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PROPOSAL FORM 

Proposal from Jamaica’s Country Coordinating Mechanism for HIV/AIDS Response (JCCMHAR) 

A proposal to improve care for HIV/AIDS in Jamaica through strengthening of the public system of health care with increased staffing and equipment, web-based care information and improved identification, tracking and treatment of PLWHA
Submitted December 2007

 

Abbreviations

	AIDS
	Acquired Immunodeficiency Syndrome

	ARV
	Anti-retroviral

	BAY
	Bring a Yaadi / Bring a Friend

	CCM                                  
	Jamaica Country Coordinating Mechanism for HIV/AIDS Response

	CD4
	Cluster of differentiation 4

	CEO
	Chief Executive Officer

	CITO
	Central Information Technology Office

	GF
	Global Fund

	HATS
	HIV/AIDS Tracking System

	HDI
	Human Development Index

	HIPC
	Heavily Indebted Poor Countries

	HIV
	Human Immunodeficiency Virus

	HLFE
	Health and Family Life Education

	HPI
	Human Poverty Index

	IBRD
	International Bank for Reconstruction and Development

	JaBCHA
	Jamaican Business Council on HIV/AIDS

	MCTC
	Mother-to-child transmission

	MFAFT
	Ministry of Foreign Affairs and Foreign Trade

	MFPS
	Ministry of Finance and the Public Service

	MICI
	Ministry of Industry, Commerce and Investment

	MICYS
	Ministry of Information, Culture, Youth and Sports

	MOH
	Ministry of Health and Environment

	MOT
	Ministry of Tourism

	MTW
	Ministry of Transport and Works

	NAC
	National AIDS Committee

	NAP
	National AIDS Program

	NGO
	Non-government organization

	PLWHA
	People Living With HIV/AIDS

	PMTCT
	Prevention of Mother to Child Transmission

	U-Tech
	University of Technology

	UWI
	University of the West Indies

	VCT
	Voluntary counselling and testing

	Web-SHIRTS
	Web-based 


SECTION I: Information about the applicant






1.1) Name & members of Consulting Group
Jamaica Country Coordinating Mechanism
1.2) The organisational processes:
The Jamaica National CCM evolved from the NAC, founded in 1988, to coordinate the national multi-sectoral response to HIV/AIDS.  The CCM was formed in order to broadly facilitate coordination of implementation, monitoring and evaluation of the GF project while the NAC’s priority has been Jamaica’s broader overall response to HIV/AIDS.  41% of the CCM membership is from the NGO and community-based sectors, 30% represent government entities (e.g., Ministers of Health, Education, National Security, Tourism and Local Government) and the remaining 29% represent PLWHA organizations, academic, religious, private sector and persons living with disabilities.  The NAC is also a full member of the National Planning Council of Government, chaired by the Minister of Finance.  The term of office for Chair and Vice Chair of the CCM is three years maximum with a requirement that these positions represent different sectors.  Currently the Chair is the Chief of the National HIV/STI Prevention Programme and Epidemiology Unit (Professor Peter Figueroa) and the Vice-Chair in the President of the Jamaica Network of Seropositives - JN+ (Mr. Ricky Pascoe).  Meetings are held quarterly with occasional ad-hoc meetings.  The Chair and Vice-Chair are elected positions and all CCM members have equal votes.  The CCM has developed Terms of Reference to guide the functioning of the CCM.  A Conflict of Interest Management Plan has also been implemented which calls for each CCM member to make formal declarations of interest and for the Chair and Vice-Chair to recuse themselves from material votes.  In addition, an Oversight Monitoring Committee has been established, currently chaired by the UNAIDS.  The function of the Oversight Committee is to review proposals from NGO/Civil society, oversee work of implementing partners and resolve any conflict of interest or complaints from organizations represented on the CCM.
SECTION II: Executive summary of Proposal 





2.1)  General information:

	Proposal title 

(Title should reflect scope of proposal):

	Proposal to improve care for HIV/AIDS in Jamaica through strengthening of the public system of health care with increased staffing and equipment, web-based care information and improved identification, tracking and treatment of PWLHA

	Country or region covered:
	Jamaica


	Name of applicant:
	Jamaica Country Coordinating Mechanism for HIV/AIDS Response

	Constituencies represented in CCM 
	2
	Government – Health ministry
	1
	UN/Multilateral agency 

	(# of members from each category)
	10
	Government – Other ministries
	0
	Bilateral agency

	
	11
	NGO/Community-based organisations
	1
	Academic/Educational Organisations

	
	3
	Private Sector
	2
	Religious/Faith groups


	
	1
	People living with HIV/AIDS 

	0
	Other (please specify):


Table II.1

2.2)  The component this proposal is targeting and the amount requested from the global fund

	
	Amount requested from the GF (USD thousands)

	
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5
	Total

	Component
	X
	HIV/AIDS
	5,430,084
	3,459,866
	2,201,337
	1,358,260
	874,620
	13,324,169

	
	
	Total
	5,430,084
	3,459,866
	2,201,337
	1,358,260
	874,620
	13,324,169

	Total funds from other sources for activities related to proposal 
	
	
	
	
	
	


Table II.2

2.3)  Brief proposal summary: 

Background: Funding from the Global Fund in Round 3 (2004 – 2009) has already started to have an impact in Jamaica.  The death rate from AIDS has decreased from 26% in 2003 to 9% in 2007, with 3,000 PLWHA currently on ARVs.  Rates of voluntary counseling and testing (VCT) among pregnant women attending antenatal clinics has improved to almost 90%, and combined with increased access to antiretroviral therapy, the rate of infection among very young children (mother-to-child transmission, MTCT) has decreased from 25% to 6%.  The Round 7 proposal (2008 – 2012) targets identified ongoing gaps with the following key strategies:  expanding ARV treatment through provision of free (no copay) ARVs and CD4/viral load lab services for 83% of those in need to a total of 7500 PLWHA in the public sector by 2012, monitoring and adherence counseling, HIV counseling and testing, Health and Family Life Education (HFLE) in schools, targeted intervention among identified high risk groups, broad population mass media education campaigns, prevention for positives, condom promotion, anti-stigma campaigns, and operationalizing policies to affirm human rights and protect against discrimination for PLWHA and high-risk groups.  These goals and strategies are essential to furthering the efforts at controlling the spread of HIV in Jamaica as well as caring for those already positive.  However, key necessary strategies not addressed in the current Round 3 and Round 7 proposals include expansion of the existing health workforce in the public sector and budgetary expansion, provision of key tools for health personnel (e,g, especially patient-level information technology support and computer hardware and connectivity) and focused efforts to care for and reach those already HIV positive (50% already known positive are not returning for care and monitoring, 60% of those in need of ARV are not receiving them, and 60% of estimated positives are not yet diagnosed).

Summary of Round 8 (2008 – 2013):  Building on the previous and concurrent Global Fund efforts, this Round 8 proposes additional funding and support geared to addressing the above gaps, building sustainability and further strengthening of the health care system. Key strategies of this proposal include the in-country training of additional health system personnel, salary support of health personnel through participation in the Debt2Health, development of a national integrated electronic HIV tracking system, and focused efforts at prevention and care for those already known HIV positives, as well as identification and care for undiagnosed positives. 

Key Goals and Strategies:

1) Adequacy of numbers of health care personnel in public sector 

a) 
Education of 349 new health care personnel in country 

b) 
Incentives for retention and employment in public sector: Scholarships tied to public sector employment upon graduation, improved public sector salaries, and additional improvements to working conditions and job satisfaction by provision of needed equipment and supplies.
c) 
Participation in Debt2Health program with financial gains directed to support health personnel salaries and information technology maintenance.

2) Timely and reliable access to information about HIV+ persons for improved care

a) 
Creation of national integrated Web-based Standardized HIV Registry and Tracking System (Web-SHIRTS) by integration and linking of current stand-alone systems: computer-based Lab rapid test system, HIV-AIDs Tracking System (HATS-Contact Investigator System), regional and local patient-level electronic HIV+ Registries.

b) 
Enhancing of computer hardware resources and connectivity for 23 HIV-AIDs clinic sites

3) Prevention and care for positives  (11,500 known positives as of 2007)

a)  Carry out a study on reasons for HIV+ loss-to-follow-up (50% of known positives do not return to clinic for care and support)

b) 
Education (KAP) regarding transmission prevention, benefits of access to treatment and improved outlook of HIV as livable chronic disease (decreased fatalism)

4) Identification of undiagnosed positives (estimated 15,000 HIV positive not yet diagnosed as of 2007)

a) Focused “Bring a Yaadi/Bring a Friend” program, engaging those already positive to bring friends/family to be tested.
b) Expansion of testing access to rural areas with mobile vans
SECTION III: General information about the country setting



3.1)  Specific country characteristics:

a. Burden or potential burden of HIV/AIDS: 

With an HIV prevalence rate of 2.3% (2003), the Caribbean is the region hardest hit by the epidemic outside Sub-Saharan Africa. Jamaica, with a population of 2,735,520 in 2005 (2,780,132 estimated July 2007
), is one of the Caribbean countries where the epidemic has spread from high-risk groups to the general population. It is estimated that around 1-1.5% of the adult population, or 22,000 to 25,000 people, are living with HIV/AIDS in Jamaica. This represents the third largest population of people living with HIV/AIDS (PLWHA) in the Caribbean, after Haiti and the Dominican Republic. In Jamaica, reported HIV prevalence is highest in tourism/resort areas, such as St. Ann and St. James, where prevalence rates among antenatal clinic (ANC) attendees are 1.7% and 2.0% (2005) respectively. Westmoreland had the highest rate at 2.1% with the national average 1.5% among ANC attendees (2005). In Jamaica, HIV transmission is predominantly through heterosexual contact. Intravenous drug use has not been reported as a significant transmission route of the HIV virus in Jamaica, although it should be noted that crack-cocaine is widely used in inner-city communities and alcohol use is prevalent. It must be noted that substance abusers are a focus of the wider national HIV/AIDS response but are not a focus of this proposal. A national campaign to PMTCT is presently being addressed by the wider national HIV/AIDS response. Since Jamaica’s first AIDS case in 1982, a total of 11,739 AIDS cases have been reported (through December, 2006), of which over 50% were recorded 2001-2006. Approximately 6900 women of childbearing age are living with HIV/AIDS and represent a potential source of perinatal transmission.   Lack of access to antiretrovirals, compounded by inadequate nutrition and untreated opportunistic infections, results in a high annual case mortality rate, although the mortality rate has been declining since 2002. In 2006, 432 AIDS deaths were reported, representing an annual case mortality rate of 9%, a marked decline from 26% in 2002. Given that 88% of HIV/AIDS cases occur among individuals who are in their productive years (ages 20 to 64), there is almost a direct correlation between infection and economic duress at the household level. A study carried out by CAREC / UWI in 1999 estimated that Jamaica’s Gross Domestic Product could fall as much as 6.5% if the current HIV prevalence rates are not addressed. In addition, a recent rapid assessment of orphans and other children made vulnerable by HIV/AIDS (2002) in Jamaica estimated that there may be as many as 50,000 children affected by a parent’s or caregiver’s infection.” 
 

b. Current economic and poverty situation:

Jamaica is primarily a service-centred economy, with 64.6% of its labour force focused on this industry
. Hurricane Ivan, which hit Jamaica in 2004, wreaked havoc on its economy, from which it is slowly recovering. The debt problem in Jamaica is a continual challenge to its financial stability. However, Jamaica has successfully lowered its debt to 133.3% of its GDP. The GDP per capita in Jamaica is $4,700, and the GDP at the official exchange rate is $9.23 billion
. 

The unemployment rate in Jamaica is 11.3% (est. 2006), and 14.8% of the population lives under the poverty line (2003 est.)
. However, while the unemployment rate is 11.3% for the general population, among youth the rate is 26%
. The HDI in Jamaica falls very low, at 0.724 and it ranks 104 out of 107 countries. Jamaica’s HPI-1 is 14.8 placing it 30th of 102 developing countries
. 

c. Current political commitment in responding to the HIV/AIDS:

The NAC was first established in 1988 and has evolved to the Jamaica National CCM to coordinate the national multi-sectoral response to HIV/AIDS in Jamaica.  The NAC is a private non-governmental umbrella organization of over 100 non-governmental, government, community-based, faith-based, educational, and international development partners.

The Jamaican Parliament unanimously adopted a national HIV/AIDS Policy in 2005 and a national HIV/AIDS workplace policy was approved by the Cabinet in March 2007.  HIV policies have been established in Education and Tourism and have been drafted in other sectors such as Labour, National Security and Local Government. HIV programs are underway in all these sectors and include HIV education, training, condom promotion and access and VCT.  The NAC Legal and Ethical subcommittee has an active programme of advocacy and education involving the legal profession, human rights activists, and PLWHA.  Together they have prepared a major review of legislation with recommendations for legislative reforms and policies.  A business council on HIV/AIDS (JaBCHA) was established in September 2006. The CEO of Cable and Wireless Jamaica (a private business) is its president with 20 additional actively committed high level business leaders.  The role of PLWHA has been strengthened in the national response, with the president of the Jamaica Network of Seropositives (JN+) recently elected Vice Chair of the CCM.  PLWHA are also employed in the programme nationally as adherence officers and outreach educators and play an important role in efforts at stigma reduction.

The preparation of a new National HIV Strategic Plan for 2007-2012 was based on consultations island-wide and included HIV service providers, civil society, vulnerable groups and PLWHA.  There were also special consultations with youth, health and education focused on policy and gender issues and a National HIV Strategic Plan for the Education sector is under development.
d. Co-financing: 
The overall cost of implementing the National Strategic Plan for HIV/AIDS is estimated to be at US$207.4M for the period 2008-2012.  The costing analysis was developed using information from the recent budget for the National Strategic Plan conducted by a World Bank consultant contracted by UNAIDS.  Projected funding over this coming 5-year period from the government and donors already in place (World Bank, USAID, and UNICEF) is US$49.5M.  Thus there is a financial gap of US$157.9M for the period.  The Round 7 Global Fund proposal seeks US$44.17M to fill approximately 28% of the major gaps in the national response.  

Domestic Sources:  The National HIV/STI Control Programme expects to receive funding from the Government of Jamaica and the IBRD.  The government will directly contribute to the costs of hospitalizations, opportunistic infection drugs, human resource and infrastructure costs which amount to approximately US$29.8M (2008-2012).  The IBRD World Bank loan for the HIV programme is US$10.6M for the period 2002-2007 and a follow-up project expecting to commence in 2008 covering US$8.0M for the period 2008-2011.  

External Sources:

USAID has been committed to the HIV programme and contributes a grant of US$1.0M per year. UNICEF focuses on aspects of PMTCT and vulnerable children who are orphaned by HIV/AIDS.   Their contribution to this is approximately US$250,000 per year and is expected to increase in the coming years as more funds become available to the organization. The current Global Fund grant approved in Round Three covers the period June 2004-2009 and is providing US$23M for the period.  The most recent GF proposal for 2008-2012 (Round 7) is requesting US$44.176M and appears likely to be funded.

e. How underserved populations of poor and vulnerable groups will be targeted by the proposal:

Several aspects of this proposal are targeted to focus on underserved populations. 

· One facet of the prevention programme includes the addition of two mobile clinics, aimed at providing poor people living in rural areas access to VCT. 

· There is also a ‘stamp out stigma’ aspect of this proposal which will work to educate the general population with the goal being to lessen the stigma that is born by PLWHA. It is believed that the high level of stigma in Jamaica is one of the greater impediments that PLWHA when choosing whether or not to undergo treatment. 

· A special focus will be placed on youth (15-24) as a broad target group, as this is one population where the impact could be greatly felt with strengthened and consistent targeted prevention efforts. Poor children in both the rural and urban areas, including street children, unaffiliated youth, children of PLWHA, and children with disabilities, would all be included in new or expanded programs such as the non-school affiliated peer education program. 

· Similarly, gender specific interventions will focus on men and women as distinct target groups, with a special focus on gender-specific prevention programs. Men in Jamaica are the primary “decision-makers” in negotiating sex and condom use, and it is proposed that by targeting them specifically, both men and women will benefit from this targeted intervention. Women will also receive education on how to be able to advocate for safe-sex practices in their relationships.

· Nearly 30% of the CCM is made up of PLWHA organizations including persons living with disabilities. 
3.2) Aspects of the national context 
a. The percentage of the total government budget allocated to health:

	
	
	2007-08             USD (,000s)
	% of Total National Budget
	2006-07                   USD (,000s)
	% of Total National Budget

	National Budget
	Gross Recurrent
	$3,412,126.44
	
	$2,663,776.56
	

	
	Gross Capital
	$1,991,981.85
	
	 
	

	
	Total
	$5,404,108.28
	
	
	

	Ministry of Health
	Gross Recurrent
	$283,065.92
	8.3%
	$189,784.90
	7.1%

	
	Gross Capital
	$12,715.34
	0.6%
	 
	

	
	Total
	$295,781.25
	5.5%
	$219,540.85
	


b. National health spending for 2002-03 

	
	Total national health spending, 2002-03

(USD)
	Spending per capita (USD)
	Percent

	Public
	158, 481.51
	60.95
	47%

	Private
	178, 714.49
	68.74
	53%

	Total
	337, 196.00
	129.70
	100%

	From total, how much is from external donors?
	2, 871.42
	1.10
	1%



Table III.1

c. External budget support, Highly Indebted Poor Countries (HIPC) initiatives, Sector-Wide Approaches 

No HIPC or Sector-Wide Approaches assistance.  See 3.1.d for further details about application of current funding.

d. Current national capacity (state of systems and services) that exist in response to HIV/AIDS:

The accomplishments of the Jamaica HIV/AIDS programme include strengthening the development of HIV/AIDS work programs for regional health authorities, support of the National AIDS Committee, strengthened Parish AIDS Associations, technical assistance for collaborations on HIV/AIDS projects with relevant line ministries (Ministry of Labour and Social Security, Industry and Tourism, National Security, Education, Youth and Culture, Local government Community Development and Sports), and capacity building for NGOs and CBOs.  The National HIV/STI Programme oversees product selection and in alliance with Health Corporation Limited (HCL), forecasts drug and resource demands.  HCL manages the information systems responsible for procurement, warehousing and distribution of pharmaceuticals/medical supplies to the ,public sector along with ART tracking (Global Fund and World Bank recently found HCL to have adequate space and organizational system for effective transparency and efficiency).  The Ministry of Health coordinates condoms for public access through the National Family Planning Board (NFPB).  The Standards and Regulation Department within the MOH, Jamaica Bureau of Standards and Caribbean Drug Testing Laboratory conduct quality control and the registration process.  The National HIV/STI Programme and the National Health Fund oversee the rational use of resources, PLWHA adherence and monitor drug resistance and adverse reactions.  Workplace policies and programs are being promoted and rolled out in 65 medium and large private sector companies by the NAC, the Jamaica Employers Federation, the Jamaica Confederation of Trade Unions (JCTU) and the Ministry of Labour and in 12 government ministries. The Government of Jamaica is currently in the process of establishing an HIV division within the Ministry of Health, with the National HIV/STI programme monitoring and evaluating framework.

There are 23 public hospitals and approximately 350 primary health care centres accompanied by a network of private hospitals, laboratories and pharmacies.  There are 18 HIV/AIDS treatment clinics island-wide staffed with adherence counsellors (PLWHA) and sessional doctors at selected sites and five more proposed in the Round 7 proposal.  The system is composed of highly committed staff but is suffering a severe shortage of doctors, nurses and other health care personnel due to competitive salary packages in the private sector and abroad and staff dissatisfaction with working conditions, e.g., lack of equipment.  The National Health Fund (government agency) has funded a three year programme (2007-2010) to train professionals while the Government’s Medium Term Socioeconomic Framework (MTF) has increased spending to offer more competitive salaries.  World Bank and the Global Fund are funding higher salaries for contracted donor specific projects.  The National Health Fund and the Cultural Health Arts Sports and Education (CHASE) Fund have supported construction/refurbishing of several health care facilities.  The Ministry of Health is currently facing insufficient funding for replacement of equipment and for equipment and infrastructure maintenance.  Three hurricanes in the last 3 years and a malaria outbreak have put a significant strain on the ministry (Emergency fund has reallocated resources to absorb shortages).  A recent trend of increasing costs due to more persons from mid/upper income groups accessing the public system has also affected access to costly health care needs (HIV/AIDS treatment).  

The HIV/STI programme currently screens approximately 75,000 persons per year in the public sector and an estimated 40,000 in the private.  An estimated 750,000 HIV tests will be administered over the next 5 years for those at highest risk of exposure.  The current Global Fund grant will fund an additional 2,000 for a total of 5,000 PLWHA with ART treatment (~55% of total PLWHA in Jamaica, the remaining are to be managed by the private sector).  There are currently 3,000 PLWHA covered on ART treatment (as of May 2007).  The National HIV/STI Programme has established a national laboratory information system, linking Kingston Public Hospital and the Comprehensive Health Centre to enhance data collection and improve surveillance for HIV and STIs.  The community outreach programme has reached 3,500 CSWs and 4,800 MSM, leaving 9020 CSWs and 13,200 MSM to be contacted.  The M&E system of the National HIV/STI Programme (surveillance body) has received 3 ratings by UNAIDS assessment.
  There are however, gaps in data about vulnerable groups, such as MSM and adolescents and some stakeholders in the system have limit capacity to conduct data collection.  The M&E system of the National HIV/STI Programme also runs on inadequate information systems (paper based); the NHSP is beginning a web-based HIV/AIDS Tracking System (HATS), rapid test database and HIV electronic register but have been restricted due to inadequate computers and printers.

e. Main national and international agencies involved in national responses to HIV/AIDS and their main programmes:

There are many local and international agencies involved in the Jamaican fight against HIV/AIDS. On an international level, aside from the Global Fund, UNAIDS and the World Bank are the largest financial contributors to the national HIV/AIDS/STI Control Programme and work as well with the Jamaican Ministry of Health. The World Bank works on care and treatment programs, infrastructure upgrading and professional development. Other multilateral agencies that are involved include PAHO, the United Nations Integrated Theme Group for HIV/AIDS and UNICEF that work in areas such as advocacy, programme development and prevention initiatives. The UNDP works in capacity building, sector planning, awareness efforts, leadership initiatives, and policy development related to HIV/AIDS as well. Other UN entities, such as UNESCO and the UN Population Fund work to develop educational programs. There are several bilateral initiatives at work in Jamaica as well, such as the Japanese Embassy, the Canadian International Development Agency and the British DFID, which work on education and advocacy projects.
Locally, the Government of Jamaica has been working to increase its financial contributions as well. The Centre for HIV/AIDS Research, Education and Services contributes to support programs for people living with HIV/AIDS (PLWHA), education and outreach work and home based care training. The NGO Jamaica AIDS Support and the Jamaica Red Cross work with PLWHA providing care and support and work on targeted interventions with hard to reach and high-risk communities. The NGO NAC works on advocacy and in coordination of HIV/AIDS activities with member organizations. Lastly, the UWI HIV/AIDS Response Programme works on training, research, education and curriculum development.  

f. Total budget required for HIV/AIDS including the sources and amounts available and needed:

	Source/Agency
	Amount In US dollars:

	
	2007
	2008
	2009
	2010
	2011
	2012

	HIV/AIDS

	Government
	
	
	
	
	
	

	Donors (specify)
	
	
	
	
	
	

	Other
	
	
	
	
	
	

	Global Fund request 
	
	5,430,084
	3,459,866
	2,201,337
	1,358,260
	874,620

	Unmet need
	
	
	
	
	
	

	Total need
	
	
	
	
	
	



Table III.2

g. Major programmatic intervention gaps and funding gaps that exist in the country’s current response to HIV/AIDS:

See 2.3, Brief Proposal Summary, for outline of gaps in current interventions and funding.

SECTION IV – Scope of proposal







4.1) Summary of the component:  
Because there is little TB or malaria in Jamaica, these components were not selected for this proposal.  However, HIV/AIDS is present in an estimated 25,000 people and the risk is high for further spread of the disease.  This Round 8 application proposes additional funding and support geared to addressing the gaps left by the Rounds 3 and 7 proposals, building sustainability and further strengthening of the health care system. Key strategies of this proposal include the in-country training and retention of additional health system personnel, development of a national integrated electronic HIV tracking system, enhanced computer and connectivity infrastructure, focused efforts at prevention and care for those already known HIV positives, as well as identification of and care for undiagnosed positives. 

Key Goals and Strategies:

1) Adequacy of numbers of health care personnel in public sector 

a. Education of new health care personnel in country through expansion of UWI and U-Tech capacity and provision of scholarships for targeted health care professions: nurses, nurse practitioners, health information technology, health services management, medical technology, and pharmacy
b. Incentives for retention and employment in public sector: scholarships tied to work in public sector upon graduation; improved working conditions and job satisfaction through improved public health sector salaries and improvements in provision of needed medical equipment and supplies. Improved public sector salaries will be supported through participation in the Debt2Health program.  An Inter-Ministerial Work Group will be established to focus on developing and implementing efficient. reliable means of providing needed equipment.
2) Timely and reliable access to information about HIV+ persons for improved care

a. 
Creation of a national secure and confidential Web-based Standardized HIV Integrated Registry and Tracking System (Web-SHIRTS) by integration and linking of current stand-alone systems: computer-based Lab rapid test system, HIV-AIDS Tracking System (HATS-Contact Investigator System), and the regional and local patient-level electronic HIV+ Registries.  Activities will include development of a standardized Web-based database, interfacing of Lab, HATS and HIV Registry systems, backloading of paper-based patient information where it is not electronic, and training of health care providers and support staff on use of the Web-based system to include updating of patient information and producing aggregate reports. 
b.  
Enhancing of computer hardware resources and connectivity for 23 HIV/AIDS clinic sites.  Activities include installation of computer hardware and networking equipment with security and firewall protection.
3) Prevention and care for positives

a. Conduct a Study on reasons for 50% loss-to-follow-up/drop out rate
b. Education (KAP) regarding transmission prevention, benefits of access to treatment and improved outlook of HIV as a liveable chronic disease (decrease fatalism). Mass media activities will supplement efforts of HIV clinical providers, VCT counsellors and Contact Investigators in face-to-face education (KAP) already occurring.  
4) Identification of undiagnosed positives

a. Focused Bring a Yaadi/Bring a Friend program, engaging those already positive or in high risk groups to bring friends/family to be tested

b. Expansion of testing to rural areas with mobile vans


4.2)  Indicate the estimated duration of the component:  
May 2008 – April 2013
4.3)  Detailed description of the component for its FULL LIFE-CYCLE: 

a. Goal and expected impact:  









	Goal:
	Average life expectancy for HIV/AIDS infected individuals same as national average

	Impact indicators
	Baseline
	Target (last year of proposal)

	
	Year: 2008
	Year:2013



	Life expectancy for PLWHA
	Unknown at this time – will be available when HIT system in place
	77 years (or national average at that point in time)

	
	
	
	



Table IV.1

Due in large part to the burden of early death due to AIDS, the average life expectancy in Jamaica has declined in the last two years.  Because premature death is preventable with adequate access to ARV and treatment of AIDS-related illnesses, aggressive action in this regard is expected to make a difference in life expectancy.  ARV is being addressed in the existing Global Fund activities (Rounds 3 and 7).  However, there is a negative impact of inadequate access to health care providers, and inadequate access to information about the patients by providers, that has yet to be addressed.  It is expected that with improvement in working conditions for health care workers (improved management with improved patient flow and more efficient care systems and sufficient equipment and supplies) and access to electronic records for tracking and treatment coordination, more critical health care professionals will be available in the public sector to provide the needed ARV and illness treatment to PLWHA.  This should improve the life expectancy of the target population.     

b. Objectives and expected outcomes:  

Objective 1 Increase pool of available health care personnel trained in HIV/AIDS through domestic programs

Public sector health agencies in Jamaica are faced with a severe human resource shortage in many key personnel categories.  In 2003, the Ministry of Health reported 8.5 public sector physicians and 16.5 public sector nurses per 10,000 population.
  During the course of one year alone (2003-2004) the total vacancy for registered nurses increased by 9%.  The most severe personnel deficiencies are found in the areas of nursing, public health (MPH), pharmacy, and systems administrators.  Shortages are due to various factors. The perpetual loss of employs to domestic pharmaceutical companies and private clinics offering higher salaries, in-kind benefits, and better working conditions have acted as an internal brain drain force.  Also contributing are external factors. It is estimated that 25% of Jamaican nurses currently work in foreign countries. The United States, UK and Canada have been particularly active in recruiting health personnel.  Jamaica has traditionally attempted to address resource shortage by recruiting professionals from neighbouring Cuba.  It has also embarked on a programme to attract health personnel from Nigeria and Ghana.  These programs are considered short-term solutions only.  This global fund application proposes an alternative plan for the creation of a stable and robust workforce over the long-term. The objective will be to create opportunities for graduate level study by granting scholarships to qualified Jamaicans committed to working in the public sector.  The first step will be to collaborate with representatives from the UWI at Mona and the U-Tech in Kingston in order to expand programme capacity.  Key areas where workforce shortages are most severe and impact the delivery of services related to HIV/AIDS will be given priority.  Subsequent to sufficient creation of academic resources, the programme will begin accepting applications and reviewing candidates.  Individuals demonstrating sufficient academic background and excellence in their commitment to public service will be granted “full-ride” scholarships in one of six disciplines.  Scholarship recipients will be obligated to work in the public sector for one year for each year of scholarship.  

1.) Nursing (UWI / 3 yr.) 

2.) Nurse Practitioner (UWI / 2 yr.)

3.) Health Information Technology (U-Tech / 2 yr.)

4.) Health Services Management (U-Tech / 1 yr.)

5.) Medical Technology (U-Tech / 4 yr.)

6.) Pharmacy (U-Tech / 4 yr.)

	Objective 1:
	Increase pool of available health care personnel trained in  HIV/AIDS through domestic programs

	Outcome/coverage indicators 
	Baseline
	Targets   

	
	Year 1:
	Year 2:
	Year 3:
	Year 4:
	Year 5:

	Number of additional nurses graduated from domestic training
	0
	0
	0
	0
	115

	Number of additional nurse practitioners graduated from domestic training
	0
	0
	69
	69
	0

	Number of additional HIT specialists graduated from domestic training
	0
	0
	26
	26
	0

	Number of additional HSM graduated from domestic training
	0
	50
	50
	50
	50

	Number of additional MT graduated from domestic training
	0
	0
	0
	0
	46

	Number of additional pharmacists graduated from domestic training
	0
	0
	0
	0
	46

	
	
	
	
	
	
	


	Objective 1:
	Increase pool of available health care personnel trained in  HIV/AIDS through domestic programs

	Main activities
	Process/ Output indicators
	Baseline(Specify year)    
	Targets 
	Responsible/ Implementing agency or agencies

	
	
	
	Year 1
	Year 2
	

	Expansion of facilities and acquisition of additional faculty at UWI to accommodate influx of 115 nursing and 69 nurse practitioner students over 4 years
	Facilities expansion

Faculty in place
	
	50% of facility expansion complete 

50% of new faculty hired
	Facility expansion complete 

All faculty in place
	UWI

	Expansion of facilities and acquisition of additional faculty at U-Tech to accommodate influx of 26 Health Information Technology, 50 Health Services Management, 46 Pharmacists, 46 Medical Technology students over 4 years
	Facilities expansion

Faculty in place
	
	50% of facility expansion complete 

50% of new faculty hired
	Facility expansion complete 

All faculty in place 
	U-Tech

	Begin training of additional general nurses 
	Scholarships
	0
	115
	115
	MOH/UWI

	Begin training of additional nurse practitioners
	Scholarships
	0
	69
	69
	MOH/UWI

	Begin training of additional health service managers
	Scholarships
	0
	50
	50
	MOH/U-Tech

	Begin training of additional health information technology specialists
	Scholarships
	0
	26
	26
	MOH/U-Tech

	Begin training of additional medical technology specialists
	Scholarships
	0
	46
	46
	MOH/U-Tech

	Begin training of additional pharmacists
	Scholarships
	0
	46
	46
	MOH/U-Tech

	Begin nationwide promotional activities to attract applicants to each workforce program
	Promotional materials

Participation in careers fairs
	NA
	Complete
	NA
	MOH

	Coordinate with MOH to elicit applicants from within the public health care system for the relevant workforce categories
	MOH posting of training opportunities
	NA
	Complete
	NA
	MOH

	Form review committee to process applications.  Panel will consist of members of main national HIV stakeholders 
	Committee meeting minutes
	NA
	Complete
	NA
	MOH, UWI, U-Tech, CCM



Objective 2: Each HIV/AIDS care centre is fully staffed

Health care workers in Jamaica’s public sector who have gone on strike in the last two years have identified three major areas of concern: 1) lack of equipment and supplies needed to perform their jobs, even things as simple as gloves, syringes and bandages, 2) poor salaries and 3) issues of personal safety, including exposure to diseases and location of health care facilities in dangerous areas.  This proposal suggests addressing two of these major concerns in a sustainable fashion by utilizing Debt2Health funds (see Objectives 3 and 4) to increase salaries and provide needed medical equipment and supplies.  For the latter, an inter-ministerial work group will evaluate alternative means of inexpensively and reliably accessing medical supplies and equipment.  Local production through promotion of private sector manufacturing may be the answer, or development of incentives for overseas producers to manufacture locally. Alternatively, negotiations with overseas manufacturers for improved pricing (perhaps linking with other Caribbean nations for high-volume discounting) may provide improved access.     

	Objective 2:
	 Each HIV/AIDS care centre is fully staffed

	Outcome/coverage indicators 
	Baseline
	Targets 

	
	Year 1:
	Year 2:
	Year 3:
	Year 4:
	Year 5:

	Vacancy rate of general nurses in 23 HIV/AIDS centres
	30% vacancy
	30% vacancy
	30% vacancy
	10% vacancy
	10%  vacancy


	 Vacancy rate of nurse practitioners in 23 HIV/AIDS centres 
	40% vacancy
	40% vacancy
	20% vacancy
	20% vacancy
	20% vacancy

	Vacancy rate of health service managers in 23 HIV/AIDS centres
	100%

vacancy
	50%

vacancy
	0% vacancy
	0% vacancy
	0% vacancy

	Vacancy rate of health information technology staff in 23 HIV/AIDS centres
	100%

vacancy
	100%

vacancy
	46% vacancy
	0% vacancy
	0% vacancy

	Vacancy rate of medical technology specialists in 23 HIV/AIDS centres
	50% vacancy
	50% vacancy
	50% vacancy
	50% vacancy
	0% vacancy

	Vacancy rate of pharmacists responding to HIV epidemic 
	75% government vacancy
	75% government vacancy
	75% government vacancy
	75% government vacancy
	25% government vacancy


	Objective 2:
	Each HIV/AIDS care centre is fully staffed

	Main activities
	Process/Output indicators
	Baseline(Specify year)
	Targets 
	Responsible/ Implementing agency or agencies

	
	
	
	Year 1:
	Year 2:
	

	Hire consultant to perform assessment of human resources for health current capacity and estimate future needs 
 

	Position filled
	
	Assessment completed, estimates completed
	
	MOH

	Add 5 HIV trained nurses at each of 23 HIV/AIDS centres
	Number of nurses
	NA
	
	(115 new graduates will be available in year 5)
	MOH

	Add 3 HIV trained nurse practitioners at each of 23 HIV/AIDS centres
	Number of nurse practitioners
	NA
	
	(69 new graduates will be available in year 3)
	MOH

	Assure a Health Services Manager at each of 23 HIV/AIDS centres + 2 to work at MOH headquarters
	Number of HSM
	NA
	
	25 (25 new graduates will be available in year 2)
	MOH

	Provide HIT personnel at each of 23 HIV/AIDS centres + 1 national data centre
	Number of HIT personnel
	NA
	14
	12 (26 new graduates will be available in year 3)
	MOH

	Add 2 Medical Technologists at each of 23 HIV/AIDS centres
	Number of MT
	NA
	
	(46 new graduates will be available in year 5)
	MOH

	Add 2 additional Pharmacists for each of 23 HIV/AIDS centres
	Number of pharmacists
	NA
	
	46 new graduates will be available in year 5)
	MOH

	 Develop national standard list for health centre basic equipment and supplies
	 National plan for basic equipment and supplies established
	
	Plan complete
	
	MOH

	Establish Inter-Ministerial Work Group to conduct a study to determine most efficient means of providing needed equipment and supplies, e.g., promoting development of Jamaican manufacturers vs. recruitment of overseas manufacturers to produce in Jamaica vs. importing
	Work group meeting minutes
	No study
	Study complete
	
	MOH, MICI, MFAFT,
MFPS

	Inter-Ministerial Work Group develops and implements activities that result in most efficient means of providing needed equipment and supplies
	Work group meeting minutes
	
	
	Plan developed

Implementa-tion begun
	MOH, MICI, MFAFT,
MFPS


Objective 3: To increase governmental investment in the Jamaican public health care system by participating in the Global Fund Debt2Health program

Objective 4: To reduce Jamaican national debt which currently stands at US $12.3 billion by participating in the Global Fund Debt2Health program
Jamaica currently suffers from a debt burden of approximately 133.3% of the US$9.23 billion of GDP, or around US$12.3 billion.  Debt2Health is a program that provides debt forgiveness by lenders, and utilization of the freed principal and interest payments to be directed to health care through the Global Fund mechanism.  This Round 8 proposal suggests forgiveness of $100 million in debt, with the savings to be directed to the Ministry of Health for use in sustainable increases in salaries for health care workers, and provision of needed supplies and equipment for the 23 HIV/AIDS care centres and other parts of the public health care system.  The expected result of this will be improved retention of health care workers, which translates into improved access to care for PLWHA.
	Objective 3:
	To increase governmental investment in the Jamaican public health care system by participating in the Global Fund Debt2Health program

	Outcome/coverage indicators 
	Baseline
	Targets 

	
	Year:
	Year 2:
	Year 3:
	Year 4:
	Year 5:

	Total governmental public health care expenditures (USD 000’s)
	$295,781
	$295,781
	$395,781
	$395,781
	$395,781


	Objective 3:
	To increase governmental investment in the Jamaican public health care system by participating in the Global Fund Debt2Health program

	Main activities
	Process/Output indicators
	Baseline(Specify year)
	Targets 
	Responsible/ Implementing agency or agencies

	
	
	
	Year 1:
	Year 2:
	

	Establish panel to work in conjunction with the CCM to monitor current Debt2Health pilots and create Jamaican proposal for Year 2 of Round 8 Global 
Fund
	Entity formed
	NA
	1
	NA
	CCM, MFPS


	Objective 4:
	To reduce Jamaican national debt which currently stands at US $12.3 billion by participating in the Global Fund Debt2Health program

	Outcome/coverage indicators 
	Baseline
	Targets 

	
	Year:
	Year 2:
	Year 3:
	Year 4:
	Year 5:

	Total national debt
	$12.3 billion
	$12.3 billion
	$11.59 billion
	$11.59 billion
	$11.59 billion


	Objective 4:
	To reduce Jamaican national debt which currently stands at US $12.3 billion by participating in the Global Fund Debt2Health program

	Main activities
	Process/Output indicators
	Baseline(Specify year)
	Targets 
	Responsible/ Implementing agency or agencies

	
	
	
	Year 1:
	Year 2:
	

	Establish panel to work in conjunction with the CCM to monitor current Debt2Health pilots and create Jamaican proposal for Year 2 of round 8 Global Fund grant
	Entity Formed
	NA
	1
	NA
	CCM, MFPS


Objective 5:  All 23 HIV/AIDS clinics have a functioning standardized, web-based HIV registry and tracking system
This objective will provide all 23 HIV/AIDS care centres with a functioning standardized, web-based HIV registry and tracking system.  To provide the foundation, additional HIT hardware will be financed and distributed for satellite internet coverage at the 23 HIV/AIDS care centres:  A task force composed of the MOH and CITO members have worked together with Mr. Rodney Davis, chairman of the JaBCHA and president of Jamaica Business and Wireless for additional physical hardware (computers, printers, firewall, satellite network equipment).  The MOH understanding of its own resource constraints/hardware shortages while CITO represents the architect for HIT development.  Mr. Rodney Davis and JWC have agreed to a deal to provide satellite internet coverage at reduced rates at all 23 sites, given their cooperate commitment to the fight against HIV/AIDS (JBCAHA).  To create and fully disseminate WEB-SHIRTS, the proposal will then establish an HIV/AIDS HIT Implementation Panel.  This panel will consist of representatives from the National HIV/STI Control Programme (MOH, governmental body), the National AIDS Committee (the non-governmental collaborative national body for HIV/AIDS), the Jamaican Business Council Against HIV/AIDS (to incorporate private investment/commitment) and CITO (the governmental architect for HIT tactical objectives through 2012).  This proposal will fund the Implementation Panel to coordinate contract to private firms for the integration of the HATS and HIV electronic register into a nationally standardized web based system.  Rapid Testing will be integrated to send output data into the web-based HIV electronic register. To ensure the priority and needs of HIT development, the proposal will add a seat in the CCM, the Minster of Industry, Technology, Energy and Commerce within CCM. The Minister of ITEC is the ideal post since he/she presides over the Central Information Technology Office.  Since the satellite internet will be in place by year 2 and the WEB-SHIRTS will be functionally at the centres by year 3, the 26 HIT trained staff receiving scholarships in this proposal (another 26 in by year 4) will have a position open for centre staff training and then HIT maintenance.  This has clear implications for PLWHA tracking, HIT development across public facilities and creates the collaborative entities for efficient and focused HIT coverage.  By incorporating the private sector (specifically JBCAHA), the private investment and commitment to the fight against HIV/AIDS will be greatly increased.  This is crucial to alleviate the government’s economic incapacity to finance the HIV/AIDS burden in Jamaica. 
	Objective 5:
	All 23 HIV/AIDS clinics have a functioning standardized, web-based HIV registry and tracking system 

	Outcome/coverage indicators 
	Baseline
	Targets 

	
	Year:
	Year 2:
	Year 3:
	Year 4:
	Year 5:

	% Of 23 HIV/AIDS care centres with sufficient hardware (satellite internet networking, computers, printers), determined by the CITO
	50%
	100%
	-
	-
	-

	% Of 23 HIV/AIDS care centres equipped with WEB-SHIRTS
	0
	0
	70%
	100%
	-


	Objective 5:
	All 23 HIV/AIDS clinics have a functioning standardized, web-based HIV registry and tracking system

	Main activities
	Process/Output indicators
	Baseline(Specify year)
	Targets 
	Responsible/ Implementing agency or agencies

	
	
	
	Year 1:
	Year 2:
	

	Establish an HIV/AIDS HIT Implementation Panel: 

National HIV/STI Control Programme

JBCHA (Rodney Davis, president of Jamaica Cable and Wireless)

CITO

National AIDS Committee
	Entity Formed
	NA
	1
	NA
	CCM

	Integrate the HATS and electronic registry into a nationally standardized web based system
	Software Purchased/ Designed
	0
	0
	1
	HIT Implementation Panel

	Integrate all output data from the HIV/AIDS MOH Lab Rapid Testing into the web based electronic registry 
	Software Purchased/    Designed
	0
	0
	1
	HIT Implementation Panel

	Train data entry personnel for back-loading data 
	% of centres with data entry personnel       (3 Month Position)
	0%
	70%
	100%
	MOH

	Back-load all HIV positive pt information into the standardized, web based system.  
	%
	0
	50%
	100%
	MOH

	Add the Minster of Industry, Technology, Energy and Commerce to the CCM
	Seat Filled
	0
	1
	1
	CCM

	Installation of HIT equipment (computers, printers, software, satellite internet network) by JCW
	% of centres  total equipment installation
	0
	50%
	100%
	MOH and CITO


Objective 6:  To increase knowledge, awareness and prevention of  HIV +s  about transmission of HIV to uninfected partners as well as information and education about access to treatment and the role of ARVs

This objective is aimed at creating a 5 year nation-wide knowledge and awareness campaign aimed at HIV +s. The current behaviour change communication efforts underway with the general population will be scaled up with messages targeting PLWHA, in addition to empowerment education for women to make informed sexual choices. A major factor influencing recurring risk behaviours, despite high prevention knowledge, is deep-rooted socio-cultural mores that give adult men in heterosexual unions the right to make the sexual decisions and leave women with little ability to advocate for condom use. Multiple partnerships are generally accepted, despite knowledge of the associated risk. The media and popular culture also promote gender inequality and risky sexual behaviours. By increasing overall awareness and population based communication about the HIV epidemic, methods and importance of prevention of further spread and the availability and effectiveness of treatment, the aim is to ameliorate the current stigma that often leads to violence and continued lack of knowledge about the reality of living with HIV/AIDS. Media such as radio, signs on buses and taxis, live music and TV programming will highlight the current HIV situation in Jamaica and will educate people about ARVs and prevention strategies. This proposal also seeks to address the issue that only 50% of those found to be HIV + are coming back to get appropriate care. There is a gap in information about the other 50%. Why do they not return for treatment? Are they transmitting the virus because they do not have the proper prevention tools? Funding for a study to determine the characteristics of and potential interventions for this problem is an essential step in limiting HIV transmission. 
	Objective 6:
	To increase knowledge, awareness and prevention of  HIV +s  about transmission of HIV to uninfected partners as well as information and education about access to treatment and the role of ARVs

	Outcome/coverage indicators 
	Baseline
	Targets 

	
	Year:
	Year 2:
	Year 3:
	Year 4:
	Year 5:

	Compliance with ARVs
	75%
	80%
	85%
	90%
	95%

	%  of ARV recipients needing second line drugs
	5%
	4%
	3%
	2%
	1%

	Number of previously uninfected partners with new infections
	NA

	No change
	-10%
	-20%
	-30%

	% of HIV +s receiving CD4 counts and viral load testing according to schedule
	50%
	55%
	65%
	75%
	85%


	Objective 6:
	To increase knowledge, awareness and prevention of  HIV +s  about transmission of HIV to uninfected partners as well as information and education about access to treatment and the role of ARVs

	Main activities
	Process/Output indicators
	Baseline(Specify year)
	Targets 
	Responsible/ Implementing agency or agencies

	
	
	
	Year 1
	Year 2
	

	 TV commercials
	 Commercials filmed
	NA
	2
	5
	NAP

	Radio sound bites
	Sound bites recorded
	NA
	5
	10
	NAP

	Public transportation advertising
	Signs printed
	NA
	50
	100
	MTW

	HIV awareness annual music festival
	Festival planned and stakeholders/ performers scheduled
	0
	1
	1
	MOT, MIYCS

	Study for HIV+s in order to understand who does not go for treatment and what the gaps are. This will cover characteristics of and reasons why people fall out of care
	Study designed, tested, implemented in three parishes; recommenda-tions drafted for MOH
	NA
	Study designed and tested
	Study implemented in 3 parishes, on at least 1,000 PLWHA who are not in treatment
	MOH


Objective 7: Identify undiagnosed HIV +s

This objective is intended to increase the percentage of people in Jamaica who know their HIV status, targeting those who are at highest risk of being positive, i.e., partners of known positives, MSM, CSW and those attending STI clinics.  It is estimated that 15,000 persons (60% of HIV infected persons) do not know their status.  This program encourages those in high risk groups and those who are HIV + to bring in friends and family for testing.  Two mobile clinics will facilitate outreach to low-income communities and rural areas that have lower testing rates than urban communities.
	Objective 7:
	 Identify undiagnosed HIV +s

	Outcome/coverage indicators 
	Baseline
	Targets 

	
	Year:
	Year 2:
	Year 3:
	Year 4:
	Year 5:

	# of HIV +s and high risk populations involved in BAY program
	0
	500
	1000
	1500
	2000

	# of people who referred for HIV testing through BAY
	0
	1000
	2000
	3000
	4000

	# of mobile testing vans
	0
	2
	2
	2
	2


	Objective 7:
	 Identify undiagnosed HIV +s

	Main activities
	Process/Output indicators
	Baseline(Specify year)
	Targets 
	Responsible/ Implementing agency or agencies

	
	
	
	Year 1
	Year 2
	

	BAY program
	Yaadis/ friends enrolled in program
	0
	500
	1000
	MOH, NAP

	- Development of tracking and records system for BAY program
	
	
	Complete
	
	

	- Training for MOH personnel to manage BAY program/ clinic and community advertising of program
	
	
	
	Complete
	

	Mobile testing clinics
	Vans obtained and stocked
	0
	2
	2
	MOH


4.4) How the component adds to or complements activities already undertaken by the government, external donors, the private sector or other relevant partner: 

This application augments current efforts in:

· Expansion of HIT capability and its distribution/utilization

· Detection of HIV positives

· Treatment of PLWHA by bringing more positives into the system

· Prevention of spread of infection through education of positives

· Tracking and recall of positives for testing and treatment

4.5) Innovative aspects to the component: 

While the Round 7 Global Fund application outlines plans for training of existing health care professionals, no specific activities address the health care professional shortages that impact the ability of the public sector to respond to the HIV/AIDS crisis.  Funding of this Round 8 application will allow for development of a variety of health care professionals through expansion of training positions with scholarships and obligatory public service following.  Greater numbers of professionals will improve the system’s ability to respond to health care needs of PLWHA as well as the broader society.  Participation of Jamaica in the Debt2Health Initiative will allow sustainable salary increases for health care professionals, which would increase retention and improve access. The third innovative aspect of this proposal is improving access to care by increased retention of health care professionals who have increased job satisfaction with more availability of medical equipment and supplies through development of less-expensive alternatives for supply of needed items.

4.6)  How the component addresses the following issues:
1. Involvement of beneficiaries such as people living with HIV/AIDS:

2. Community participation

3. Gender equality issues 

4. Social equality issues 

5. Human Resources development

1. Involvement of beneficiaries such as people living with HIV/AIDS: One of the key elements of the care for PLWHA focus of this proposal is to create a Bring a Buddy programme for follow up care for people who are HIV positive. This element will also serve as a support system for PLWHA. This proposal also has a care for PLWHA element, including training for peer educators.  Lastly, nearly 30% of the CCM is made up of PLWHA and/or their support groups, which enables them to have a voice in the policies and programs which affect them.

2. Community participation: Community organizations, including the Parish AIDS Committees (PACs), faith-based organizations (FBOs), and NGOs, all play key roles in the national response to HIV/AIDS in Jamaica. The PACs have a close working relationship with the NAC and are actively implementing activities in all 14 parishes in the country. Jamaica is home to a variety of NGOs, some of which focus exclusively on HIV/AIDS and others that are able to reach important target populations. These NGOs are key partners in the national response and will be important as the JCCMHAR develops and implements programs under this proposal. Mobile clinics will provide VCT services to rural communities, as they currently receive far fewer services than their urban counterparts.

3. Gender equality issues: Gender roles play an important part in the HIV/AIDS epidemic in Jamaica. Women and girls, especially poor women and girls, often lack the ability to control when and with whom they have sex, and may not always be able to negotiate condom use with their partners. By working to empower women in advocating for safer sex practices with their partner, namely the use of the condom, this proposal will work to improve gender equality. Groups representing women’s issues, MSM issues, and other gender equality issues have been involved from the inception of the proposal and will be part of the implementation and monitoring teams. Due to machismo, Jamaican society not only tolerates, but also encourages, young men and boys to have many female sexual partners, placing young men and boys and their female partners at risk of infection. This not only impedes efforts to implement prevention activities among this important population, but also results in infections among unsuspecting female partners. Poverty and unemployment exacerbate gender equality issues, increasing the number of women, men and children of both sexes who engage in transactional sex. One significant aspect of this proposal targets men and women individually in the general population. The intention is to address these issues and encourage men and women to recognize their responsibilities relative to their own sexual health and that of their partner/s.

4. Social equality issues: The campaign to lessen the stigma and discrimination faced by PLWHA will work to increase social equality in Jamaican society through education and awareness. Poverty is strongly correlated with risky behaviours, notably transactional sex. At present, poverty impedes the access of PLWHA to antiretroviral therapy, which has not been available in the public sector, while wealthy Jamaicans are able to access these drugs in the private sector. Mobile clinics will provide services to rural populations who currently do not have much access to health services. This proposal has a strong focus on improving health personnel and the training/education they receive in the public sector. This will allow the Jamaican MOH to better serve its clients and will strengthen the overall system.

5. Human Resources development: In order to promote sustainability, it is essential that the activities outlined in this proposal work towards increasing the capacity of human resources at the national, regional and parish levels. Activities contemplated in each objective, in addition to reaching beneficiary populations, will focus on the transfer of knowledge and skills to healthcare providers, programme managers, staff at NGOs and FBOs, as well as to PLWHA themselves, and peer educators in target populations. The scholarship programme in this proposal will serve to further develop human resources in the public sector and will provide locals the opportunity to receive education in public health and other health care areas.
4.7)  Discuss potential opposition (donors, other stakeholders) to the plan. 

This proposal seeks to involve organizations and stakeholders from across many public and private fields with the aim being to alleviate any potential opposition by involving organizations and parties from several different areas of Jamaican society. Stakeholders from social, health, economic, education and political sectors, among others, will be involved in working towards the proposed objectives. Any opposition will be dealt with by the multi-sectoral CCM. The only area in which we see there being potential opposition is from lenders regarding participation in the Debt2Health program. This will be addressed by educating various stakeholders as to the ways in which the Global Fund Debt2Health programme will actually benefit Jamaican society and the health care sector in general. Most other areas of this proposal are working to improve and scale-up current Round 3 and 7 Global Fund focus areas and therefore should not create any new opposition.
SECTION V – Budget information






5.1)  Summary of financial resources requested from Global Fund:  
	Resources needed (USD)
	Year 1
	Year 2 
	Year 3 (Estimate)
	Year 4 (Estimate)
	Year 5 (Estimate)
	Total

	Human Resources
	2,274,964
	2,335,746
	1,279,217
	491,140
	20,000
	6,401,067

	Infrastructure/ Equipment
	2,250,000
	227,000
	42,000
	2,000
	2,000
	2,523,000

	Training/ Planning
	195,000
	190,000
	175,000
	165,000
	155,000
	880,000

	Commodities/ Products
	15,000
	12,000
	10,000
	5,000
	2,500
	44,500

	Drugs
	 
	 
	 
	 
	 
	 

	Monitoring and Evaluation
	319,455
	319,455
	319,455
	319,455
	319,455
	1,597,277

	Administrative

Costs
	375,665
	375,665
	375,665
	375,665
	375,665
	1,878,325

	Total
	5,430,084
	3,459,866
	2,201,337
	1,358,260
	874,620
	13,324,169


Table V.1

5.2)  Drug/commodity/product cost:  
	Item/unit 
	Purpose
	Unit cost 
(USD)
	Volume  (specify measure)
	Total cost (USD)

	Educational materials
	Prevention programs
	2
	7,500 brochures
	15,000

	No drugs are included 
	
	
	
	

	Total Cost of Drugs and Commodities/Products
	15,000


Table V.2

5.3)  Human Resources:  
See Section 3.2, Objectives 1, 2, 3 and 4.
5.4) Other Funding Sources:  

	
	2004
	2005
	2006
	2007
	2008
	2009
	2010

	Domestic (public and private)
	1.32
	1.32
	1.32
	1.32
	1.32
	1.32
	1.32

	External
	4.64
	4.16
	4.16
	4.16
	4.16
	4.16
	4.16

	Total
	5.96
	5.48
	5.48
	5.48
	5.48
	5.48
	5.48


Table V.3

5.5)  Detailed Budget:  

Following are detailed budgets for each activity area. The final budget includes 10% for admin and 8% for M&E costs. 
1) Adequacy of numbers of health care personnel in public sector
	Resources needed (USD)
	Year 1
	Year 2 
	Year 3 (Estimate)
	Year 4 (Estimate)
	Year 5 (Estimate)
	Total

	Human Resources
	2,234,964
	2,295,746
	1,249,217
	466,140
	
	6,246,068

	Human resources includes scholarships & trainings. Please see Objective 1 for more details of unit volumes. 

	Infrastructure/ Equipment
	2,000,000
	
	
	
	
	2,000,000

	Infrastructure and equipment includes facilities expansion efforts during the first year of the funding in order to accommodate the influx of students. Also includes providing needed equipment and supplies, done by interagency work group’s recommended cost efficiency e.g., promoting development of Jamaican manufacturers vs. recruitment of overseas manufacturer

	Training/ Planning
	
	
	
	
	
	

	Commodities/ Products
	
	
	
	
	
	

	Drugs
	
	
	
	
	
	

	Monitoring and Evaluation
	131,937
	131,937
	131,937
	131,937
	131,937
	659,685

	Administrative

Costs
	164,921
	164,921
	164,921
	164,921
	164,921
	824,607

	Total
	4,531,822
	2,592,604
	1,546,075
	762,998
	296,858
	9,730,360


2) Timely and reliable access to information about HIV+ persons for improved care through improved information technology.
	Resources needed (USD)
	Year 1
	Year 2 
	Year 3 (Estimate)
	Year 4 (Estimate)
	Year 5 (Estimate)
	Total

	Human Resources
	
	
	
	
	
	

	Infrastructure/ Equipment
	225,000
	437,000
	40,000
	0

Maintenance will be covered by new HIT staff
	0

Maintenance will be covered by new HIT staff
	702,000

	Money will go to the software development or to buy the license, double figure for licensing cost (the downstream effect will be cheaper because you also are including the software maintenance costs). It will also fund back-loading date entry staff pay, per clinic for 3 month position.  
Computers: 3 x 25 centres = 75 x 1000 = 75,000

Printers: 3 x 25 centres = 75 x $100 = 7500

Network 23 centres: 23 centres x 4000 (establish the server + dish for satellite (no reliable internet) + 23 x  4000 (yearly satellite fees) = $368, 092  Year 1: 50% installation in the care centres (+ ~225,000) Year 2: 100% installation in the care centres (+ ~225,000)

	Training/ Planning
	
	
	
	
	
	

	Commodities/ Products
	
	
	
	
	
	

	Drugs
	
	
	
	
	
	

	Monitoring and Evaluation
	11,232
	11,232
	11,232
	11,232
	11,232
	56,160

	Administrative

Costs
	14,040
	14,040
	14,040
	14,040
	14,040
	70,200

	Total
	250,272
	462,272
	65,272
	25,272
	25,272
	828,360


3) Prevention and care for positives

	Resources needed (USD)
	Year 1
	Year 2 
	Year 3 (Estimate)
	Year 4 (Estimate)
	Year 5 (Estimate)
	Total

	Human Resources
	40,000
	40,000
	30,000
	25,000
	20,000
	155,000

	Infrastructure/ Equipment
	50,000
	2,000
	2,000
	2,000
	2,000
	58,000

	Training/ Planning
	65,000
	40,000
	25,000
	15,000
	5,000
	150,000

	Commodities/ Products
	15,000
	12,000
	10,000
	5,000
	2,500
	44,500

	Drugs
	0
	0
	0
	0
	0
	0

	Monitoring and Evaluation
	6,520
	6,520
	6,520
	6,520
	6,520
	32,600

	Administrative

Costs
	8,150
	8,150
	8,150
	8,150
	8,150
	40,750

	Total
	184,670
	108,670
	81,670
	61,670
	44,170
	480,850


4) Debt to Health

	Resources needed (USD)
	Year 1
	Year 2 
	Year 3 (Estimate)
	Year 4 (Estimate)
	Year 5 (Estimate)
	Total

	Human Resources
	
	
	
	
	
	

	Infrastructure/ Equipment
	
	
	
	
	
	

	Training/ Planning
	30,000
	50,000
	50,000
	50,000
	50,000
	230,000

	Commodities/ Products
	
	
	
	
	
	

	Drugs
	
	
	
	
	
	

	Monitoring and Evaluation
	25,000
	40,000
	40,000
	40,000
	40,000
	145,000

	Administrative

Costs
	5,000
	5,000
	5,000
	5,000
	5,000
	25,000

	Total
	60,000
	95,000
	95,000
	95,000
	95,000
	400,000


No additional funds will be used for Debt to Health; the activities listed under this project will be completed by administrators in order to build sustainability for the HR activities in our application. 
5.6)  Implementing Partners:  In table V.4, indicate the percentage of requested resources allocated to implementing partners.

	Resource allocation to partners* (%)
	Year 1
	Year 2
	Year 3 (Estimate)
	Year 4 (Estimate)
	Year 5 (Estimate)
	Total

	Government


	70%
	75%
	80%
	85%
	100%
	100%

	NGOs/CBO
	
	
	
	
	
	

	Private Sector
	
	
	
	
	
	

	People living with HIV/TB/ malaria
	
	
	
	
	
	

	Academic/ Organisations
	30%
	25%
	20%
	15%
	
	100%

	Faith-based Organisations
	
	
	
	
	
	

	Others  ( specify)
	
	
	
	
	
	

	Total
	100%
	100%
	100%
	100%
	100%
	100%

	Total in USD
	5,430,084
	3,459,866
	2,201,337
	1,358,260
	874,620
	13,324,169


Table V.4
SECTION VI – Programmatic/Financial Management Information


6.1)  The Principal Recipient (PR) for funds:

The CCM unanimously elected the National HIV/STI Programme to continue to serve as the PR. The rationale is based on strong performance in implementing the current Global Fund proposal as well as the World Bank loan for HIV/AIDS. The Global Fund has consistently ranked the Global Fund grant as ‘A” for financial management and achievement of programmatic objectives.  There are no other institutions – either private or public sector—that have the capacity to serve as PR – manage large sums of money, procure medications and medical supplies in large quantities, particularly ARVs which require complicated forecasting and constant updates with international standards, monitoring and evaluation at a national level, and monitor service delivery, particularly for treatment and care of people living with HIV/AIDS.

SECTION VII – Monitoring and evaluation information



7.1)  Plan for conducting monitoring and evaluation: 

“The M&E system of the National HIV/STI Programme has received a grade 3 rating (“fully implemented”) by a UNAIDS assessment of country surveillance (Garcia-Calleja et al, 2004). A detailed description of the M&E framework is attached in Attachment 8. This document highlights that some elements of the M&E system are well established and will provide important outcome and output data. These include:

· KABP: a population based survey of 15 to 49 year olds that provide information on sexual behaviour (e.g. condom use at l, transactional sex and abstinence), practices and knowledge. This has been conducted every 3 to 4 years since 1988.

· Sentinel surveillance of antenatal and STI clinic attendees: this is currently done biennially and provides data on HIV prevalence in youth and STI clients (disaggregated by age, parish and urban/rural categories).

· Second generation surveillance of CSW and MSM: limited data is available on many vulnerable populations. However, a survey of CSW was conducted in 2005, giving insight into behaviours that fuel the HIV epidemic in this group (e.g. condom use with clients and non-paying partners, availability of condoms, access to prevention services and HIV prevalence). Surveillance of MSM will provide similar information (condom use at last anal sex with male partner, access to prevention services, HIV prevalence).

· Stakeholder reports: Many output indicators (e.g. numbers reached by prevention activities, number of CD4 counts done, number of PCR tests done on HIV exposed infants) are collated from monthly stakeholder reports, which are processed by the M&E unit. Although timeliness is a barrier, there has been significant improvement in data flow since the inception of the programme.”

The Round 7 proposal “seeks support for continuation of the aforementioned surveillance activities as well as to bridge gaps in data collection as new data needs have emerged, including:   

· Surveillance of other vulnerable populations e.g. adolescents, inmates and crack/cocaine users. This will determine HIV prevalence in these populations and the behaviours that put them at risk. It will provide a means for evaluating outreach activities, as per prevention work-plan.

· Evaluation of implementation of revised life skills based HFLE curriculum: This new curriculum is a priority and is intended to impact on high-risk behaviour among adolescents. Such a survey will evaluate the effectiveness of the program as well as identify gaps.

· Survey of stakeholders to determine National composite index: This is an UNGASS indicator and is a comprehensive measure

· Survey of workplaces to determine implementation of HIV policies and programs: this indicator will assess strengthening of the multi-sectoral response and the impact of activities undertaken to encourage an enabling environment. Data will be used to compare with findings of a 2005 survey of workplaces to determine progress made in this area.” 

Additional information needs for this proposal include:

· Monitoring of health care workforce availability and needs – to be collected in the Ministry of Health

· Monitoring of health care professional migration, both in-country loss from public to private sectors as well as out-of-country emigration – to be collected in the Ministry of Health

· Reporting of status of ICT capabilities in health centres and hospitals – both hardware and personnel

· Monitoring availability of medical equipment and supplies in health centres and hospitals – to be done by the Ministry of Health

All data are collated and analyzed at the national level by the M&E unit. Results are fed back to stakeholders, as outlined in the M&E plan, through publications such as the quarterly AIDS epidemic update, UNGASS reports, annual HIV and STI meetings and postings on the websites. 

SECTION VIII – Procurement and supply-chain management information

a. 8.1)  Describe your plans for procurement and supply chain management of health products 
Issues of procurement and supply chain management have been addressed in previous applications.  As this application does not address provision of ART, this section is not applicable.  With funding of this proposal, the private sector, Jamaica-based businesses that make medical equipment and supplies available to the public sector will do so using the current processes for procurement and supply chain management.   
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