

At the March meeting, three indicators on female
genital mutilation were included: existence of a law
prohibiting it, a strategy for eliminating the practice
and service delivery points for medical, psychological
and other services for women with genital mutilation.
In addition, the group discussed the indicators devel-
oped by MEASURE Evaluation' and used them as the
basis of their discussion, with new indicators added
as appropriate.

The group agreed that the existence of a law
prohibiting female genital mutilation remains an
important indicator in this area, even though there is
a danger that a law criminalizing the practice might
drive it underground. They emphasized that policies
and strategies should be put in place to ensure that
the existence of the law is known and understood
by practising communities. They stressed that a

community-based approach, through advocacy and

" The MEASURE Evaluation partnership provides technical
leadership through collaboration at local, national, and global levels
to build the sustainable capacity of individuals and organizations
to identify data needs, collect and analyse technically sound data,
and use that data for health decision-making.
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awareness of the harmful effects of female genital
mutilation, was the only way to sustain change, and
they agreed that a related indicator should be included.
Changes in attitudes towards the practice could be
monitored through questions in survey instruments
on whether women and their daughters have been
cut. The group considered it important to document
men’s attitudes towards sexual partners who have not
undergone gential mutilation.

The group expressed concern about the increased
medicalization of female genital mutilation (performed
by health-care providers). It recommended use of an
indicator on ethical guidelines for health profession-
als, which would reflect the commitment of profes-
sional organizations to advocate abandonment of the
practice. Another indicator to measure progress in the
abandonment of the practice would be inclusion of
training in the prevention and management of female
genital mutilation in pre-service and in-service curri-
cula of health professionals. Inclusion of an indicator
on the number of medical institutions nationally that
include training on the prevention and management of
female genital mutilation was also suggested.

Proposed indicators of determinants: policy and

social factors:

e alaw prohibiting female genital mutilation
(identified at March meeting);

e a strategy or plan for eliminating female genital
mutilation (according to local needs, on the basis
of local research on cultural practices) (identified
at March meeting); and

¢ the existence of medical professional association
guidelines against the practice of female genital
mutilation, against practising reinfibulation and
encouraging appropriate care for women who
have undergone genital mutilation (new).

Proposed indicators of services — access and

availability:

e service delivery points for the provision of
medical, psychological and other services
and referral for women with genital mutilation
(identified at March meeting); and

e number of medical institutions that provide com-
pulsory training on prevention and treatment of
female genital mutilation (new).

Proposed indicators of outcome and impact:

e proportion of women who report they have
undergone genital mutilation (by age cohort)
and/or whose daughters have been cut, with
identification of who performed the procedure
(modified from March meeting and MEASURE
indicator);

e proportion of men and women who are aware
of the harmful consequences of female genital
mutilation, particularly poor neonatal outcomes,
maternal morbidity including fistulae, sexual
morbidity, infertility, physical and emotional harm
from the practice (new); and

e perception of social acceptance of women who
have not undergone genital mutilation (e.g. asking
men whether they prefer as a partner a woman
who is cut) (new).

Sexual violence

Sexual violence is defined as ‘any sexual act, attempt
to obtain a sexual act, unwanted sexual comments
or advances, or acts to traffic, or otherwise directed,
against a person’s sexuality using coercion, by any
person regardless of their relationship to the victim,
in any setting, including but not limited to home and
work’ (WHO, 2002). The group noted that it is diffi-
cult to establish the prevalence of sexual violence,
as the definition covers a wide range of acts, includ-
ing rape within marriage or another intimate relation-
ship, rape by strangers, rape during armed conflict,
sexual abuse, forced marriage, forced pregnancy,
forced abortion, forced prostitution and trafficking for
the purpose of sexual exploitation (WHO, 2002). They
also noted that violence, including sexual violence, is
a major problem for men as well as women of any age,
but also for transgender people.

The group noted a number of initiatives to find indi-
cators of violence against women, including sexual
violence. These initiatives include the compendium
of indicators designed by the MEASURE Evaluation,
work by the Special Rapporteur on Violence against
Women within a human rights framework, identifica-
tion of national indicators for reporting, the purposes
of and work done by the Division of the Advancement
of Women and the Economic Commission for Europe
on indicators that can be integrated into the collection



Measuring sexual health: conceptual and practical considerations and related indicators

of national statistics. The group also highlighted the
role of the Demographic and Health Surveys in col-
lecting data on the prevalence of sexual violence.

The group based their discussion on the indica-
tors used in the MEASURE project and those from
the March consultation. The indicators discussed
address the three areas considered to be key to mea-
suring progress in eliminating sexual violence: attitu-
dinal shifts, service delivery and process. With regard
to attitudinal shifts, the group discussed whether
interventions can reduce the normalization of sexual
violence and how attitudes towards violence can be
measured. In the area of service delivery, the discus-
sion focused on whether and how health services can
contribute to preventing and dealing with sexual vio-
lence. The process indicators included those relating
to laws and policies for eliminating violence.

Proposed indicators of outcome - attitudinal shifts:

e proportion of people surveyed who say that
wife-beating is acceptable (modified MEASURE
indicator);

e proportion of people who say that a woman has a
right to refuse sex (MEASURE indicator); and

e proportion of boys and girls who feel able to say
no to sex or sexual activity (modified MEASURE
indicator).

Proposed indicators of services: access and

availability:

e service delivery providers giving appropriate
medical, psychological and legal support to
women and men who have been raped or have
experienced incest (identified at March meeting);

e health providers trained to detect signs of
sexual abuse, violence, anxiety, shame, anger or
depression related to sexual relations (modified
from March meeting); and

e police trained in issues of sexual health and rights,
including responding appropriately to sexual
violence (modified from March meeting).

Proposed indicators of process:

e existence of laws to promote and protect sexual
health, e.g. those prohibiting sexual violence,
those related to sexual exploitation and those
related to sex work, homophobia and sexual
harassment in the work place (new);

e existence of a line in the national budget to
implement programmes on eliminating sexual
violence (modified MEASURE indicator); and

e existence of a national plan of action to eliminate
sexual violence (MEASURE indicator and indicator
modified from March meeting).

Conclusions

The group pooled all the proposals from the working
groups, and the proposed indicators were discussed
within the matrix used at the March 2007 consultation.
Some overlapping indicators were eliminated; other
indicators from the March 2007 meeting were modi-
fied. The indicators were organized according to the
structure used at the March meeting. The final matrix
is given in Annex 3.

Areas for research

The areas in which the group considered further
research was needed were:

¢ the meaning of sexual well-being in different
contexts;

e the association between men’s sexual dysfunction
and violence against women;

e the frequency of intercourse between husbands
and their genitally mutilated wives;

e men’s attitudes and perceptions of sexual
pleasure with women who have undergone genital
mutilation; and

¢ the attitudes of medical personnel towards female
genital mutilation.
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Annex 1. Working definitions

Sex: the biological characteristics that define humans
as female or male. While these sets of biological
characteristics are not mutually exclusive, as some
individuals possess both, they tend to differentiate
humans. In general, in many languages, the term ‘sex’
is used to mean ‘sexual activity’, but the above defini-
tion is preferred for technical purposes in the context
of discussions of sexuality and sexual health.

Sexuality: a central aspect of being human throughout
life, which encompasses sex, gender identity and role,
sexual orientation, eroticism, pleasure, intimacy and
reproduction. Sexuality is experienced and expressed
in thoughts, fantasies, desires, beliefs, attitudes, val-
ues, behaviour, practices, roles and relationships.
While sexuality can include all these dimensions, not
all of them are always experienced or expressed.
Sexuality is influenced by the interaction of biological,
psychological, social, economic, political, cultural,
ethical, legal, historical, religious and spiritual factors.

Sexual health: a state of physical, emotional, mental
and social well-being in relation to sexuality; it is not
merely the absence of disease, dysfunction or infirmity.
Sexual health requires a positive, respectful approach
to sexuality and sexual relationships and the possibil-
ity of having pleasurable and safe sexual experiences,
free of coercion, discrimination and violence. For sex-
ual health to be attained and maintained, the sexual
rights of all persons must be respected, protected and
fulfilled.

Sexual rights: human rights that are already recog-
nized in national laws, international human rights
documents and other consensus statements. They
include the right of all persons, free of coercion, dis-
crimination and violence, to:

e the highest attainable standard of sexual health,
including access to sexual and reproductive
health-care services;

e seek, receive and impart information related to
sexuality;

e education on sexuality;

e respect for bodily integrity;

e choose their partner;

e decide to be sexually active or not;

e consensual sexual relations;

e consensual marriage;

e decide whether or not, and when, to have
children; and

e pursue a satisfying, safe and pleasurable sexual
life.

The responsible exercise of human rights requires that
all persons respect the rights of others.
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Annex 3. Proposed indicators of sexual health

Indicators expanded on those defined within the WHO/UNFPA report: National-level monitoring of the
achievement of universal access to reproductive health — conceptual and practical considerations and related
indicators (WHO, 2008).

DETERMINANTS: POLICY AND SOCIAL FACTORS

Sexual health | Indicator Type of Type of Source of data
area measure indicator
(core,
additional,?
extended)
Sexual health/ | Law prohibits discrimination on the Yes/No Core Law/policy review
sexuality basis of:
- age

- gender identity
- sexual orientation
- physical and intellectual disability

Law prohibits marriage for both men | Yes/No Extended Law/policy review
and women prior to age 18

Law requires full and free consent of | Yes/No Core Law/policy review
the parties to a marriage

Law does not prohibit: Yes/No Core Law/policy review
- sex between men
- sex between women

- prostitution
Sexual Law prohibits sexual violence Yes/No Core Law/policy review
iol
violence Law prohibits marital rape Yes/No Core Law/policy review
Strategy/plan to prevent and Yes/No Core Law/policy review
respond to sexual violence, including
marital rape
Harmful Law prohibits all forms of FGM Yes/No /NA Extended Law/policy review
ti
practices Existence of medical regulations Yes/No /NA Extended Policy review
against the practice of FGM
Strategy/plan for abandonment Yes/No /NA Extended Policy review
of FGM (according to local need,
informed by local research on
cultural practices)
Adolescent School-based comprehensive Yes/No Core Policy review
health sexuality education is mandatory

2 Indicators requiring special data collection efforts (e.g. surveys) and/or relatively developed health information
systems are classified as ‘additional’ instead of ‘core’ except for key measures.
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ACCESS: AVAILABILITY

Sexual health-
providers

Health providers trained in sexuality
counselling

Percentage

Additional

Survey (facility)

Health providers trained in youth-
friendly service provision

Percentage

Additional

Survey (facility)

Health providers trained to detect
signs of sexual abuse or violence

Percentage

Additional

Survey (facility)

Police and judiciary trained in sexual
health and sexual violence

Percentage

Additional

Survey (facility)

Sexual
violence-
services

Service delivery points providing
appropriate medical, psychological
and legal support for women and
men who have been raped or
experienced incest

Percentage

Core

Survey (facility)

Harmful
practices-
services

Service delivery points providing
medical, psychological, and other
needed services and referral for
women with FGM

Percentage

Extended

Survey (facility)

Medical training institutions that
provide training on prevention and
management of complications of
FGM

Percentage

Extended

Survey (special)

Adolescent
health-
services

Service delivery points providing
youth-friendly services

Percentage

Additional

HIS

Availability of alternative service
delivery mechanisms for sexual
health of adolescents (e.g. peer
education, social marketing of
condoms, outreach interventions
such as mobile clinics)

Yes/No

Additional

Expert assessment

ACCESS: INFORMATION

Young men and women (15-24 years)

OR “at risk” groups who correctly

identify ways of preventing the sexual

transmission of HIV and reject major

misconceptions about HIV transmission

Percentage

Core

Survey (population)

Awareness of sexual health services for:

- sexual dysfunction
- sexual violence
- infertility

Percentage

Additional

Survey (population)

ACCESS: QUALITY

Service delivery standards and

protocols that promote sexual health

are promoted and used

Yes/No

Additional

Survey (facility)
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USE OF SERVICES
Sexual Number of incidents of sexual violence, | Number Additional | Administrative
violence including marital rape, reported records (police)

to law enforcement and/or health
professionals in the past five years

Reported cases of above incidents Number Additional | Administrative

resulting in prosecution records (police)
Adolescent Adolescents who have received Percentage Additional | Survey (population)
health comprehensive sexual and reproductive

health education in schools

OUTCOME/IMPACT

Sexual health | Sexual competence (composite Percentage Additional | Survey (population)
indicator including whether sex is
consensual, with no regret, protected
(STI and unplanned pregnancy), and
decision made autonomously)

Women’s and men’s perceptions Percentage Additional | Survey (population)
of social attitudes towards sexual
enjoyment/expression (broad mass
and/or specific groups)

Sexual Approval/disapproval of intimate Percentage Additional | Survey (population)
violence partner violence (public opinion on
sexual violence)

Harmful Women and men who are aware of the Percentage Extended Survey (population)
practices harmful consequences of FGMP

Women and men who consider FGM to | Percentage Extended Survey (population)
be acceptable

Proportion of women reporting they Percentage Extended Survey (population)
have undergone FGM (by age cohort)
and/or whose daughters have been cut®

Adolescent Adolescent birth rate? Rate Core Vital registration/
sexual health Survey (population)
Adolescents who have ever had sex® Percentage Additional | Survey (population)

Sexually initiated adolescents who used | Percentage Additional | Survey (population)
contraception at first/last sex

Sexually active, unmarried adolescents | Percentage Additional | Survey (population)
who consistently use condomss

Men and women (aged 15-24 years) Percentage Additional | Survey (population)
who have had more than one partner in
the past 12 months

Men and women (aged 15-24 years) Percentage Additional | Survey (population)
who have had sex before age 15 years

® Particularly poor neonatal outcomes, maternal morbidity including fistulae, sexual morbidity, infertility,
physical and emotional harm of undergoing FGM.

° Disaggregated by the person who performed the cut.
d Cross-referenced with family-planning indicators.
¢ Sex-disaggregated.






