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PROJECT AUTHORIZATION

Name of County: Jamaica

Name of Project: AIDS/STD Prevention and Control
Number of Project: 532-0153

1. Pursuant to Section 104 of the Foreign Assistance Act of

1961, as amended, I hereby authorize the AIDS/STD Prevention and
Control Project for Jamaica involving planned obligations of not
to exceed Two Million Five Hundred Thousand United States Dollars
(Uus$2,500,000) in grant funds over a six year period from date of
authorization, subject to the availability of funds, in accordance
with the A.I.D. OYB allotment process, Lo help in financing

foreign exchange and local currency costs for the Project.

2. The Project will (1) develop and strengthen the AIDS/STD
policy and program planning and monitoring systems; (2) educate
the public and relevant professional groups about AIDS and STD
prevention, and develop and implement prevention and intervention
strategies to reach those most at risk including pregnant women
and young adults; and (3) strengthen the institutional capability
of the Ministry of Health to plan and manage comprehensive
AIDS/STD control strategies.

3. The Project Agreement, which may be negotiated and executed
by the officer to whom such authority is delegated in accordance
with A.I.D. regulations and Delegations of Authority, shall be
subject to the following essential terms and covenants and major
conditions. together with such other terms and conditions as

A.1.D. may deem appropriate.

4.a. Sources and Origin of commodities, Nationalily of Services

commodities financed by A.I.D. under the Project shall have
their source and origin in Jamaica or in the United States except
as A.I.D. may otherwise agree in writing. Except for ocean
shipping, the suppliers of commodities or services shall have
Jamaica or the United States as their place of nationality, except
as A.I.D. may otherwise agree in writing.



4.b. Ocean Shipping

Ocean shipping financed by A.I.D. under the Project shall,
except as A.I1.D. may otherwise agree¢ in writing, be financed only

on flag vessels of the United States.
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I. SUMMARY AND CONCLUSIONS

A. Project Summary

The Government of Jamaica has developed a national plan of action
for AIDS and Sexually Transmitted Diseases (STD) prevention and
control and the Project's activities are part of this national
plen. The Project will: (1) develop and strengthen the AIDS/3TD
policy and program planning and monitoring systems; (2) educate
the public and relevant professional groups about AIDS and STD
prevention, and develop and implement prevention and intervention
strategies to reach those most at risk including pregnant women
and young adulis; and (3) strengthen the institutional capability
of the Ministry of Health to plan and manage comprehensive
AIDS/STD control strategies. The Project will be implemented by
the MOH under a bilateral agreement, with a subgrant to ACOSTRAD.

B. Summary Findings

Jamaica suffers from dramatically increasing rates of AIDS cases
and extremely high rates of STDs, including pediatric AIDS cases
and congenital syphilis. Experience to date in other countries
demonstrates that an AIDS and STD prevention campaign can have a
significant impact on preventing the spread of AIDS and STDs in
Jamaica. It is estimated that an effective AIDS prevention
program could avert between 15-30 million dcllars in treatment
costs alone, costs that the GOJ is not financially capable of
meeting.

The Project is consistent with the Jamaican Country Development
Strateqy Statement which includes AIDS and STDs as one of three
priority areas in the Jamaican Health Sector. The Project will be
coordinated with WHO/PAHO in accordance with Agency wide policy,
and with EEC and other donor assistance to the Jamaican National
AIDS Program.

The immediate beneficiaries of the Project will be the men and
women at risk of developing AIDS and STDs, and their children.

All Jamaicans will benefit if the negative impact of AIDS and STDs
is minimized, especially as it affects the ccst of health care.

C. Project Paper Desiqn Team

The P-oject Paper was prepared by USAID/Jamaica's Project
Development and Health, Nutrition and Population Offices, based
upon a report prepared by Policy Research Incorporated.



I1. PROJECT RATIONALE AND DESCRIPTION

A. Rationale

1. Background: Relevant Health Status and Social Indicators in
Jamaica

The health status of Jamaicans is better, on the average, than
that of inhabitants of most other countries in the Latin
American/Caribbean region, but still reflects Jamaica's status as
a developing country. The island had a population of 2,355,100 in
1987, an increase of 0.4% over 1986.1/ The age groups most
at-risk for AIDS are young and middle age adults; the 15-59 age
group in Jamaica comprised 49% of the population in 1985.2/

Life expectancy at birth was 70 for Jamaica in 19833/, in
comparison with 75 for Cuba, 72 for Barbados (the two Caribbean
countries with the longest life expectancy averages), 54 for
Haiti, and 60 for the LAC region as a whole. It also has a
relatively low infant mortality rate: 27/1,000 live births, in
comparison with 17/1,000 for Barbados (the LAC country with the
lowest infant mortality rate), 28/1,000 for Trinidad and Tobago,
and 107/1,000 for Haiti. It has the fourth highest life
expec&igcy in the Caribbean and the fourth lowest infant mortality
rate.z/2

The rate of literacy in the population is an important determinant
of the types of AIDS and STD nrevention strategies that are
feasible and likely to be most effective. World Bank
documentation tentatively estimated Jamaica's 1984 literacy rate
to be 9038/, However, a recent report by the Jamaican Movement
for Adult Literacy (JAMAL)Z/ suggested that 24% of all Jamaicans
were functionally illiterate.

Nutrition, stress and drug use -- including alcohol use -- have
been described as possible AIDS co-factors.8/9/10/ 1ncreases in
tuberculosis cases have occurred along with increases in AIDS
cases in a number of countries, and possible links between them
have been hypothesized.ll/ In order to begin to consider these
health problems in the context of AIDS and STD prevention
strategies in Jamaica, a brief review »f these health indicators
in Jamaica is presented.

Nutrition - The average per capita caloric consumption is 111% of
requirements, but this varies considerably by economic

group.t2/ A recent reportl3/ indicated that nationally

there are no specific nutrient deficiencies (other than
principally nutrition and anemia-related deficiencies noted in
pregnant women), but that caloric intake is inadequate among some
of the poorer Jamaicans. Over-consumption of specific nutrients
occurs in certain groups.



Drug and Alcohol Abuse - The first national survey of drug abuse
in Jamaica was recently completed, and the final report is being
prepared.l4/ uUnofficial reports indicate that marijuana
(cannabis) is used by 40-50% or more of the population age
15-64.15/ Although there have been no national surveys of
alcoholism in Jamaica since that conducted by Beaubrun in 1966, a
1985 World Health Organization Report showed a substantial
increase in per capita consumption of alcohol during the period
1973 to 1981: from 21.9 liters to 27.0 liters.l6/

A recent post-primary school study of drug use in Jamaica showed
that 33% of students in grades 7-13 (ages approximately 11-18) had
used alcohol in the 30 days prior to the survey, 9% had used
cannabis in some form, 10% had used inhalants, 0.9% had used
cocaine and 0.9% had used crack.lZ/ 1In 1985, a comparable study
conducted in the U.S. showed that 31% of students in the same age
group had consumed alcohol in the previous 30 days, and 12% had
smoked cannabis.l8/

Stress-related Illness - Hypertension is common in Jamaica. 1In
1986, hypertension was the second leading reason for outpatient
visits. 1In addition, cardiovascular conditions have been among
the three leading causes of death in Jamaica for several years.
Hypertensive disease specifically was the fifth leading cause of
death for the 15-44 age group in 1982 and the fourth leading cause
of death for age groups 45-64 and 65 and older in the same
year.19/ Two other indicators of stress -- spouse and child

abuse -- are also reportedly high.zg/

Tuberculosis - From 1983 to 1987, the number of reported
tuberculosis cases in Jamaica has varied considerably, with no
clear trend. 1Incidence increased from 172 in 1980 to 222 in 1984
and decreased to 96 in 1986.21/ The following year, the number

of TB cases reported by the National Chest Hospital again
increased, to 133.22/ Some MOH officials state that this
increase may reflect a reactivation of old cases.

2. The Problem

a. The Epidemioloqy of AIDS and STDs in Jamaica. Both AIDS and
STDs have significant impact on the Jamaican health care system,
in terms of delivery of health services, the concomitant
utilization of personnel, facilities and other health resources,
and the cost of prevention and treatment. The epidemiologic
trends in AIDS and other STDs are summarized in this section of
the Project Paper.

(1) Trends of AIDS Cases and HIV Seroprevalence in Jamaica

AIDS Cases - The first case of AIDS in Jamaica was diagnosed in
1982. As of May 21, 1988, the total number of confirmed cases was
59. Of the 59 total cumulative cases, 33 were diagnosed in 1987
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likely that some middle and upper class Jamaicans are being
diagnosed (and perhaps receiving treatment) in the U.S., the U.K.,
or elsewhere and are not included in Jamaica's statistics.

The MOH maintains a registry of HIV+ persons, including the
medical symptoms identified through the public health system. The
MOH has determined that the U.S. Cenlers for Disease Control
diagnostic categories for AIDS-related conditions (ARC) are not
appropriate Lo Jamaica.28/ The Ministry is now beginning to

adapt the CDC diagnostic criteria to the opportunistic infections
that have been presented in Jamaica, and have designated this as
AIDS-Related Ccnditions. Given current informa*ion regarding HIV+
individuals and their medical symptoms, the MOH estimates that
approximately 100 of the 200 known living HIV+ individuals without
AIDS have AiDS-related Conditions. As diagnostic criteria for
Jamaica are clarified, it will be important for Lhe MOH to address
the impact of ARC on the health care system and to ensure that
health care providers are capable of accurately diagnosing ARC,
which has proved problematic in other countries.

Trends in Seroprevalence of HIV - More than 85,000 tests for HIV
seropositivity have been conducted thus far through point-in-time
studies or on-going seroprevalence screening (e.g., of donations
to the MOH Blood Bank). Of these (which were all ELISA tests), 204
have bcen confirmed as positive through the ELISA and the Western
Blot tests.22/ Of the 5,511 tests conducted through the U.S.
Department of State visa program, one has been confirmed as HIV+,
and three are pending confirmation.39/

In interpreting these data, it is important to keep in mind that
although the MOH encourages voluntary retesting for those at-risk,
the scarcity of resources does not allow for consistent retesting
(e.qg., after three months) of those HIV antibody negative
individuals suspected on epidemiologic or clinical grounds of
being likely to convert to HIV+. All of the seroprevalence
studies conducted have been point-in-time; that is, only one test
was taken for each person who was not HIV+. This is significant;
studies have shown that ELISA tests can give false negative
results for a year or more after infection, and individuals who
are exposed to the virus by virtue of engaging in risk-related
behavior could also contract the virus at any point after the test
has been Laken. However, there may well be unplanned retesting of
individuals through the Ministry of Labor (MOL) testing programs,
the MOH blood bank and private laboratories.

(2) Sexually Transmitted Diseases in Jamaica - In addition to
being a serious public health problem in and of itself, the
prevalence of STDs in Jamaica is of concern because of the strong
association between STDs and AIDS in other countries 31/ and
because of the possible role of syphilis as a co-factor in
seroconversion and progression from seropositivity to AIDS.32/
Some studies have shown that following intensive AIDS prevention
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campaigns the incidence of STDs has decreased among the
populations at which the campaigns are directed.33/ This has

been an important consideration in the development of this Project
Paper.

Epidemioclogic trends in STDs in Jamaica are difficult to assess
because since 1983, when reduced resources severely limited the
ability of the MOM to collect accurate data, the data have only
been estimated. Although reporting improved slightly in 1986,
data are still reported from only six of the 14 parishes. The
Senior Medical Officer, Health (SMOH) for the STD Unit has
indicated that the estimated increase in numbers of cases is most
likely indicative of actual substantial increase in STD
Liz2nsmission, i general, after a several year decline in
prevalence of gonorrhea, syphilis, and congenital syphilis, there
have been incceases since 1986,

Llthough the rate of reported cases of gonorrhea decreased
dramatically from 1,152/100,000 population in 1980 to an estimated
461/7100,000 in 1986, it then increased slightly to an estimated
47%/100,000 in 1987. Syphilis increased from 47/100,000 in
1958024 Lo an estimated 121/100,000 in 1987, with wide
fluctualions in the rate between 1980 and 1986. In the first three
months of 1988, there were 2,344 reported cases of gonorrhea and
398 reported cases of syphilis.35/ Congenital syphilis

lncreased trom 5 cases in 1985 to 16 in 1986 ana 36 in 1987. This
36 1s the same as the average number of cases for the period

197G 74. In the first quarter of 1988, Lthere were 9 reported
cases ot this relatively rare form of STD.36/

Beginning in 198%, the age distribution of both syphilis and
gonorrhea began to change, with decreases in the proportion of
cases in the age group 10-19. For syphilis, the decrease was from
21% of reported cases in 1985 to 15.8% in 1987, and for gonorrhea
the proportion of cases in this age group declined from 26.5% to
17.1%, In both 1986 and 1987, there were 12 reported cases of
syphilis, and in the same years there were 191 and 144 cases of
gonorrhoea respectively .37/

There were 127 cases of herpes genitalis in 1987, the first year
for which cases were routinely reported by STD clinics.38/ 1In
1987, there were 5,590 cases of non-gonococcal
urethritis/cervicitis, a 80% increase over 1983 reported cases.
The reported number of tLrichomoniasis cases increased by 35%
during the same period, from 1,489 Lo 2,004 cases. According to
STD clinic reports, candidiasis might have decreased from 1,840
reported cases in 1983 to 1,681 in 1987, although Lthe reader is
reminded that only six STD clinics report cases and few private
physicians report cases.

Another (non-AlDS) retrovirus thal is classified as a STD is
HTLV-1 (Human T-cell Lymphotropic Virus, Type I) which causes a
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type of leukemia (adult T-cell leukemia/lymphoma) and paralytic
nerve disease known as Jamaican neuropathy oz tropical spastic
paraparesis. This STD is considered by the MOH to be endemic in
Jamaica. Based on results of screening of blood donor supplies,
there is an estimated overall seroprevalence of 3.2% in men and
6.7% in women; older persons have much higher infection
rates.39/ 1In three studies made to determine the prevalence of
HTLV-1 in Jamaica, 3.7% of 4,000 food handlers were found to be
HTLV-1 positive; 6.9% of 2,400 STD clinic patients were positive;
and 8.9% of 123 homosexual men were positive for the virus.
Identified HTLV-1 cases have been geographically distributed
throughout the country. In the study of homosexual/bisexual men,
seropositivity was associated with a higher number of sexual
partners and with a history of gonorrhea infection.49/ HTLV-1

is not routinely reported, and there is no on-going testing, so
even estimated prevalence data are not available. The National
Blood Bank and the University of the West Indies are currently
planning a study of HTLV-1 prevalence, to be funded by the U.S.
Natiomnal Institutes of Health.

It is important to bear in mind that these rates of the prevalence
of STDs are largely eslimated, and that under-reporting is known
to be a significant problem. According to the SMOH for the STD
Unit, the actual prevalence of svphilis and gonorrhea is at least
four tiwmes the reported flgures.ﬁn/ This 1s consistent with the
findings of a PAHO consultant, who reported that "estimales made
by extrapolating from laboratory records show that the true number
of cases of syphlilis may be up to 7 times the reported
figures."22/ This problem of under-reporting of cases 1is
addressed directly by the Project, through support for improved
testing capability, mass media campaigns, and conduct of
prevalence studies).

(3) Estimated Trends of AIDS and STD Cases and HIV Seropositivity
in Jamaica through 1993 - Within the context of the current
economic siluation in Jamaica. the already strained public health
system is ill-prepared to deal with the alarming increase in cases
of AIDS and certaln sexually Lransmitted diseases, described
previously. The potential for devastating socio-economic effects
of these discases, 1f left unchecked, is enormous.

Although the number of confirmed AIDS cases in Jamaica thus far
has been relatively low in comparison with other countries, a
minimum e¢slimate of the number of cumulative AIDS cases by 1993 is
1440, assuming doubling of cases each year to 1992 and a 50%
increase in cases between 1992 and 1993 (or makin% projections on
the basis of several very optimistic assumptions)_l/.

Prevalence of STDs is high in Jamaica, and if no significant
improvements in STD prevention and control are made, further
increases can be anticipated. The fact that only estimated
prevalence data are available renders even simple straight line
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projections of trends difficult and of questionable validity.
However, in order to consider the future magnitude of this
important health problem and its impact on the Jamaican health
care system, the SMOH for the STD Unit has estimated a 20% annual
increase in actual prevalence of syphilis, which would result in
33,563 cumulative cases between 1989 and 1993. Given the general
downward trend in estimated cases of gonorrhea, with the exception
of the small increase in 1987, the SMOH estimates only a 3% annual
increase in actual prevalence of gonorrhea, which would result in
189,775 cumulative cases between 1989 and 1993.44/ Although the
number of ca..es of congenital syphilis tripled belween 1985 and
1986, and then doubled in 1987, it is highly improbable that this
rate of increase would continue. However, it is possible, unless
screening is significantly improved and the maternal cases
treated, that the cumulative number of cases will exceed 387
between 1989 and 1993, given a 20% annual increase.

b. Current AIDS and STDs Policies and Prevention and Treatment
Programs in Jamaica

(1) Public_and Private Policies and Progqrams Concerning AIDS

Organizational Responsibility - The Epidemiologic Unit and the STD
Unit of the MOH have been primarily responsible for planning and
managing the prevention and control of AIDS and STDs in Jamaica.
The Epidemiology Unit has been designated the National AIDS
Program Unit. In coordination with the Chief Medical Officer, the
Epidemiologic Unit has also guided policy planning concerning
treatment of AIDS and coordinates with the Sexually Transmitted
Diseases Unit for treatment planning of STD cases. The MOH
addresses lssues regarding the prevention and treatment of AIDS
and STDs in the monthly meetings of the Medical Officers of Health
of the 14 parishes, and also receives advice from the Disease
Control Commiltee, which meets every two months and which has been
actively involved in consideration of AIDS and STDs policies and
programs of the MOH.

The National AIDS Committee was established by act of Cabinet in
December, 1987. The Chairman of the Committee was appointed in
April, 1988. The Committee includes representatives from the
Ministries of Health, Finance, Education, Youth and Labour, the
Jamaica Information Service, Jamaica Tourist Board, National
Family Planning Board, ACOSTRAD, the Private Sector Organization
of Jamaica, the Planning Institute of Jamaica, churches, the legal
profession, and the community. It has four subcommittees, as
follows: (a) Public Education, (b) Technical, (c) Legal and
Ethical, and (d) Fund raising.

Surveillance - The following programs constitute AIDS testing
activities that are operated on an on-going basis by the MOH and
other entities in Jamaica:

-- On-going testing of MOH blood bank samples (since 1985);



-~ Testing of individuals suspected on clinical or
epidemiological grounds of being HIV+ or of having AIDS;

-~ Testing by the Ministry of Labor of farm workers applying
for visas to work in the U.S. (since 1985);and

-- Testing of applicants for U.S. immigrant visas by the
American Embassy (since December 1, 1987).

The results of these testing programs have been presented in
section B.l.l above. Contact tracing related to these
seroprevalence studies is carried out by MOH staff alL the parish
level and by STD Lracers working for the Epidemiology Unit.

In March, 1988, the MOH initiated a seroprevalence survey of
prostitutes for which the Epidemiology Unit and the STD Unit
jointly had developed plans in 1986 and for which they had sought,
but not received funding from both the MOH and external donor
agencies. Technical assistance for planning of the study is
currently being provided by USAID and AID/W through the AIDSCOM
and AIDSTECH projects.

Prevention - Since 1986, the MOH has developed and implemented
mass media campaigns aimed at the general population. These
campaigns, which include TV and radio announcements and programs,
information brochures, and billboards, have been undertaken in
collaboration with the Jamaican Information Service (JIS) and
ACOSTRAD. These efforts have included the MOH's preparation and
distribution of information brochures, education and orientation
of health care workers, and co-sponsorship of meetings and
symposia. In January, 1988, ACOSTRAD, a private voluntary
organization devoted Lo prevention of STDs and AIDS, with a
sub-contract to the JIS, initiated a major mass media AIDS and
STDs prevention campaign. The campaign is funded by USAID through
the National Family Planning Board. Prevention messages have been
pre-tested (with technical assistance from SOMARC in conduct of
the knowledge, attitude and practice - KAP - studies), and revised
messages are currently being reviewed by the MOH prior to their
use by JIS. Prior to that grant, the Jamaican Information Service
had developed and disseminated AIDS prevention materials in
cooperation with ACOSTRAD. This included television, radio and
monthly video programs distributed through the 14 regional offices
of the JIS.

The Ministry of Education is responsible for providing STD
education to school-age youth through teachers, guidance
counselors and school health nurses. ACOSTRAD has mel with
representatives of Lhese professions to discuss education
regarding AIDS. The Ministry of Education and the Jamaican
Information Service also play important roles in STD prevention.
The Jamaica National Family Planning Board (NFPB, a statutory
board within the MOH) has provided support for AIDS and STD
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educational brochures developed by Operation Friendship (a local
PVO). The NFPB has also expressed an interest in participating in
AIDS and STD prevention programs, including for example,
distribution of condoms.

Through its members, ACOSTRAD has distributed AIDS brochures to
health care providers, guidance counselors, school health nurses
and others since 1983. It has also conducled workshops and
seminars, collaborated with the Ministry of Education to include
AIDS information in the Family Life public school education
series, and held a week-long exhibition on STDs and AIDS (in
November, 1987). The Jamaican Red Cross has distributed AIDS
educational brochures to various professional and community groups
since 1987.

Treatmenl - All but one of Jamaica's diagnosed AIDS cases have
been trealed in public secondary care hospitals. Most of Lhe
cases have been treated at more than one hospital (e.g., Kingston
Public Hospital (KPH), National Chesl Hospital and University
Hospital). However, KPH and Universily Hospital have each treated
approximately half of the patients. The pediatric cases have been
treated al Lhe Bustamante Children's Hospital and at the
University Hospital. No known cases have been treated at private
hospitals, although two cases have been referred by private
hospitals Lo MOH hospitals for treatment.

AIDS patienls in Jamaica have an average of two hospital
admissions between diagnosis and death, with an average total of
30 inpatient days. Prior Lo discharge from hospital, the Public
Heallh Nurse determines if the home environment is adequate for
provision of patlient care and counsels Lhe patient on preventing
transmission of AIDS. A two-week supply of medications for
opportunistic infections is provided, and a referral is made to
the MOH parish-level Medical Officer of Health. Post-discharge
oulpatient care is proviaed at the outpatient department of the
admitting hospital or at the nearest, most appropriate MOH
facility, depending on the patient's condition. Home visits are
made by the parish-level MOH staff to follow-up on the patient's
condition and to determine if additional hospitalization is
required.

(2) Public and Private Policies and Programs Reqarding STDs

The STD Unit has a SMOH, a Chief Contact Investigator, a Senior
Contact Investigator and a Secretary. The position of Medical
Officer of Health (MOH), which includes supervisory and training
duties, is vacant and has been loaned Lo the Epidemiology Unit. In
addition, a Chief Health Educator (who 1s responsible Lo the MOH
Director of Health Education) and a Chief Medical Technologist
(who reports to the MOH for Kingston/St.Andrew Parish) maintain
liaison with the SMOH for the STD Unit (and with the MOH for the
Unit, when that post is filled). A total of seven Contact
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Investigators work at six clinics in six parishes, and an
additional five (including the Chief and Senior Contact
InvebngdLOLb) work out of the central comprehensive clinic
located in Kingston, being assigned to do contact investigation in
other parishes as necessary. The MOH Lequebted that there be a
minimum of 39 posts for Contact Investigators in 1975, but thus
far only 10 posts have been established, and of these, three are
currently vacant. The investigators are responsible for
interviewing those individuals identified as being HIV+ and those
Wwith STDs in order Lo identify partners who should be notified.

surveillance. In Jamaica, the principal STDs of concern are
divided into two classes, for purposes of obligatory reporting by
physicians; these are:

-- Class I STDs -- AIDS and HIV, congenital syphilis, and
ophthalmia neonatorium -- should be reported by physicians
(or STD clinic personnel) using an STD report form for each
identified case. The reports, which identify the infected
individual (and the mother, if relevant), are to be
submitted to the STD Unit and to the parish-level MOH;

-- Class 11 STDs -- gyonorrhea and syphilis (all positive
syphilis serologies) are reported to the STD Unit and the
parish-level MOH, by age and total number, not by
individual case).

Unfortunetely, according to the SMOH for the STD Unit, even most
MOH physicians do nol Loutlnely report either Class I or Class II
STDs. Very few physicians in private practice do so, which is
significant because possibly as many as 50% of those who are
self-suspected of having an STD do not attend the MOH's STD
clinics for diagnosis, but rather ygo to private physicians.

Prevenlion. The Health Education Unit of the Ministry of Health
works with the STD Unit to develop and disseminate preventive
malerials regarding STDs. However, since 1978 much of the STD
educaltional activity in Jamaica has been undertaken by ACOSTRAD,
which also has coordinated with the Ministry Jf Education to
develop school-based STD prevention and education materials, as it
has for AIDS.

Treatment. As mentioned above, it has been estimated that
approximately half of those requiring diagnostic work or treatment
for STDs do noL seek diagnosis or initial or follow-up treatment
al MOH facilities. The SMOH for the STD Unit has suggested
several reasons for this by-passing of MOH facilities for STD
diagnosis and treatment: 1) lack of access to MOH facilities; 2)
personal shame; and 3) lack of trust that confidentiality will be
maintained.
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Reportedly, few of those who are infected are able to afford
treatment from a private physician; this implies that a large
percentage of persons infected with STDs remain untreated. The
SMOH for STDs reports that as many as 10% of the gonorrhea cases
in Jamaica may be presently resistant to penicillin.45
According to a 1984 study conducted at the MOH's Comprehensive
Clinic in Kingston, 3% of the gonorrhea cases were
penicillin-resistant.48/

c. Technical, Managerial and Resource Conslraints

The ability of the GOJ Lo undertake effecltive prevention of AIDS
and STDs is severely hampered by technical constraints beyond its
control and by managerial and resource constraints only partially
within its control. These constraints are described below.

(1) Technical Constraints - There is no vaccine to prevent AIDS,
nor cure for the disease, although opportunistic infections can be
treated. Moreover, public health authorilies in the United States
and Europe which are in the forefront of biomedical research have
recently reiterated their belief that no such vaccine or treatment
will be available for at least 10 years. There are also technical
limitations Lo the accurate and early detectinn of HIV infection,
including both false negative and false positive tests and delayed
test positivity after infection. Thus, the technical capacity of
governments and the private sector to prevent transmission of the
virus is essentially limited to their ability to provide the
general public and special populations with the information and
resources necessary to take personal action to limit HIV
transmission, Beyond that, they can only attempt to provide
necessary and adequate palliative care in the most humane and
efficient manner possible.

As was mentioned above, while drugs that can be used to
effectively Lreat penicillin-resistant strains of STDs are
available, there is some concern among specialists in the
treatment of STDs that new strains of STDs may prove resistant to
these drugs, and that fully effective treatment for such possible
new strains may not be forthcoming in the near future.

(2) Managerial Constraints - The MOH faces severe managerial
constraints in its ability Lo effectively respond Lo the looming
crises with respect to AIDS and STDs. The principal constraints
can be summarized as follows:

- A limited number of adequately trained professional staff
at the central level (particularly in the Epidemiology,
Sexually Transmitted Diseases, and Health Education Units),
which impedes the ability of the MOH to effectively manage
a comprehensive AIDS and STD prevention program;
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—— Field level Contact Investigators are critical for
identifying cases of AIDS and other STDs through door to
door visits based on information provided by known infected
persons. The serious lack of even a minimally adequate
number of Contacl Investigators is a major impediment Lo
effective control of AIDS and STDs; hiring and training of
this type of personnel is a problematic, sensitive, and
time-consuming process. (In view of its urgency, this may
be an issue that can also be addressed by joint
MOH/Administrative Reform Project (ARPA activities which
deal with the hiring of GOJ personnel.3Z/);

-— Inadequate STD and AIDS surveillance systems without which
the MOH cannot effectively plan, evaluate and adjust AIDS
and STD programs; and

-- Low salary scaies, which result in a relatively high
turnover of personnel and which are a disincentive to
dedicated performance and to maintaining skill levels
(through continuing education, for example).

The first Lhree of these constraints are addressed in this
Project. The fourth, which is outside the scope of this project,
will be the subjecL of discussions under the ARP.

(3) Resource Constraints - With the few exceptions noted in the
previous section, AIDS and STD surveillance, prevention and
treatment has been carried out by the Ministry of Health and
within previously established MOH budget patterns. There is a
severe shortage of resources available for the MOH STD program.
The budget for the STD Program canaot be discerned because it is
incorporated in the Primary Health Care budget of the MOH, which
cannot be disagyregated by Program, only by line item across
programs. No additional resources have been provided to the MOH
for AIDS activities by the Ministry of Finance in terms of
additional resources allocated Lo responsible MOH units (e.g., the
Epidemiology and STD units). The private sector is not currently
involved in AIDS/STD surveillance, nor with prevention (with the
exception of individual counseling offered by a few private
physicians who counsel primarily some middle and upper class
homosexual and bisexual men). With the exception of the
quasi-public and regional (Caribbean) University Hospital in
Kingston, AIDS patients have not been treated through the private
gsector. A few physicians have diagnosed and provided outpatient
symptomatic treatment for middle class and upper middle class
persons with AIDS through their private practices. In terms of
STDs, reportedly as many as 25% of infected individuals seek
treatment through the private sector, but no valid, reliable data
are available. Further, only 12-15% of the population in Jamaica
has private health insurance coverage, and that coverage with
regard to AIDS Lreatment has yel to be tested. Although some
Jamaicans who have worked in the U.S. have health insurance
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coverage through which they could receive treatment in the U.S.,
no data are available regarding the use of these private insurance
policies for the treatment of Jamaican AIDS patients, either in
the U.S. or in Jamaica.

A lack of key resources has stymied some important AIDS
surveillance and prevention activities. For example, no special
seroprevalence studies have been conducted since 1986, on-going
surveillance has been severely hampered by the dearth of Contact
Investigators, and prevention strategies directed toward high-risk
groups have not been implemented. Unavailable resources that
would have enabled the MOH to underlLake these strategies include,
for example, central level staff who could plan and implement both
surveillance and prevention activities, as well as sufficient
funds for local technical assistance, supplies and equipment, and
transportation.

Lack of resources has also significantly impeded effective STD
surveillance and prevention efforts. A 1986 PAHO report noted
important deficiencies in resources availabtle to the STD unit,
including inadequate number of staff (particularly Contact
Investigators), inadequate training of staff, and lack of critical
medical equipment (including microscopes and autoclaves) at the
MOH STD clinics. Nearly two years after that report was
submitted, the situation has improved little, due to a shortage of
funds. Moreover, the urgent need for training of clinic staff to
improve the problem of patient flow (noted by another PAHO
consultant in 1986387/) has not been met, and there is an added
problem of a severe shortage of medications, particularly those to
be used in Lrealmenl of resistant strains of gonorrhea. The STD
program receives only minimal external donor support; for this
fiscal year, for example, donor funds for STD activities (not
including AIDS aclivities) totaled only US$21,600, all of which
was provided by PAHO.

The critical shortage of supplies was identified as a problem for
the Jamaican health care system in a 1985 USAID-funded study. The
supplies for which there were "continuing shortfalls" at MOH
facilities included "large volume parenterals (IV
fluids)...dressings (ygyauze, bandages, etc.), gloves, masks and
caps."ig/ In September, 1987, and more recently, these supplies
have been identified as in seriously short supply with respect to
treatment of AIDS palients specifically. The items in shortest
supply include those used for infection control (gowns, gloves,
caps, eating utensils, and cleaning equipment), as well as IV
fluids used in Lreatment. Al one hospital, there have been
complaints by staff that there is a shortayge of disposable gloves
for use in labor and delivery; while no cause-and-effect
relationship with regard to utilization of supplies for AIDS
patients has been demonstraled, Lhere is concern about the general
lack of available disposable supplies.
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Use of condoms is a critical factor in the prevention of AIDS and
certain STDs. However, there have been anecdotal reports (by
prostitutes and homosexual and bisexual men) of condom breakage.
The following may be causal factors in this reported breakage: 1)
inappropriate storage at some point in the distribution system
(mianufacturer to central warehouse to user), 2) strength of
condoms can vary by brand, according to recent tests conducted in
the U.s.30/, 3) specific sexual practices by homosexual and
bisexual men and some prostitutes (i.e., anal intercourse), and 4)
improper use of condom (e.g., not allowing space at tip).

The low salary scales for personnel promote an outward migration
of physicians and nurses, leaving Jamaica with a relatively low
physician and nurse ratio. The physician/population ratio of
2.7/10,000 and nurse ratio of 11.8/10,000 are low in comparison
with other Caribbean countries.3l/ Further, in the recent past,
financial constraints have limited the ability of the MOH to hire
an adequate number of Contact Investigators for its AIDS and STD
programs. At the same time, over-burdened public facilities
personnel are not adequately trained to respond to the needs of
AIDS patients. However, there are indications that Jamaica's
improving economic performance will translate into reduced
budgetary stringency.

3. Strateqy

a. Overview of Project Strateqgy

The six-year AIDS/STD Project has been designed to meet the
overall Project objective of strengthening the ability of the MOH
and the private sector to limit the prevalence of AIDS and STDs in
Jamaica during and after the Project. 1In light of this overall
objective, the constraints, and the identified needs, the Project
strategy is to: 1) improve information on AIDS and STDs in order
to ensure identification of appropriate policies and design of
programs for those health problems, 2) implement prevention and
intervention activities for AIDS and STDs through strategies
directed toward both the general public and specific target
populations; and 3) strengthen the capability of the MOH and the
private sector to prevent further transmission of AIDS/STDs and
thereby to reduce the economic burden of the cost of care.

The strategy of the Project focuses on the critical needs that
have been identified by the MOH (principally by the Epidemiology
Unit and the STD Unit) and by representatives of the private
sector. ©Selected managerial and resource constraints described
previously, which severely hamper the ability of the GOJ to
respond Lo AIDS and STDs, have been directly addressed in the
project design. The Project uses existing resources - public and
private - to the maximum extent possible, while at the same time
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setting the stage for the MOH's pursuit of other sources of donor
support. The Project design is directly responsive to the
identified objectives of the MOH with regard to AIDS and STDs.

b. Relationship to USAID/Jamaica's Country Development Strateqy

The USAID/Jamaica Country Development Strategy Statement (CDSS)
approved in April, 1988 includes AIDS and STDs, health care
financing, and maternal and child health as the three principal
areas of concern in the Jamaican health sector. The CDSS notes
the relatively high incidence and prevalence of STDs and their
relationship to other health problems including sterility and
cancer of the cervix.22/ The Mission Strategy related to STDs
and AIDS mentions both prevention activities and applied
operations research. The CDSS also states that USAID assistance
will be provided to both the MOH and local PVOs.

c. Relationship to GOJ National AIDS and STD Plans

The Project is directly r- sponsive to GOJ plans for both AIDS and
STDs prevention. The following are the primary objectives from
the most recent and relevant MOH documents regarding AIDS and STDs.

The National Plan for AIDS Prevention and Control (Short-term
Program, 1988)33/ jdentifies the following objectives:

-- To obtain the most accurate and current information
possible regarding the incidence and prevalence of AIDS,
its natural history in Jamaica, and means of transmission,
including risk-group-specific information:

-- To decrease sexual transmission of HIV through sustained
professional and public education about AIDS and its
prevention; and

-- To strengthen health service infrastructure to ensure
effectiveness in the management of AIDS cases and HIV
positive persons.

The STD Control Program Annual Report for 198754/ identifies the
MOH objectives with regard to STDs as:

-- Development of educational programs and policy gquidelines
regarding AIDS and STDs:

-- Strengthening the STD program through hiring, training and
retaining of personnel (including., for example, Contact
Investigators), improvements in record-keeping and
maintenance of supplies and drugs, and improvements in and
at facilities; and
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-~ Strengthening the STD surveillance system, including for
example reporting and analysis of data.

d. Current and Potential Donor Support for AIDS and STD Programs

The dearth of resources available Lo the GOJ to meet these
objectives has already been described above. To date, minimal
external resources have been provided by donors to assist the GOJ
in its AIDS and STD surveillance, prevention and treatment
efforts. Specifically, current support for AIDS and STDs
strategies includes:

-- USAID/Jamaica has provided loans of US$45,000 to the MOH
for the development, reproduction and distribution of
posters and brochures and purchase of ELISA screening
kits. USAID/Jamaica also provided a grant of US$100,000 to
the JIS in late 1987 for development, production and
presentation of television and radio public service
announcements. Short-term technical assistance has been
provided through AIDSCOM and AIDSTECH in 1988 for final
design of a seroprevalence study of HIV among Jamaican
prostitutes in Kingston and Montego Bay.

-~ USAID, through the Family Planning program, has also
supported expansion of the coverage and effectiveness of
contraceptive delivery systems, which include condom
distribution and support for the Family Life Education
activities (which in turn include provision of information
relating to AIDS and STDs). USAID has also purchased drugs
used in Lhe treatment of certain STDs.

-- PAHO (Lhe regional office of the Werld Health
Organization), through CAREC, has provided funds for
education and training of MOH stLaff, consultation on
laboratory facilities, and Western Blot testing and
analysis. An additional PAHO grant is about to be signed
for a total of US$150,000 Lo continue these sorts of
activities.

There are only two other potential sources of support for AIDS and
STD programs of which the MOH is relatively certain (other than
the subject Project and continued support from PAHO/WHO). The
Canadian International Development Agency (CIDA) will provide
approximately C$50,000 sometime in FY 88 for equipment and
supplies (to be purchased from any source). In addition, the
European Economic Community (EEC) will assign a long-term
technical advisor on epidemiologic surveillance by October 1988,
and is financing a new central laboratory building, equipment and
vehicles that will be used for, among other things, AIDS/STD
activities.
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B. Goal, Purpose, Inputs and Outputs

The Project lL.ou Frame displays the interrelationships among the
Project goal, purpouse, inputs, and outputs.

1. Project Goal and Purpose

The goal of the proposed six-year Project is to improve the health
status of the Jamaican people. This goal is consistent with the
LAC Bureau objective of improved health and health services. The
purpose of Lhe Project is to reduce HIV transmission and the
incidence and prevalence of STDs in Jamaica. By PACD, the project
is expected Lo achieve:

-- 10% reduction in estimated number of HIV seropositive
persons (below current est. of 3,000);

-- Annual reported cases of congenital syphilis 30 or below
(from 36 in 1987);

-- Blood donor syphilis seropositivity rate 4% or below (30%
below 1987 rate of 6%); and

-- Culture-proven gonorrhea rate in under-20 population
reduced by 20% from 1988 baseline.

2. Project Inputs

USAID funded Project inputs include:

-- Approximately 720 pm of local and expatriate short-term
technical assistance and local long-term technical
assistance to the MOH and private sector organizations
(including PVOs);

-- Approximately 4 pm of overseas training and approximately
eight local training sessions for personnel engaged in AIDS
and STD surveillance and prevention;

-- Local costs for Contact Investigators; media campaigns,
workshops, and other educational interventions with risk
groups and other target populalions; operations research
and other surveys (e.qg., KAP studies);

-- Approximately $366,000 for the procurement of equipment
(including medical and office equipment), supplies and
critical pharmaceuticals (the latter for use in screening
and treating high priority STDs);

-- Two vehicles for use in surveillance and prevention
activities.
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3. Project Outruts

ProjeclL Oulpuls in each of the three components of the Project
include:

Policy and Program Planning and Monitoring

-- Increased on-ygoing surveillance capacity on the part of the
MOH, in Lerms of both adequacy of slLaff and improved
laboratory capacity;

~-- Operations research studies periodically conducted among
high-risk groups; and

-- KAP and other surveys conducted.

Prevention and Intervention

-- Eight additional STD clinics equipped and functioning
efficiently in existing facilities which already offer a
variety of services, including family planning servies;

-- On-going MOH and privale sector media and educational
campaigns;

-- A National AIDS/STD hotline is operational;

-- MOH and private seclLor conduct prevention activities
directed Loward high-risk groups;

-- On-going educalion and prevention activities in grades
6-12; and

-~ MOH and privale sector implement bprevention strategies
directed Loward adolescenls, women of child-bearing age,
lower socio economic groups, high-risk groups for AIDS, and
other targel populations.

Institutional Strengthening

-- Improved capacity of the MOH and privalte sector to design
and implemenlL effeclive AIDS/STD policies and programs: and

~-- Increased MOH and PVO capacity to undertake applied
operaltions research (health services research) and
evaluation studies and to utilize Lhe results of such
research and evaluation in policy and program development.

C. Description of Project Components

The Project has three major components, each of which is designed
to me~* the Project purpose and contribute to the Project goal in
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the most cost-efficient manner possible, given the limited
resources available to the MOH and the private sector in Jamaica.
The components also are intended to help ensure that the GOJ meets
its objectives with regard to prevention of AIDS/STDs. The three
components of the Project are:

1. AIDS/STDs Policy and Program Planning and Monitoring;

2. AIDS/STDs Prevention and Intervention Strategies and
Activities;

3. Strengthening MOH and Private Sector Capacity to Respond to
AIDS/STDs.

The types of activities to be supported in each of these are
described below.

1. National AIDS/STD Policy and Program Planning and Monitoring

This component of the Project will ensure that the information
needed to formulate appropriate AIDS/STD policies and programs is
available. Further, strengthening the AIDS/STD surveillance
system and conducting baseline and periodic surveys will assure
monitoring of the Project's achievements. Informalion generated
by this component of the Project will be used to design and
implement both prevenlLion and treatment activities. Given the
nature of the problem, it is an operating assumption that gender
disaggreated data is a necessary aspect of the surveillance system
as well as the operations research and special studies/surveys.

As such, data will be kept both in terms of epidemiologic
statistics tracking the progression of AIDS/STDs and also in terms
of beneficiary statistics such as gender and age cateqgories.

a. Improvements in the MOH Epidemiologic Surveillance System -
($27,000)

The MOH AIDS surveillance system wil)l receive support from
PAHO/CAREC (in the form of training and technical assistance and
of funds for testing equipment and supplies), from the Canadian
International Development Agency (in the form of equipment and
supplies), and from the EEC (which will provide an Epidemiologist
for two years beginning in October, 1988). The epidemiologic
surveillance system will be strengthened through the Project in
the following ways:

(1) Purchase of microscopes and other equipment and of testing
supplies for the MOH STD clinics. This critical need,
identified by PAHO consultants in 1986. Unfortunately,

PAHO funding limitations did not allow them to respond and
the need has yel to be met. The equipment will be

purchased during the first year of the Project; testing
supplies will be purchased by the MOH as a GOJ contribution.

(ii) During the first year of the Project, the MOH STD Unit will
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conduct a needs assessment of STD surveillance procedures
used by the MOH STD clinics, using the 1986 PAHO reports
and other documents as the initial basis for problem
identification. The Study will be coordinated by the
Project Manager with local and expatriate technical
assistance conlracted as necessary and appropriate Lo
assist in conduct of the study. The study will provide
recommendaltions for specific improvements in STD
surveillance procedures, within the context of the limited
resources available to the MOH.

(iii) Improvements in the STD Surveillance System. Based on the
results of the Needs Assessment Study, the SMOH for the STD
Unit will design improvements in the existing surveillance
system, including, for example: a) changes in reporting
formats or procedures; b) training of health providers and
clerical staff directly responsible for completing,
compiling, tabulating and analyzing STD reports (in the
public and private sectors); c) improvements in the flow of
information at all levels - from the level of the
individual health unit to the central level MOH, including
the private sector; and d) improvements in analyzing the
information and preparation of reports for use in
decision-making at the national, parish, and clinic
levels. An important aspecl of improvements in the
surveillance system, in particular given the reported use
of the private sector for treatment of STDs, will be
improvements in mechanisms for ensuring compliance on the
part of the private sector in reporting STDs, and changes
in reportable disease classifications.

The SMOH for the STD Unit and the Operations Research
Specialist will work with the SMOH for Epidemiology, with
consultation from the EEC Epidemiologist and other advisors
as available (e g., through PAHO, which has provided
consultation for the STD Unit in the recent past, and CDC,
if available through a centrally funded cooperative
agreement.

b. Design and Implementation of Operations Research Studies -
($181,000)

The MOH has identified the conduct of operations research studies
as an important component of its AIDS and STD pre:-ention

strategy. The Ministry has initiated a study of the
seroprevalence of HIV and other STDs among prostitutes in Kingston
and Montego Bay, with A.I.D centrally-funded technical assistance
through AIDSCOM and AIDSTECH. The MOH is currently reviewing the
protocol for this study and planning ~)r implementation in late
Summer and early Fall, 1988. The conceptual approach of the
Ministry is based in "aclion research": that is, in the use of
data collection procedures and contacts to bolh retrieve
information from and disseminate information to the target
populations.
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The MOH has identified prostitutes, migrant farm workers (who
travel Lo the U.S), homosexual and bisexual men, and higglers as
at particular risk for AIDS, and will initiate seroprevalence
studies in these populations during the first year of Lhe

Project. The Project will contribute to the support of the MOH
Epidemiology Unit's adaptation of the AIDS Seroprevalence Study of
Prostitutes for application to other high-risk populations.

Throughout the Project, the MOH will assess ils needs for
additional (or continuing) studies and will sel priorities
accordingly. Specifically, the Project will support the following
aspects of seroprevalence studies:

(1) medical staff who are assigned (or hirced) to collect data
will be trained in interviewing techniques, particularly as
regards the risk population members whom they will be
interviewing. Conversely, skilled non-medical interviewers
will receive training in basic medical information that
will enable them to answer questions directly (and to refer
some questions Lo appropriate medical personnel).

(ii) 1local and expatriate technical assistance as deemed
necessary by the Epidemiology Unit;

(iii) other local costs (including, for example, payments to
interviewers, Llransportation, and processing and data
analysis.

c. Special Studies and Surveys - ($225,000)

The Project will support updates of Lhe National AIDS/STD KAP
study, and baseline and periodic resurveys of STDs to verify
surveillance data. The KAP and STD surveys will be contracted
through the MOH and carried out by local contractors, with
technical assislance as necessary and appropriate through AID/W
centrally-funded contracts, including AIDSCOM, CDC, and SOMARC.
The AIDS KAP study currently being funded by SOMARC will be
expanded Lo include STD informalion to enhance the cost
effectiveness of use of study funds. The STD survey, developed by
CDC, will be implemented during Year 1 of Lhe Project and will
serve as the baseline data for STD incidence and prevalence.
Periodic resurveys will be supported under the Project.

2. National AIDS/STD Prevention and Intervention Strategies

The MOH will work with the Naltional AIDS Committee, other
Ministries, and the private sector Lo design and implement a
variety of strategies that are specific to the needs of the
general population and specific target groups in Jamaica. In
carrying oul these strategies, Lhe MOH will to the extent possible
utilize Jamaican organizations Lhat have proven successful in
carrying out health and soclial development projects in Jamaica,



-23-

e.g., ACOSTRAD and Operation Friendship. Activities in this
Project component will continue throughout the life of Project.

a. Mass Communications and Prevention Strategies Directed Toward
the General Public - ($345,000)

USAID/Jamaica has funded the current mass media campaign and the
related KAP study associated with the campaiygn. This campaign
will continue through February 1989. The KAP studies will be used
to revise the current campaign, including identification of
appropriate messages and vehicles for information dissemination
(television, radio, national newspapers, and the JIS' "Good
Evening Jamaica" rural multi-media programs). Activities will
include continued support for mass communications campaigns
directed toward the general public. There will be strong design
linkages between this activity and the Targeted Prevention
Strategies outlined below, as the media messages will be targetted
for mothers, adolescents, peotential drug abusers, etc. These
campaigns will be coordinated by the local, full time
Communications Specialist to be funded under the project (see
section 3.a.(iv).). To the extent necessary (or deemed
appropriate by the MOH), contracts for design and production of
audiovisual and print mass media campaigns will be arranged with
public and private sector organizations; short-term local and
expatriate technical assistance will be contracted as necessary.

Private sector organizations (including voluntary and for-profit
entities) will be encouraged to participate in AIDS/STD prevention
efforts; such organizations could include, for example, churches
and other religious organizations, the Jamaican Red Cross,
community service organizations such as Optimist Clubs, Projects
for People, and the Jamaican Agricultural Society. In some cases,
small amounts of funding may be provided to non-profit
organizations to partially supporl their AIDS/STDs prevention
activities.

The Project will include support for activities such as:

~- The production of videotapes that can be used by a variety
of public and private agencies and by community-based
organizations;

-~ Production and dissemination of brochures directed toward
the general public;

-- Production of public service radio and television
announcements;

-~ Production and broadcast of radio programs such as the
highly successful Naseberry Street, which reaches a wide
audience and carries messages regarding family planning;
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-~ The cost effectiveness of other activities, such as plays
by community-based groups, conferences and health fairs,
and a national AIDS/STD hotline, will be evaluated for
possible inclusion as activities under the Project.

Support for all of these activities will include training of MOH
and other ministry staff, and staff of private sector
organizations involved in AIDS/STD education/communication; local
and/or expatriate technical assistance; and purchase or production
of audiovisual and/or printed materials. The GOJ contributions to
these activities will include radio and television air time for
public service announcements.

b. Targeted Prevention Strategies - ($465,000)

In addition to prevention campaigns aimed at the general
population, the Project will support the development and
implementation of prevention strategies directed toward specific
target groups, as described below.

(1) High-risk Groups. The groups that have been identified by
the MOH as most at-risk for AIDS in Jamaica include farm
workers, prostitutes, homosexual and bisexual men, and
informal commercial importers (higglers). As has been
described in the section on "Design and Implementation of
Operations Research Studies," the MOH will utilize such
studies as one mechanism to guide AIDS and STD prevention.
Such preventive activities will include provision of
informational materials, distribution of condoms, and
counseling (individual and group). Specific additional
prevention strategies have not been identified, but will be
designed to address the needs of each specific population
and can include and supplement those identified above for
the general public. To the extent possible, members of
at-risk populations will be encouraged Lo participate in
AIDS (and STD) prevention through voluntary, anonymous
activities that they deem appropriate. This can include,
for example, arranging for informal discussions and
distribution of condoms and of brochures discussing the
importance of safe sex (for those who are likely to have
multiple partners). When necessary and appropriate,
contracts may be let by ACOSTRAD to individuals or
organizations that have access to high risk populations, to
facilitate outreach to these populations. (See Section
IV.B. Institutional Arrangements.)

(ii) Maternal and Child Health Prevention. Jamaica has
relatively high proportions of female heterosexual and
pediatric AIDS (the latter through perinatal transmission),
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and the escalating incidence of congenital syphilis makes
AIDS and STD prevention among women of child-bearing age a
high priority. Maternal and child health AIDS/STD
prevention strategies will be coordinated by the Project
Manager who will work with the PMO, Epidemiology Unit (to
whom he/she will be responsible), the SMOH, STD Unit, and
the SMOH, MCH Unit, as well as the SMOH's for the

parishes. During the first year of the Project, a
determination will be made regarding the appropriateness
and feasibility of antenatal testing for AIDS and STDs at
MOH clinics. The Communications Specialist will work with
the Operations Research Specialist (and the SMOH, STD Unit,
Aand SMOH, Maternal and Child Health) to design educational
materials for distribution to women attending the MOH
antenatal clinics. Throughout the Project, support will be
provided to the MOH for the development and production of
materials to be used by health personnel in educating women
attending family planning and antenatal clinics. The
health personnel at these clinice will also receive
training in AIDS and STDs education and counselling.

Adolescent AIDS and STDs Prevention Programs. ACOSTRAD,
experienced in liaison with the Ministry of Education, will
work with the Ministry to develop effective school-based
AIDS and STDs education programs. This will include
training of personnel (teachers, guidance counselors and
school heallh nurses) and support for development and
production of educational materials. It will also include
support for reproduction and expanded use of existing STD
materials, evaluation, acquisition and/or adaptation of
both AIDS and STD materials which have proved successful
elsewhere and have been determined to be appropriate for
Jamaica.

Not all adolescents can be reached through the school
system, and those who can't may be most at-risk for both
AIDS and STDs. In recoqgnition of this, ACOSTRAD will work
with organizations that reach adolescents through a variety
of mechanisms. This will include, for example, the
followinaga:

-- Funding of AIDS and STD prevention activities through
the Family Life Education Series, which has already
supported the work of such community-based organizations
as Operation Friendship in producing and disseminating
AIDS prevention information. This support has been
provided by the National Family Planning Board, and
involves both the Ministry of Education and the Ministry
of Youth and Community Development. Funding will
include, for example, publication and distribution of
brochures, training of personnel and volunteers involved
in AIDS/STD prevention aclivities, and conduct of
community-based educational and outreach activities.
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-- Funding for AIDS and STD prevention activities directed
at organizations that house or provide support for
homeless or troubled youth. Financing will support, for
example, training of staff and volunteers working with
these organizations, and conduct of educational sessions
at the homes.

The U.S. National Institute for Child Health and
Development and the Office of Substance Abuse Prevention
are funding demonstration projects designed to prevent
AIDS among such adolescents; the experience of these
projects could prove useful for this prevention
activity. Importantly, the materials developed through
the projects will be in the public domain and can thus
be adapted at minimal cost to this Project.

(iv) Alcohol and Drug Abuse Prevention Activities. Because of
the important links that have been established between AIDS
and use of alcohol and other drugs (apart from IV drug use
transmission), and because of the results of studies of
alcohol and drug abuse among Jamaican school students (see
Background section), the Project will include activities
designed to prevent alcohol and drug abuse, focusing on
adolescents, and linking such prevention activities with
family planning, AIDS and STD prevention and education.
These activities could include, for example:

—-- Conduct of educational sessions through community-based
organizations, service organizations, and at workplaces,
health centers, and schools and homes for orphaned or
troubled youth (in conjunction with activities described
above), and

-- Production and distribution of brochures, posters and
other audiovisual materials.

Extensive use will be made of pertinent materials being
developed in the U.S. under U.S. federal auspices, and of
community-based organizations in Jamaica that have
experience in working with adolescents and in health
education among other populations that may be considered
target groups during the course of the Project.

c. Targeted Treatment for STDs - ($250,000)

Both the prevention strategies directed toward the general public
and those directed toward targeted populations will result in
increased STD clinic attendees. For example, the mass
communication campaigns will include messages designed to
encourage those members of the general public who believe that
they may have an STD to visit an MOH clinic. Targeted programs
such as the Adolescent Prevention programs will be designed to
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encourage specific groups to seek diagnostic and/or treatment
services at the STD clinics when necessary. Importantly, the
operations research study for high risk groups will also result in
referrals to the MOH STD clinics.

The Project will ensure that the facilities are in place to
adequately deal with this projected increase in the number of
persons screened and treated for STDs by:

(i) Equipping eight additional STD clinics in existing MOH
facilities. These additional clinics will enable each of
the 14 parishes to have its own STD clinic by the end of
the Project. The 15 Contact Investigators hired and
trained over the life of the Project will staff the clinics
(see 3.a.(i) below), and the STD laboratory equipment and
supplies will be provided by the Project to accomplish this
(see l.a.(1i) above).

(ii) STD Pharmaceuticals. The MOH experiences ongoing
shortfalls in the provision of essential drugs for all
categories of illnesses, including STDs. Since it is
unlikely that the Project will succeed in reducing the
incidence and prevalence of STDs without needed treatment,
this issue must be addressed. An initial activity of the
Project will be Ltechnical assistance to analyze the
shortfall of essential STD pharmaceuticals; provide
recommendations to maximize utilization of what is
available; and recommendations to USAID on financing of
pharmaceulicals to treat targeted STDs. 1In line with the
Project Agreement Covenant, the proportion of the
identified need being funded by the the GOJ's contribution
will be increased over the live of the Project.

The STD Unit will be responsible each year for identifying
the need for specific pharmaceuticals to treat high
priority STDs based on STD clinic attendance, contact
investigation results, and analysis of data from the prior
year, including an estimate of the potential impact of
education programs that could increase clinic attendance
and thus increase the demand for STD drugs.

3. Strengthening the Institutional Capability of the MOH and the
Private Seclor to Manage Comprehensive AIDS/STD Strategies

This component of the Project is designed to enhance the
capability of both the Ministry of Health and the private sector
to design, implement and manage national-level AIDS and STD
strategies.

a. Institutional Strengthening of the MOH - ($780,000)

The MOH has Lthe primary responsibility for surveillance and
prevention of AIDS and STDs in Jamaica. These responsibilities
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include development of policies and programs, conduct of on-going
and point-in-time seroprevalence studies, contact tracing of
infected individuals, design and implementation of prevention
strategies, and liaison with those responsible for treatment of
AIDS and STD patients. Support for MOH activities in AIDS and STD
surveillance and prevention aclivities include:

(i) Training and salaries of Contact Investigators to be hired
on contract by the MOH. During Year 1 of Lhe Project,
funds will be provided to contraclL for the services of 5§
Contact Investigators, Lhree of whom will be assigned to
the Comprehensive STD Clinic in Kingston, and two to St.
James Parish, the areas of highest concentration of STDs.
They will also serve other parishes as necessary to
increase surveillance capacity in rural areas. During
Years 2 and 3, Lhe Project will contract for five
additional Contact Investigators (for a total of ten the
second year and 15 the third year). They will be assigned
by the STD Unit to other parishes as deemed necessary at
that time, conlingent on trends in AIDS and STDs and
resources available at each parish. After the third year
of the Project, the MOH will assume financial
responsibility for the Contact Investigators on a phased
basis (i.e., five in Year 4, ten in Year 5, and all fifteen
in the final year of the project).

Training will be provided through the Project for all
current Contact Investigators and for all those hired
during Lhe course of Lhe Project. The training program
which will be coordinated by the STD Unit utilizing local
and expatriate Lechnical assistance as needed will
encompass:

-- Design and implementation of intensive training that
will reduce the amount of time necessary to place newly
hired Contact Investigators in the field from two years
to three months;

-- Design of a Continuing Education training program that
will be used to ensure the competency of existing and
newly hired Contact Investigators: and

-- Short-term training in the U.S. in community
epidemiology and in AIDS and STDs, for two Contact
Investigators during Year 1. The training will be
configured to ensure that initial trainees are capable
of Lraining additional Contact Investigators.

(ii) Training of MOH staff. The Project will train public and
private health sector personnel in AIDS/STD surveillance,
prevention and intervention (including counseling). With
technical assistance from AIDSCOM and AIDSTECH, training of
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trainers packages will be developed for each topic area.
Given the important role played by women in the health
sector as nurses, doclors, and other health care providers,
steps will be taken to ensure that women are adequately
represented among the trainees. Training programs to be
supported include:

(a) Training in appropriate infection control
techniques will be provided for hospital and clinic
staff,

(b) Training in program planning and management,
including the use of microcomputers and related
software for program management, data analysis, etc.,

(c) Other topic areas include, but are not limited
to counselling, IE&C, and surveillance.

The initial training will be evaluated, and training
packages will be developed or modified for use by MOH
staff and volunteers in subsequent training o€ new
personnel as well as training of additional public and
private sector personnel as necessary for successful
completion of the projec..

(iii) Commodity support. This includes purchase of Lwo vehicles

(iv)

which will be used primarily in the surveillance of AIDS
and STDs, but which will be used in other AIDS/STD
prevention/intervention activities as deemed appropriate.
One vehicle will be assigned Lo the Epidemiology Unit, and
one to Lhe STD Unit.

In order Lo ensure that the MOH has the necessary compuler
support for use in collection and analysis of evaluation
data and information, during the first six months of the
Project, funds will be allocated for purchase of a
microcomputer, peripherals., and software and necessary
training of MOH staff in the use of software packages for
word processing and data analysis. This equipment will be
assigned to the Epidemiology Unit of the MOH, but will also
be available for use by the STD Unit to supplement their
own computer equipment. It will be an important tool for
both Units in carrying out their responsibilities for data
collection and analysis at the parish, community and local
activity 1level.

Throughout the Project, funds will be provided to the MOH
to purchase reference materials and current articles for
use in planning, adjusting and evaluating AIDS/STD policies
and programs.

Support for the contracts of Lhe Operations Research
Specialist and the Communications Specialist during the
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Years 2-6 of the Project (note AIDSCOM will be funding their
contracts during Year 1). These individuals will be hired locally
through AIDSCOM and will be assigned to the Epidemiology Unit, and
will carry out activities related to both AIDS and STDs.

b. Support for Institutional Development of ACOSTRAD and the
National AIDS Committee - ($60,000)

Both ACOSTRAD and the National AIDS Committee will play critical
roles in the development of national AIDS policies and programs,
in particular by serving as a forum for public and private sector
liaison regarding AIDS. ACOSTRAD will also continue its important
role in prevention of STDs. 1Ils primary role under the project
will be in the areas of Targeted Prevention Strategies. It will
build on its previous experience with both public and private
organizations in the design and development of media interventions
and the provision of resource personnel.

The Project will provide support to the organizations in several
ways, including:

(i) providing funds for local technical assistance to
strengthen the management of ACOSTRAD and the National AIDS
Committee; this will enable both of these organizations to
be conduits for organizational and individual donor support
of AIDS activities in Jamaica. An important organizational
objective of ACOSTRAD during the first year of the Project
will be to develop additional sources of funding, from
sources within and outside of Jamaica. This will help
ensure continued supporl after the end of the Project.

The National AIDS Committee is a newly established
organization which will coordinate all AIDS policies and
prevention activities in Jamaica. During the first year of
the Project, the MOH and USAID will review its activities
and achievements in order to delermine what type and
amounts of support Lo the Nalional AIDS Commilttee are
appropriate under the Project. The National AIDS Committee
Fund-raising Sub-committee, during that time, will explore
other funding possibilities;

(ii) funding for contracts of a Manager, Accountant, and a
Secretary for ACOSTRAD for Lhe first two years of the
Project;

(iii) training of ACOSTRAD (and National AIDS Committee staff or
volunteers, as appropriate) in AIDS/STD prevention
activities and policy and program planning. Training of
these staff will be incorporated into MOH training
described in 3.(a)(ii) above as appropriate; and

(iv) commodity support in the provision of a photocopier and a
micro-computer.
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IT. COST ESTIMATES AND FINANCIAL PLAN

The total cost of Lhe six-year AIDS/STD Project is estimated to be
US$3,350,000. Of this amount, A.I.D. is expected Lo contribute
resources totalling US$2,500,00, while the equivalent of
Us$850,000 will be contributed by the GOJ. First year obligations
in FY 1988 are expected to be $540,000. Contingency has been
estimated at 5% of Project costs each year, and compounded annual
inflation factors of 10% for local costs and 5% for U.S. costs
have been included in years 2-6 of the Project.

A. Summary Cost Estimate and Financial Plan

Table I presents a summary of the cost estimates and financial
plan for the 6-year pLoject The GOJ 1is contributing 25% of
Project costs with increasing fiscal responsibility toward the end
of the Project. The GOJ contribution will include Administrative
Support (the Project Manager and support staff), clinic supplies,
pharmaceuLlcals and Contact Investigators (these latter two with
an increasing share). USAID will finance long and short term
Jamaican TA, short term US TA, commodities, training, and local
costs. Maximum possible use will be made of centrally-funded
AID/W resources, including for example AIDSCOM, AIDSTECH and
SOMARC. These mechanisms will be used where practical and
cost-efficient for securing short-term technical assistance and
equipment and supplies

B. Costing of Project Outputs/Inputs

Table IT1 shows costing of Projecl inputs and outputs.

C. Projection of Expenditures by Fiscal Year

Table III shows the estimated expenditures by component by year.

D. Methods of Implementation and Financing

Table IV shows the basic methods of financing and implementation
for the USAID funded activities of the AIDS/STD Project. USAID
will provide funds to the MOH on a reimbursement basis. The MOH
has been found Lo have the necessary procurement procedures,
contrdctlng and f1nanc1ng capab111ty and has performed competently
in those areas in previous projects which received USAID funds.

The Controller's Office conducted a follow-up review of their
financial procedures on August 3, 1988 and found them adequate.
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TABLE 1 - Summary Cost Estimate and Financial Plan

—~=--AID----- GOJ --TOTAL-~--
OUTPUTS INPUTS FX LC Total LC FX LC
Administrative Support J staff 0 0 0 125 0 125
Evaluations & Audits ST TA 40 8 48 0 40 8
1.POLICY & PROGRAM PLANNING & MONITORING
MOH/Epi Surveillance Sys. Equip./supplies 2 25 27 180 2 205
Operations Research ST TA 46 0 46 0 46 0
Local Costs 10 125 135 0 10 12%
Special Studies & Surveys ST TA 15 n 15 0 15 0
Local Costs 0 210 210 0 0 210
SUBTOTAL 73 360 433 180 73 540
2.PREVENTION AND
INTERVENTION STRATEGIES
Mass Media Campaign Local Costs 0 345 345 0 0 345
Targeted Prevention ST TA 53 52 105 0 53 52
Local Costs 0 360 360 0 0 360
Targeted Treatment - STDs Pharmaceutical 250 0 250 350 250 350
SUBTOTAL 303 757 1060 350 303 1107
3.INSTITUTIONAL
STRENGTHENING
Public Sec. Strengthening Contact Invest. O 180 180 142 0 322
Cl J training 10 13 23 0 10 13
CI US training 11 0 11 0 11 0
MOH J training 2 40 42 0 2 40
Commodities 20 36 56 0 20 36
Vehicles/O&M 0 24 24 13 0 37
LT Specialists 0 444 444 0 0 444
Priv. Sec. Mgmt. Strength.ST TA 0 10 10 0 0 10
Commodities 0 15 15 0 0 15
J Consultants 0] 35 35 0 0] 35
SUBTOTAL 43 797 840 155 43 952
TOTAL 459 1922 2381 810 4%9 2732
Contingency 23 96 119 40 23 136

GRAND TOTAL 482 2018 2500 850 482 2868



TABLE IZ - Costinc of Proiect OQutputs/Inputs

Long Short Short Over- Over- Local Local
Term Term Term seas Locail seas Local Costs USAID Costs
J TA UsS TA J T4 Commod.Commod. Trng. Trng. USAID SUBTOT. GOJ TOTAL

Administrative Support 125 125
Evaluations & Audics 40 8 48 48

1. POLICY/PROGRAM PLANNING/MONITORING
MOH/Ep1 Surveillance System 27 27 180 207

Operations Research Studies 45 135 isl 181
Special Studies & Surveys 15 210 225 225
PREVENTION/INTERVENTION STRATEGIES R
Mass Media Campaigrn 345 345 345
Targeted Prevertion 53 52 360 465 465
Targeted Treatment of STDs 250 250 350 600
3. INSTITUTIOMNAL STRENGTHENING
Contact Investigators 180 11 23 214 142 356
Trained hospital/clinic staff 42 42 42
Commodity Support 20 36 56 56
vehicles/0&M 24 24 13 37
Specialists 444 444 444
Private Sector Mgmt. Strengtn. 10 10 10
Commodity Support 15 15 15
ACOSTRAD staff 35 35 35
TOTAL 659 154 70 270 102 11 65 1030 2381 810 3191
Contingency 33 8 4 13 5 1 3 52 119 40 159

GRAND TOTAL 692 162 74 283 107 12 68 1102 2500 850 3350

_88_



TABLE III - Projection of Expenditures by Fiscal Year

~-FY8%9-- . —=FY90-~ --FY91-- --FY92-- —~FY93—- —-FY94~- --TOTAL--

COMPONENT AID GGJ AID GCJ AID GOJ AID GOJ AID GOJ AID GOJ AID ~ GOJ
27 18 20 22 23 25 0 223

C 0 0 28 c 20 48 0

1. POLICZY & DROGRAN TLANNING & MONITORING
MOH/EZpi Surveillance System 27 30 ¢ 30 0 30 0 30 0 30 0 30 27 180
Operazions Resz2rch Studies 35 36 28 32 . 25 25 11 ¢
Spec:al Studies i Surveys 30 23 50 30 50 30 223 0
SU3TOTAL 433 1890

2. PRIVINTION AND INTIRVENTION STRATEGIE
Mass Mecia Campaign 70 70 70 45 45 45 3245 o)
Targeted Preventicn 65 78 87 88 74 75 4€5 ¢
Tazgezel Treatmen: 0f STIDs 100 0 70 30 50 50 30 70 0 100 0 100 250 350
SU3TCTAL 1060 250

3. INSTITUTIONAL STRINGTHENING
Ceontact InvesIigazors 24 0 5¢ 0 68 0 43 22 23 46 0 74 213 142
Trained hespitai/clinic stalif 7 8 8 9 10 0 4z c
Commodizy Support 30 4 4 4 10 4 36 0
Vehicies/O&M 24 2 0 2 0 2 0 2 0 2 0 3 4 13
Specialists Y 73 8e 88 97 106 448 0
Private Secter Mamt. Strength. 5 5 0 0 0 0 10 0
Ceommodity Supporst 15 0 0 0 0 0 13 0
ACOSTRAD stail 17 is e 0 0 0 25 0
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The methods of financing do not deviate from AID'sg preferred
methods. The implementing agency, the MOH, will contract for all
goods and services provided by the grant except for buy-in
arrangements (e.qg. with AIDSTECH and AIDSCOM), direct contracts
for audits and private sector management strengthening,
pharmaceuticals procured through GSA, and overseas training.

A sub-grant will be provided to ACOSTRAD, which has indirectly
received USAID funding (through the Family Planning Project). A
review of ACOSTRAD's procedures for accounting and fiscal
reporting will be conducted by a Chartered Accountant (CPA) prior
to signing of the sub grant in order to assess the organization's
overall competency in those areas. The firm will put in place
their suggested changes. In addition, the Regional Contracts
Officer will conduct a a review of ACOSTRAD's contracting
procedures. Guildance and training will be provided based on the
results of these reviews followed by follow-up evaluations over
the course of the year following sub-grant signing. During the
six-year Project, the Mission will ensure compliance with AID's
reporting standards and will verify that separate accounts are
maintained to facilitate reporting and adequate audit trails.

Table 1V - Mcthods of Implementation and Financing

Metlkod of
Input L Implementation Financing Amount
--Local TA AlID Direct (audit) Direct Payment 18
--US & Local TA AlD Direct (Buy-in) Direct Payment 650
--Local TA HC Conlract Reimbursement 180
--Local Training ATD Direct (Buy-in) Direct Payment 20

HC Contract Reimbursement 45
--0Overseas Ting. PIO/P Transfer of Funds 11
--0verseas Commod. HC Procurcment (PSA) LComm/Bank LComm 20
--0Overseas Commod. GUA Direct Payment 250
--Local Commod. HC Procurcement Reimbursement 87
--Local Costs HC Procurement Reimbursement 694
--Local ‘TA Sub- grant. Advance/Reimbursement 35
--Local Cowmmod. Sub-grant Advauce/Reimbursement 15
--Local Costg Sub-grant Advance/Reimbursement 356
Contingency 119

TOTAL . 2,500
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IV. IMPLEMENTATION PLAN

A. Implementation of Project Components

Initially, the Project will focus on supporting the MOH in its
efforts to immediately respond to the worldwide AIDS epidemic and
the STD epidemic in Jamaica, including initial strengthening of
institutional capability. Subsequently, the focus will be on
further strengthening of the capabilitLy of the MOH (and the
private sector) Lo design and implement prevention activities
relating to AIDS and STDs, while continuing surveillance and
preventive activities.

The Implementation Schedule in Table V presents the six-year plan
of activities and responsible parties for the Project outlined in
Section II.C. Necessarily, only minimal detail can be provided
for activilies in the out years of the Project, as these
activities are largely contingent upon Lthe relative success of
surveillance and prevention activities undertaken during the
earlier yeart of the Project, as well as on changes in the
worldwide AIDS epidemic and in medical technologies available to
prevent and Lreat this disease as well as STDs.

B. Institutional Arrangements

1. Grantee's Institutional Arrangements

Funds will be obligated through a4 bilateral grant agreement with
the Ministry of Health, with a sub-grant to ACOSTRAD. Financing
will be provided for a portion of Project coordination and support
costs for each of these enlilies, as well as support for specific
activities to be undertaken by each organization.

The Project will be carried out through the following arrangements:

-- Host country contracts and sub-agreements to Jamaican
public, quasi-public and private sector organizations for
specific Project aclivities, including for example,
development and dissemination of mass media campaigns and
design and implementation of targeted prevention activities.

-- Buy-in arrangements for short-term technical assistance and
training through projects such as AIDSCOM and AIDSTECH;

-- Host country and direct contracts for short-term technical
assistance and training;

-- Work orders under AID/W centrally-coordinated IQCs for
technical assistance and training.
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Implementation of the direct grant to the MOH is summarized below:

(a)

(b)

(c)

A Project Implementation Unit (PIU) will be set up within the
Epidemiology Unit. The PIU will also support activities of
the STD Unit (and other units as appropriate). An MOH Project
Coordinating Committee (PCC) will also be established. The
Project would support:

—-- Contracts for services of: (1) a full time Project Manager
(who will be responsible for day-to-day administrative
matters, including for example preparing financial and
managerial quarterly reports to USAID, documentation
necessary for purchase of commodities, contracting of
technical assistance including Requests for Proposals and
Scopes of Work, and monitoring of sub-grants and
contracts); (2) an accountant; and (3) a full time
secretary (who will report to the Projiect Manager), each of
whom is to be hired for and assigned to the Project
Implementation Unit;

-~ Contracts for services of the Operations Research
Specialist and Communications Specialist, each of whom
would be contracted througn AIDSCOM (and assigned to the
Epidemiology Unit);

-- Contracts for services of 15 additional Contact
Investigators (5 for the first year, 10 for the second
year, and 15 for the third year of the Project), to be
assigned to the STD Unit;

-- Office equipment and supplies (e.g., microcomputer,
photocopier, etc.) and medical equipment (i.e., microscopes
and supplies for the STD clinics - AIDS equipment being
purchased primarily through other donor agencies).

-- Certaln other policy and program evaluation activities and
direct surveillance activities would also be conducted by
or pass through the MOH.

The MOH will enter into a Sub-grant Agreement directly with
ACOSTRAD, as an organization with a history of AIDS and STD
prevention. ACOSTRAD would undertake education and prevention
activities and also would serve ¢s a mechanism for awarding
contracts for various preventive activities (see Project
Description for examples).

Depending on progress made by the National AIDS Committee in
line with its staled purpose as the policy and programming
national coordinator for AIDS, the MOH will consider entering
into a sub-grant arrangement with the National AIDS Committee,
or provide technical assistance to the Committee through
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project-funded MOH contract arrangements with other parties.
The Committee could conduct (directly or through
sub-contracts) selected policy studies or activities.

The Project Coordinating Committee (PCC) will meel at a minimum
every three months to review Lhe quarterly report Lo USAID, which
will have been prepared by the MOH Project Manager (who will also
attend all PCC meetings). The PCC will provide advice on the
general direction of the Project (including discussion of progress
and barriers to implementalion of Project activities), consider
the implications of Project findings for MOH policies and
programs, and precvide for regular policy dialogue between the MOH,
USAID, and the private sector (the latter through the Chairman of
the NaLional AIDS Committee). The PCC will include the following
members:

MOH Permanent Secretary

Chief Medical Officer

PMO, Epidemiology Unit (Chairman of Lhe PCC)

SMOH, STD Unit (Co-chairman of the PCC)

SMOH, MCH

USAID Project Officer (ex officio)

Representative of ACOSTRAD

Chairman or other representative of the National AIDS Committee
Others to be identified by the MOH

2. USAID/Kingston Organizational Responsibilities

The implementation responsibility within USAID will be held by the
Office of Health, Nutrition and Populatlon (OHNP). The USAID
Project Officer will be assisted in these duties by a FSN, who
will be responsible for preparing all earmarking and committing
documentation, drafting all Project-related correspondence,
preparing quarterly and semi-annual reports, and making all
arrangements for foreiyn technical assistance and training. The
USAID Project Officer will be an ex-officio member of the
Ministry's PCC. USAID will also review and epprove all contracts
and sub-grant proposals submitted for funding. Additional Mission
support will be provided by other USAID offices as appropriate
(i.e., to include Office of Project Development and Support,
Office of Privale Sector Development, Office of Contract
Management, and Office of Lhe Controller).

In the case of the sub-grant(s) and contracts, the MOH Project
Manager, wilh assistance from USAID/Jamaica, will prepare
necessary documentation for approval by USAID and relevant GOJ
agencies. In general, Lhe simplest, most expeditious and most
cost-efficient form of commitiling mechanisms and documentation
will be utilized. The specific committing document Lo be used
will depend on the activity being funded, and may include a PIO/T,
PIO/P, PIO/C, Project Implementation Letler, sub-grant Agreement,
contract, or Lravel authorization.



TABLE V -~ Implementation Schedule

The various project activities are indicated below on a fiscal year guarte
to indicate responsible entities for the various activities outlined in the implementation schedule:

rly basis. The followinc abbreviations have been used

Az ACOSTRAD Epi: Head oif MOE/EIpicemiological Unit CS: Communication Specialist
ORS: Operations Research Specialist PM: Project Marnager STD: Head of MOH/STD uUnit

88 --~-FY89-—- ~~--FY90--- —=-=-FY91--- —===FV92--- --—-FY93-~-- -==-=FY9%4---
ACTIVITY WHO Q4 Ql Q2 Q3 Q4 QI Q2 (3 Q4 Q1 Q02 Q3 Q4 Q1 Q2 N3 Q4 Q1 Q2 Q3 04 0l Q2 Q3 Q4
ProAg signead AID/MOR Q4
Conditions Precedent met MOH Q4
PM & Support staff hired Epi 01
ACOSTRAD Subgrant signed MOH/PM Q2
Mid point evaluation AID Q1
Final evaluation AID Ql
PACD Q4
1. POLICY & PROGRAM PLANNING & MONITORING
(a) MOH Epidemiologic Surveillance System
MOH/STD Equipment/supplies
--specifications provided STD Q4 Q4 Q4
--procurement documents prepared PM Q1 Q1 Q1
--equipment received Q2 Q2 Q2
Needs Assessment - procedures ORS Q3
(b) Operations Research Studies
Design ORS Q1 Q2 Q3 04 Ql Q2 Q3 Q4 Q1 Q2 Q3 Q4 Cl Q2 03 Q4 Ql Q2 Q3 Q4 Q1 Q2 Q3
Implementation ORS Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 0l Q2 Q3 Q4 Q1 C¢2 Q3 Q4 Ql Q2 Q3 Q4 Ql Q2 Q3
(c) Special Studies and Surveys
General public AIDS/STD KAP study updatesz/
--Data Collection PM Q2 Q2 Q2 Q2 Q2
--Analysis PM Q4 Q4 Q4 Q4
STD Baseline Survey PM Q1
STD Resurveys PM Ql Ql
2. PREVENTION AND INTERVENTION STRATEGIES
(a) Prrevention - General Public
Mass Media Campaign
--SOW CS & A Q1 Ql Q1 Q1 Q1 Q1
-—-contract CS & A Q2 Q2 Q2 Q2 Q2 Q2
--revised and expanded campaign CS & A Q2 Q3 Q4 Q1 Q2 Q3 04 Q1 Q2 Q3 Q4 Ql Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4
(b) Prevention - Targetted
—--high risk/other target groups CS & A Q2 Q3 Q4 Ql Q2 Q3 Q4 Ql Q2 Q3 Q4 Q01 Q2 Q3 Q4 Ql Q2 Q3 Q4 Q01 Q2 Q3 Q4
--MCH ~ educational materials CS & A Q2 Q3 Q4 Ql Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 02 Q3 Q4 Ql Q2 Q3 Q4 Q1 Q2 Q3 Q4

for MOH antenatal clinics

--Adolescents - ed. materials CS & A Q2 Q3 Q4 Ql Q2 Q3 Q4 Q1 Q2 Q3 Q4 Ql Q2 Q3 Q4 Ql Q2 Q3 Q4 Ql Q2 Q3 Q4
--Substance Abusers - ed. mat. CS & A Q2 Q3 Q4 Ql Q2 Q3 Q4 Ql Q2 Q3 Q4 Q1 Q2 Q3 Q4 Ql Q2 Q3 Q4 Q01 Q2 Q03 04

©€ -~



B. Implementation Schedule - (continued)

(c) Targeted Treatment for STDs

Establishment of 8 Clinics STD Q3 Q3
Provision of Pharmaceuticals
--assessment of shortfall STD 04 Q4 Q4 Q4 Q4 Q4
—--procurement docs. prepared STD Q1 Q1 Q1 Ql Q1 Q1
--Pharmaceuticals available Q3 Q3 Q3 Q3 Q3
3. INSTITUTIONAL STRENGTHENING
(a) Institutional Strengthening of the MOH
(i) ADDITION.T. CONTACT INVESTIGATORS
5 new contact investigators STD
--hired Q1
--training completed Q2
5 new contact investigators STD
--hired Q1
--training completed Q2
5 new contact investigators STD
--hired Q1
--training completed Q2
TRAINING ~ Contact Investigators
Ongoing STD CI training STD Q4 Q4 Q4 Q4 Q4
Training of trainers-overseas Q2 Q3
(ii) TRAINING - hospital &
clinic staff Epi Q2 Q2 Q2 Q2 c2
TRAINING - Central staff/MOH PM Q1
(iii) COMMODITIES AND VEHICLES
--documents prepared PM Ql
-~commodities received PM Q3
--computer training PM Q4
Reference materials/periodicals PM Q1 Q2 Q3 Q4 01 Q2 @3 Q4 Q1 C2 Q3 Q4 ¢l C2 Q3 ¢4 Ql Q2 Q3 Q4
(iv) SP¢C15LISTS
ORS hired = Epi Ql
CShired i/ Epi Q1
(b) Strengthening the Capability of ACOSTRAD, the National AIDS Committee, & Other Private Sector Groups
ACOSTRAD staff hired 02
ACOSTRAD registered as a PVO Q2
Determination to support PM/AID Q3
National AIDS Committee
Management strengthening Q1 Q2 3 04 Ql Q2 Q3 Q4 Q1 Q2 Q3 Q¢ Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4
Training - PVOs& Private Sector Q1 Q2 Q3 Q4 QI Q2 Q3 Q4 Q1 Q2 Q3 ¢4 N1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

i/ Both the Operations Research Specialist and the Communications Specialist
2/ The first year's study will be supported by SOMARC

will be suppo

rted by RIDS/Com during Yr 1

Ql Q2 Q3 ¢4

Ql Q2 Q3 01
Q1 Q2 Q3 Q4

-0v-
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C. Training Plan

In-country, and to a limited extent overseas, training of public
and private sector personnel will be an important activity of the
Project throughout its duration. During Year 1 of the Project,
the MOH (working through AIDSCOM, AIDSTECH and other sources of
technical assistance) will coordinate the design of
training-of-trainer packages for specific topic areas (e.qg., AIDS
infection control, contact investigation methods, counseling of
persons with AIDS and STDs) that can be used with minimal
expatriate technical assistance. USAID funds will support
training of physicians, nurses, contact tracers, social workers
and counselors in AIDS and STDs prevention, treatment, and
counseling.

In general, local training capability will be used to the maximum
extent possible. Training materials will be packaged to allow for
their use in subsequent training of hospital an c¢linic personnel
by those who had been trained initially. A KAP evaluation design
will be developed and used to revise the training as necessary to
assess and encourage use in practice of the information provided.

Training design throughout the Project will be coordinated with
the MOH Master Training Plan and, to the maximum extent possible,
utilize available training packayes (videos, training manuals,
etc.) beinyg developed for US health care providers through
Department of Health and Human Service contracts. The latter will
be in the public domain and can thus be adapted and used at
minimal cost Lo this Project. Also to the maximum extent
possible, training will be carried oul through in-country
workshops.

Training, to be carried out throuyghout the course of the Project,
will be supported by the Project Lhrough provision of local
technical assistance and photo-reproduction of training materials.

The anticipated number of individuals to be trained during the
course of the 6-year Project is:

-- Local, short-term direct training of a total of 500 (400
MOH and 100 private sector) health personnel in
surveillance, prevention and intervention (including
counseling) related to AIDS and STDs;

—- Indirect training (through training-of-trainers activities)
of approximately 1,500 additional health personnel and
others involved in AIDS and STDs prevenlLion strategies;

-- Foreiygn short-term training of 4 MOH personnel in
epidemiology, contact investigation, and counseling related
to AIDS and STDs;
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-- Local, short-term Lraining of 10 MOH and ACOSTRAD
personnel in use of microcomputers and word processing,
data analysis and program planning and management software,

-- Local, short-term training of 25 MOH personnel in design
and management of health services research and policy and
program planning and evaluation.

The MOH will coordinate with the National AIDS Committee and
ACOSTRAD in identifying candidates for participation in training.
The MOH will carry out evaluations of training and will make
special efforts to ensure that personnel at the parish and local
facility level ds well as al Lhe central level receive adequate
training.

Prior to disbursement of any funds for training under the Project,
the MOH Project Director will submil a training plan that will
include:

-- A detailed overview of overseas and in-country training by
year for the first two years, with general training targets
outlined for the remainder of the project. This will be
revised and updated on an annual basis and will include:

1) a list of the types of candidates to be selected (e.q..
Contact Investigators, nurses working with AIDS patients),
and names of such individuals if available, 2) a
description of the content, duration, and cost of local
training, including identification of need and alternative
sources for technical assistance for such training, and 3)
localions of short-term overseas training, with details
regarding content of training, cost, duration, and entrance
or advance study requirements for participants.

-- Criteria for selection of participants in both in-country
and overseas training.

D. Procurement Plan

During the first three months of the Project, the MOH Project
Manager (with assistance from USAID and MOH staff as necessary)
will prepare documentation (in line with A.1.D. Handbooks 1B and
11) for purchase of the following commodities:

-- Two vehicles (one right-hand drive station wagon and one
right-hand drive four-wheel drive vehicle;

-- Microcompuler equipmenl and software;

-- Two Lable-top photocopiers;
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-- Laboratory equipment, e.g., microscopes, incubators,
dark field condensors, and

-- Information, Education and Communication (IE&C)
equipment and supplies.

The majority of the commodities for the MOH (the two vehicles, the
computer equipment and software, the table-top photocopier, the
laboratory equipment, and the 1E&C equipment and supplies) will be
procured locally by the MOH Project Manager using competitive
procedures for off the shelf procurement as outlined in Handbook
1B. Given the limited amount of commodities to be procured and
the need to expedite the procurement process, all of these locally
procured commodities will be procured directly by the MOH rather
than through the GOJ Supply Division at the Ministry of Finance.

Procurcment of pharmaceuticals for the STD program will be based
upon annual assessments of the shortfall in STD drugs. 1In
accordance with A.I.D. policy, USAID financed pharmaceuticals will
be procured by A.1.D./Washington using the General Services
Administration or other centrally designat~d procurement agent on
the basis of P10/Cs prepared by the USAID Project Office. The MOH
Project Manager and the STD Unit will coordinate development of
STD drug procurement requests on an annual basis. Over the life
of the Project, the costs of the STD pharmaceuticals will be
phased into the GOJ counterpart budget for the Project.

Outside of the portion of funds for additional equipment or
replacements in Year 5 of the Project, the additional funds made
available for commodity procurement in the remaining years of the
Project will be used primarily for books, periodicals, current
articles, and other reference materials for use by the MOH. A
list of these reference materials will be compiled on an annual
basis by the Project Manager and procured through the services of
a PSA. Efforts will be made to identify an appropriate Gray
Amendment firm for this role.

The commodities for ACOSTRAD (the computer equipment and software,
and the table- top photocopier) will be procured locally by the
ACOSTRAD Project Manager using competitive procedures for off the
shelf procurement.
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V. MONITORING PLAN

Monitoring of the Project will be carrled out by both the MOH and
USAID/Jamalca in order to (a) determine if Lhe inputs are being
provided in a Limely manner, (b) determine the extent to which
planned outpuls are being achieved, and (c¢) take timely corrective
action when necessary. Project personnel (and other members of
the PCC such as Lhe National AIDS Committee representative) will
periodically meel with other donors Lo ensure coordination of
efforts.

In terms of USAID/Jamaica's monitoring arrangements, the Project
Officer will be the Health and Family Planning Officer. Annually,
Lhe Project Officer, assisted by a FSN, will compile and summarize
quarterly financial and managerial reports from the MOH and
ACOSTRAD, and status reports from AIDSCOM and AIDSTECH.

Additionally, the USAID Project Committee will conduct regular
assessments of Project proyress through the Mission's Semi-annual
Review process. Project progress will also be monitored through
the close collaboration of the Project Officer and the
Controller's Office.
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VI. PROJECT ANALYSES

A. Technical Analysis

The technical analysis examines the feasibility of the Project
implementation with respect to the suitability, cost-effectiveness
and social profitability of the major actions taken to achieve its
goal, purpose and outputs.

A number of alternative approaches to addressing the AIDS/STD
problem in Jamaica have been considered for the Project. These
include mandatory testing, AZT treatment for AIDS, and not
undertaking any prevention or surveillance activities. The
conclusion of the technical analysis is that these alternatives,
after examination, are not feasible alternatives given
considerations of cost, ethical issues, and potential
effectiveness in addressing the problem.

Accordingly the surveillance and prevention activities of the

Project are found to be the most suitable and cost-effective
interventions available.

B. Financial and Economic Analysis

As a result of devaluation of the Jamaican currency and inflation,
the effective purchasing power of the MOH has declined by
approximately 30 percent since 1980. This has had a negative
impact on both the quality and guantity of health services
delivered in Jamaican public facilities. The Project, with a
focus on AIDS and STDs surveillance and prevention as twin
strategies, has the potential to significantly reduce the
financial burden of AIDS and STDs on the MOH, and on individuals
and families of those who are at-risk.

An analysis of the potential for financial benefit of this
Project, considering only the cost of treatment (see Annex F),
shows the potential for a savings in treatment costs (by 1993) of
J$6.8 million for AIDS, nearly J$2 million for gonorrhea,
approximately J$600,000 for syphilis, nearly J$100,000 for
congenital syphilis, and nearly J$34 million for severe pelvic
inflammatory disease in women. Thus, the to*al Project
expenditure of J$18.2 million (US$3.3 million) will be more than
offset by a savings in AIDS/STD treatment costs of J$43.3 million
(US$8.2 million), given a relatively low estimate of the impact of
improved surveillance and prevention activities.

The MOH contribution to the Project is less than one percent of
the 1986/87 MOH budget and is allocated for expenditures that
should be included in recurrent MOH budget allocations. With the
exception of salaries of Contract Investigators and the supply of
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STD pharmaceuticals, substantial recurrent costs following PACD
would be limited. This contribution is not considered out of line
with the financial ab111ty of the GOJ to support human
infrastructure services, particularly since the most recent
economic performances suggest that economic improvement will
continue.

The Project will strengthen ACOSTRAD in its capability to generate
alternative donor support, both within and external to Jamaica.

A detailed review of the economic benefits of the Project has not
been carried out as the Project benefits are extremely difficult
to quantify in economic terms. However, it is felt that the large
financial benefits would translate into equally large economic
benefits.

C. Social Soundness Analysis

Prevention of AIDS and STDs is at the core of this Project. The
medical and socio-cultural complexity of AIDS renders it
exceedingly difficult to design effective AIDS preventlon
efforts. Resource constraints compound Lhe problem in developing
countries such as Jamaica. STD prevention, although for the most
part technically feasible, has proved costly, time-consuming and
problematic and requires long-term, ongoing efforts.

The target population for AIDS prevention, as defined by the World
Health Organization, the U.S. Public Health Service, and the GOJ,
is the general population. For Jamaica, in addition to the
general population (of 2.3 million in 1987), the groups which have
been defined as most at-risk -- with estimated numbers of each --
are prostitutes (1,000), migrant farm workers (10,000), higglers
(2,000), men engaging in regular or occasional homosexual practice
(11,000), and the sexual partners of these individuals. For
purposes of this Project, women of child-bearing age and
adolescents are also defined as important target populations, the
former because of the high rate of pediatric cases of AIDS in
Jamaica thus far, and the latter because of the high rates of STDs
in the age group for the past several years. Further, a
particular focus of the targeted prevention activities with regard
to both AIDS and STDs will be identifying means of access to lower
socio-economic groups, particularly those with less access to MOH
and private health care facilities, and those who are illiterate.

The AIDS epidemic has raised issues that moslt members of the
general public - and health professionals - would rather not

face. These include the prevalence of and societal reactions to
sexual practices which place the persons involved at relatively
high risk for AIDS, fear of so-called "dread diseases" (which
until recently in the U.S. included cancer), and fear of death and
dying. 1In Jamaica, which has strong religious and cultural taboos
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against homosexuals and bisexuals, it is even more difficult to
implement effective AIDS prevention and intervention programs.
However, extensive focused interviews have indicated that the
strategies and activities outlined in this Project Paper are
feasible and socially sound and that they are unlikely to
encounter significant and effective opposition by raising these
issues. The strategy of directing a sub-campaign on AIDS
education and prevention toward the high risk groups will enable
the Project to assure their ready access to information of special
relevance and importance to them without unnecessarily generating
opposition.

Jamaica has a long and enviable history of national, parish and
local level organizations and groups working for and with local
communities on a variety of social problems. The organizations
range from churches to the Jamaican Agricultural Society, the
Scouts, YMCA and YWCA, and entrepreneur-based service clubs such
as the Optimists Clubs and Kiwanis. All of the private
organizations mentioned, in particular those with experience in
community participation, are potential vehicles for dissemination
of AIDS and STD prevention information. 1In addition, in view of
the importance of music to Jamaican society, and the influence of
both reggae stars and disk jockeys, popular recording artists,
record companies, and music broadcasters are a potential
resource. Notably, a few of the popular reggae groups have
recorded songs that carry anti-drug, anti-AIDS, and anti-STDs
messages, some of them with support and assistance from ACOSTRAD.
There is also the potential to involve private sector advertising
agencies in developing and producing mass media messages.

D. Administrative Analysis

In designing the institutional arrangements for the Project, the
Project Design Team members considered the following:

~-- The scarce resources available to the Epidemiology and STD
Units through existing budgetary mechanisms to undertake
AIDS and STD surveillance and prevention activities that
fall within their purview;

-- The GOJ budget, budget planning, and Project management
requirements that in some cases hamper the ability of the
MOH and its individual units to effectively undertake
public health tasks, including, for example, delays in
arrangements for hiring of staf{ when posts are available,
lack of sufficient posts for critical activities (e.gq.,
Contact Investigators), delays in purchase of commodities,
lack of flexibility in expenditures, and insufficient
budgetary information available to the individual Units
(which frequently are not provided with information
regarding their full budget, which would enhance their
abiliLy Lo plan for activities);
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-- The fact that certain activities can be carried out only by
the MOH, such as AIDS and STD surveillance (with the
exception of special studies that can be at least partially
contracted to other organizations), coordination and
implementation of prevention activities, and development
and promulgation of national policies; and

-- The important roles which the National AIDS Committee can
play, and the roles which ACOSTRAD has played and can
continue to play, in supplemeniLing the role of the MOH.

In light of these considerations, and the purpose of the Project
to reduce transmission of HIV and the incidence and prevalence of
STDs in Jamaica, it was determined that the primary grantee would
be the Ministry of Health, with ACOSTRAD receiving a sub-grant
from the MOH, and with buy-in arrangements with the centrally
funded (AID/W) AIDSCOM and AIDSTECH projects.

Given the managerial limitations which the analysis has
identified, the Project will provide the necessary strengthening
of the implementing institutions to carry out the Project
activities in the short-term, and to address AIDS/STD prevention
and control activities in the long term.
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VII. CONDITIONS AND COVENANTS

A. Conditions Precedent

The Grant Agreement will contain the Standard Conditions Precedent
of a legal opinion and a statement of authorized representatives.

Prior to
Project,
training
year for
outlined

first disbursement of funds for training under the
the Grant Agrecement will also require the submission of a
plan that will detail overseas and in-country training by
the first two years, with general training targets
for the remainder of the project and outline criteria for

selection of participants in both in-country and overseas training.

B. Project Covenants

In addition to the standard Covenant regarding evaluation, the GOJ
will covenant to:

—- Hire a minimum of five contact investigators each year for
three years beginning in the first year of the Project, at
a salary level adequate Lo attract qualified candidates,
and to fully fund them in the GOJ budget by the end of the
Project; and

-- Purchase the basic minimum requirements for STD drugs in a
phased manner and assume full responsibility for their
purchase by the end of the Project.



VIII. EVALUATION ARRANGEMENTS

The purpose uf the evaluation activities will be to determine:

-- The extent to which the Project's goal and purpose are
being achieved:

-- The extent to which the Project is having the desired
impact in terms of identified outputs; and

-- The extent to which the Project and its strategies and
activities continue to be relevant Lo the objectives and
nheeds of Lhe GOJ with regard to prevention of AIDS and STDs.

Because of the critical nature of Lhe AIDS/STD worldwide epidemic
and of Lhe current and potenlial AIDS and STD silLualions in
Jamaica, it is considered lmperative Lhal Lhe ProjeclL be closely
monitored. 1n addition, il isg expected thal a mid-point Project
assessment will be carried oul in Year 2, with a final evalualion
in Year 5 that will also examine the need for follow-on
activities. These evalualions will be conductled by external
evaluators funded by Lhe Project. They will be selectLed jointly
by USAID and the MOH and will be on-site in Jamaica for at least
two weeks frr each evaluation. The data collection and review of
reports related Lo these evalualions will be done in collaboration
wilh the USAID, the MOH Project Implementalion Unit and the MOH
ProjectL Coordination Committee.

One important role of the c¢valuators will be Lo work with USAID
and the MOH to ldentify progress toward achievement of those
indicators identified in the Loyframe and to determine whether
those indicators should be revised, supplemented, or in some
instances deleted, given potential current changes in epidemiolcgy
of both AIDS and STDs and changes in technologies available to
brevent or treat these disecases.
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Respons€é to 2(D) - Counterpart Funds:

The IDB Hospital Restoration Project is not
Yet approved, and therefore is not
requiring the allocation of major
counterpart funds. USAID does not
anticipate any problem in the GOJ
allecating US%SS0,000 as their contribution.

3(A) - N/A

3(B) - N/A

Response to 3(C) - Too Many Components:

In response to the concern raised by AID/W,
the Project is concentrating in three areas
only. These areas build upon USAID's
relative advantage given our past
experience and expertise, i.e. operations
research, prevention, and education.
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1 STATUTORY CHECKLIST

ANNEX C. Statutory Checklist

Trans. Memo. No. Effective Date Page No.
AID HANDBOOK 3 3:60 March 8, 1988 3M(2)-1

3M(2) - PROJECT CHECKLIST

Listed below are statutory criteria applicable to projects, This section is
divided into two parts. Part A includes criteria applicable to all projects,
Part B applies to projects funded from specific sources only: B(1) applies to
all projects funded with Development Assistance; B/2) applies to projects
funded with Development Assistance loans; and B(3) applies to projects funded
from ESF.

CROSS REFERENCES: IS COUNTRY CHECKLIST UP TO DATE? HAS STANDARD ITEM
CHECKLIST BEEN REVIEWED FOR THIS PROJECT?
Yes. Country Checklist completed with FY88 PAAD 12/87
Yes.

A. GENERAL CRITERIA FOR PROJECT

1. FY 1988 Continuing Resolution Sec. 523; FAA Sec. 634A. If money is
sought to obTigated for an activity not previously justified to
Congress, or for an amount in excess of amount previously justified to
Congress, has Congress been properly notified? Yes

2. FAA Sec. 611(a)(1). Prior to an obligation in excess of $500,000,
will there be (a] engineering, financial or other plans necessary to
carry out the assistance, and (b) a reasonably firm estimate of the cost
to the U.S., of the assistance? Yes

3. FAA Sec, 611(a)(2). 1If legislative action is required within
recipient country, what is the basis for a reasonable expectation that
such action will be completed in time to permit orderly accomplishment
of the purpose of the assistance? N/A

4. FAA Sec. 611(b); FY 1988 Continuing Resolution Sec. 501. If
project is for water or water-related Tand resource construction, have
benefits and costs been computed to the extent practicable in accordance
with the principles, standards, and procedures established pursuant to
the Water Resources Planning Act (42 U.S.(. 1962, et seq.)? (See A.I.D.
Handbook 3 for guidelines.) o :

N/A
5. FAA Sec. 611(e). If project is capital assistance (e.g.,
construction], and total U.S. assistance for it wil} exceEHHII million,
has Mission Director certified and Regional Assistant Administrator
taken into consideration the country's capability to maintain and
utilize the project effectively? N/A
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6. FAA Sec, 209. Is project susceptible to execution as part of
regional or muTtilateral project? If so, why is project not so
executed? Information and conclusion whether assistance will encourage
regional development programs. No; N/A

7. FAA Sec. 601{a). Information and conclusions on whether projects

will encourage efforts of the country to: (a) increase the flow of

International trade; (b) foster private initiative and competition; (c)

encourage development and use of cooperatives, credit unions, and

savings and loan assocfations; (d) discourage monopolistic practices:

(e) improve technical efficiency of industry, agriculture and commerce;

and (f) strengthen free labor unions. qhe improved MOl & Private Sector capability
to implement & plan ALDS/STD related activities will indirectly contribute to the
8.  FAA Sec. 601(b). Information and conclusions on how pro}gct Will Jistea goals.
encourage U.S, private trade and investment abroad and encourage private

U.S. participation in foreign assistance programs (including use of

private trade channels and the services of U.S. private enterprise). all such

effects would be indircct except insofar as U.S. private firms will provide I'h or
9. FAA Secs. 612(b), 636(h). Describe steps taken to assure that, 10 chmmodities
the maximum extent possible, the country is contributing local under the proj.

currencies to meet the cost of contractual and other services, and
foreign currencies owned by the U.S. are utilized in lieu of dollars. ‘“The GoJ
1s contributing over 26% of (hoe total cost of the proj. in local currency or in kind.

10, FAA Sec. 612(d). Does the U.S. own excess foreign currency of thengﬂﬂogﬁséngoes

country and, if so, what arrangements have been made for its release? Ja. currency.
No
11. FY 1983 Continuing Resolution Sec. 521. If assistance {is for the
production of any commodity for export, is the conmodity likely to be in
surplus on world markets at the time the resulting productive capacity
becomes operative, and is such assistance likely to cause substantial
injury to U.S. producers of the same, similar or competing commodity?
N/N
12, FY 1988 Continuing Resolution Sec. 553, Will the assistance
(except Tor programs in Caribbean Basin Initiative countries under U.S.
Tariff Schedule "Section 807," which allows reduced tariffs on articles
assembled abroad from U.S.-made components) be used directly to procure
feasibility studies, prefeasibility studies, or project profiles of
potential investment in, or to assist the establishment of facilities
specifically designed for, the manufacture for export to the United
States or to third country markets in direct competition with 1.S.
exports, of textiles, apparel, footwear, handbags, flat goods (such as
wallets or coin purses worn on the person), work gloves or leather
wearing apparel? N/A

\&)/
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Trans. Memo. No. Effective Date Page No.
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13. TAA Sec. 119(g)(4)-(6). Will the assistance (a) support training
and education efforts which improve the capacity of recipient countries
to prevent loss of biological diversity; (b) be provided under a
long-term agrecment in which the recipient country agrees to protect
ecosystems or other wildlife habitats; (c) support efforts to identify
and survey ecosystems in recipient countries worthy of protection; or
(d) by any direct or indirect means significantly degrade national parks
or similar protected areas or introduce exotic plants or animals into
such areas? (a) No; (b) No; (c) No; (d) No

14, FAA 121(d). If a Sahel project, has a determination been made that
the host government has an adequate system for accounting for and
controlling receipt and expenditure of project funds (either dollars or
local currency generated therefrom)? N/A ‘

15. FY 1988 Continuing Resolution. If assistance is to be made to a
United States PVO (other than a cooperative development organization),
does it obtain at least 20 percent of its total annual funding for
international activities from sources other than the United States
Govermment? N/A

16. FY Continuing Resolution Sec. 541. If assistance is being made
available tc a PVQ, has that organization provided upon timely request
any document, file, or record necessary to the auditing requirements of
A.1.D., and is the PYQ registered with A,I1.D.? N/A

17. FY 1988 Continuing Resolution Sec. 514. If funds are being
obligated under an appropriation acconnt to which they were not
appropriated, has prior approval of the Appropriations Committees of
Congress been obtained? N/A

18. FY Continuing Resolution Sec. 515. If deob/reob authority is
sought to be exercised in the provision of assistance, are the funds
being obligated for the same general purpose, and for countries within
the same general region as originally obligated, and have the
Appropriations Committees of both Houses of Congress been properly
notified? N/A

19. State Authorization Sec. 139 (as interpreted by conference
report). Has confirmation of the date of signing of the project
agreement, including the amount involved, been cabled to State L/T and.
A.1.D. LEG within 60 days of the agreement's entry into force with
respect to the United States, and has the full text of the agreement
been pouched to those same offices? (See Handbook 3, Appendix 6G for
agreements covered by this provision).

N/A
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B. FUNDING CRITERIA FOR PROJECT

1. Development Assistance Project Criteria

a. FY 1988 Continuing Resolution Sec. 552 (as Interpreted by
conference report]. I assistance 15 for agricultural development
activities (specifically, any testing or breeding feasibility study,
variety improvement or introduction, consultancy, publication,
conference, or training), are such activities (a) specifically and
principally designed to increase agricultural exports Lty the host _
country to a country other than the United States, where the export
would lead to direct competition in that third country with exports of a
stmilar commodity grown or produced in the United States, and can the
activities reasonably be expected to cause substantial injury to U.S.
exporters of a similar agricultural commodity; or (b) in support of
research that is intended primarily to benefit U.S. producers? y/p

k. FAA Secs. 102(b), 111, 113, 281(a). Describe extent to which
activity will (a) effectively involve the poor in development by
excending access to economy at local level, increasing labor-intensive
production and the use of appropriate technology, dispersing investment
from cities to small towns and rural areas, and insuring wide
participation of the poor in the benefits of development on a sustained
basis, using appropriate U.S. institutions; (b) help develop
cooperatives, especially by technical assistance, to assist rural and
urban poor teo telp themsejves toward a better 1ife, and otherwise
encouirage democratic private and local governmental Tnstitutiens; (c)
support the sclf-help efforts of developing countries; (d) promote the
par*icipation of women in the national economies of developing countries
and the improvement of women's status; and (e) utilize and encourage
regional cooperation by developing countries. my improving health status, the proj.
will effectively increase the capability of the poorfwomen to participate in the
C. FAA Secs. 103, 103A, 104, 105, 106, 120-21. Does the project national eco-
fit the criteria for the source of funds [functional account) being used? nomy.
Yes
d. FAA Sec. 107. Is emphasis placed on use of appropriate
technology (reTatively smaller, cost-saving, labor-using technologies
that are generally most appropriate for the small farms, small
businesses, and small incomes of the poor)? Technoloyy selected is pased on
extensive project analysis.
e. FAA Secs. 110, 124(d). Will the recipient country provide at
Teast 25 percent of the costs of the program, project, or activity with
respect to which the assistance is to be furnished (or is the latter
cost-sharing requirement being waived for a "relatively least developed"
country)?

Jamaica is contributing over 25% of total project costs.
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f. FAA Sec. 128(b). If the activity attempts to increase the
institutiona capa es of private organizations or the government of
the country, or if it attempts to stimulate scientific and technological
research, has it been designed and will it be monitored to ensure that
the ultimate beneficiaries are the poor majority? Yes

g. FAA Sec. 281(b). Describe extent to which program recognizes
the particuTar needs, desires, and capacities of the people of the
country; utilizes the country's intellectual resources to encourage
institutional development; and supports civil education and training 1n
skills required for effective participation in governmental processes

- m . ject jeintly developed by AID & MOH
esselr.{.tlia] Egdgell’f:pggsvego .Lex?c}:reals)goaggac‘f%}s/ 3? MOH}.’ A majgrlty of theo. planne(.
@.X. hWEiY ? ided by Jamaicans. .

F e15§§v00nt1nu1n Resolution Sec. 538. Are any of the funds
to be used for the performance of abortions as a method of family
planning or,to motivate or coerce any person to practice abortions?

No
Are any of the funds to be used to pay for the performance of
Tnvoluntary sterilization as a method of family planning or to coerce or
provide any financial Tncentive to any person to undergo sterilizations?
No
Are any of the funds to be used to pay for any biomedical research which
relates, in whole or in part, to methods of, or the performance of,
abortions or involuntary sterilization as a means of family planning?
No

1. FY 1988 Continuin Resolution. Is the assistance being made
available To any organization or program which has been determined to
support or participate in the management of a program of coercive
abortion or involuntary sterilization? No

If assistance s from the population functional account, are any of the
funds to be made available to voluntary family planning projects which
do not offer, either directly or through referral to or information
about access to, a broad range of family planning methods and services?
No

J. FAA Sec. 601(e). Will the project utilize competitive
selection procedures For the awarding of contracts, except where
applicable procurement rules allow otherwise? Yes

k. FY 1988 Continuin Resolution. What portion of the funds will
be availabTe only for activsties of economically and socfally
disadvantaged enterprises, historically black colleges and universities,
colleges and universities having a student body in which more than 20
percent of the students are Hispanic Americans, and private and
voluntary organizations which are controlled by individuals who are
black Americans, Hispanic Americans, or Native Americans, or who are

economically or socially disadvantaged (inc]udin% women )?
The majority of rhe AID Dircct contracts will be

existing competitively awarded contracts.
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1. FAA Sec. 118(c). Does the assistance comply with the
envirommental procedures set forth in A.1.D. Regulation 16? Does the Yes
assistance place a high priority on conservation and sustainable
management of tropical forests? Specifically, does the assistance, to n/a
the fullest extent feasible: (a) stress the importance of conserving
and sustainably managing forest resources; (b) support activities which
offer employment and {ncome alternatives to those who otherwise would
cause destruction and loss of forests, and help countries identify and
implement alternatives to colonizing forested areas; (c) support
training programs, educational efforts, and the establishment or
strengthening of institutions to improve forest management; (d) help
end destructive slash-and-burn agriculture by supporting stable and
productive farming practices; (e) help conserve forests which have not
yet been degraded by helping to increase production on lands already
cleared or degraded; (f) conserve forested watersheds and rehabilitate
those which have been deforested; (g) support training, research, and
other actions which lead to sustainable and more envirommentally sound
practices for timber harvesting, removal, and processing; (h) support
research to expand knowledge of tropical forests and identify
alternatives which will prevent forest destruction, loss, or
degradation; (i) conserve biological diversity in forest areas by
supporting efforts to identify, establish, and maintain a representative
network of protected tropical forest ecosystems on a worldwide basis, by
making the establishment of protected areas a condition of support for
activities involving forest clearance or degradation, and by helping to
1dentify tropical forest ecosystems and species in need of protection
and establish and maintain appropriate protected areas; (j) seek to
increase the awareness of U.S. government agencies and other donors of
the immediate and long-term value of tropical forests; and (k) utilize
the resources and abilities of all relevant U.S. government agencies?

m. FAA Sec. 118(c)(13). 1If the assistance will support a program  n/p
or project significantly affecting tropical forests (including projects
Tnvolving the planting of exotic plant species), will the program or
project (a) be based upon careful analysis of the alternatives available
to achieve the best sustainable use of the land, and (b) take ful)
account of the environmental impacts of the proposed activities on
biological diversity?

n. FAA Sec. 118(c)(14). Will assistance be used for (a) the
procurement or use of logging equipment, unless an envirommental : No
assessment indicates that all timber harvesting operations involved will
be conducted in an envirommentally sound manner and that the proposed
activity will produce positive economic benefits and sustainable forest
management systems; or (b) actions which will significantly degrade
national parks or similar protected areas which contain tropical
forests, or introduce exotic plants or animals into such areas?
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0. FAA Sec. 118(c)(15). W11l assistance be used for (a) No
activities which wouTd resuTt in the conversion of forest lands to the
rearing of 1ivestock; (b) the construction, upgrading, or maintenance of
roads %1nc1ud1ng temporary haul roads for logging or other extractive
industries) which pass through relatively undegraded forest lands; (c)
the colonization of forest lands; or (d) the construction of dams or
other water control structures which flood relatively undegraded forest
lands, unless with respect to each such activity an envirommental
assessment indicates that the activity will contribute significantly and
directly to improving the 1ivelihood of the rural poor and will be
conducted in an enviromentally sound manner which supports sustainable
development?

P. FY 1988 Continuing Resolution If assistance will come from
the Sub-Saharan Africa DA account, 1s 1t (a) to be used to help the poor y/a
majority in Sub-Saharan Africa through a process of long-term
development and econamic growth that is equitable, participatory,
envirommentally sustainable, and self-reliant; (b) befng provided in
accordance with the policies contained in section 102 of the FAA; (c)
being provided, when consistent with the objectives of such assistance,
through African, United States and other PV0Os that have demonstrated
effectiveness in the promotion of local grassroots activities on behalf
of Tong-term development in Sub-Saharan Africa; (d) being used to help
overcome shorter-term constraints to long-term development, to promote
reform of sectoral economic policies, to support the critical sector
priorities of agricultural production and natural resources, health,
voluntary family planning services, education, and income generating
opportunities, to bring about appropriate sectoral restructuring of the
Sub-Saharan African economies, to support reform in public
administration and finances and to establish a favorable enviromment for
individual enterprise and self-sustaining development, and to take into
account, in assisted policy reforms, the need to protect vulnerable
.groups; (e) being used to increase agricultural production in ways that
protect and restore the natural resource base, especially food
production, to maintain and improve basic transportation and
communication networks, to maintain and restore the natural resource
base in ways that increase agricultural production, to improve health
conditions with special emphasis on meeting the health needs of mothers
and children, including the establishment of self-sustaining primary
health care systems that give priority to preventive care, to provide
increased access to voluntary family planning services, to improve basic
Titeracy and mathematics especially to those outside the forma) :
educational system and to improve primary education, and to develop
1ncome-generating opportunities for the unemployed and underemployed in
urban and rural areas?
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2, Development Assistance Project Criteria (Loans Only) N/A

a. FAA Sec. 122(b), . fnfonnation and conclusion on capacity of
the country to repay the loan at a reasonable rate of interest,

b. FAA Sec. 620(d). If assistance {is for any productive

the loan, or has the requirement to enter into such an agreement been
waived by the President because of a national security interest?

C. FY 1988 Continuing Resolution. If for a loan to a private
sector institution from funds made available to carry out the provisions
of FAA Sections 103 through 106, will 1oan be provided, to the maximum -
extent practicable, at or near the prevailing interest rate paid on
Treasury obligations of simijar maturity at the time of obligating such
funds ?

d. FAA Sec. 122(b). Does the activity give reasonable promise of
assisting Tong-range plans and programs designed to develop econamic
resources and increase productive capacities?

3. Economic Support Fund Project Criteria

N/A

3. FAA Sec. 531(a). Will this assistance promote economic and
political stabiTity? 7o the maximum extent feasible, is this assistance
consistent with the policy directions, purposes, and programs of Part I
of the FAA? =

b.  FAA Sec. 531(e). Will this assistance be used for military or
paramilitary purposes?

C. FAA Sec. 609. If commodities are to be granted so that sale
proceeds will accrue to the recipient country, have Special Account
(counterpart) arrangements been made? .

s
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Re: AIDS/STD Prevention and Control achoN;

Attached, please find a copy of the captioned project to be funded jointly
by the Government of Jamaica and the United States Agency for International
Development,

The development of this project is predicated on the fact that AIDS is regarded
as perhaps the most serious health problem facing the country., In view of

the fact that AIDS is, in addition to other ways, sexually transmitted, the
project will also focus on Sexually Transmitted Diseases (STDs).

The total estimated cost of the project is put at US$3.35 million, of which
the USAID is requested to finance US$2.50 million or approximately 75 per cent
of total project costs.

This letter constitutes a formal request for USAID financing of US$2.50
million to support implementation of the AIDS/STD Prevention and Control
project estimated to cost US$3.35 million.

We look forward to a positive response to our proposal.
Sincerely,

M/wf 2

Winston Anderson
for Director General
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Copied to: Director General
Mrs. Merle Henry
Mr. Rupert Ramcharan, P.S ,
Ministry of Health
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ANNEX E. TECHNICAL ANALYSIS

The objective of this technical analysis, pursuant to Handbook 3,
is to "ascertain whether the design of...[the] project ... is
consistent with the body of knowledge about possible
solutions...within the cognizant professional community" with
regard to AIDS and STDs transmission, and whether the proposed
component activities are "technically the most suitable and
cost-effective.

Three major sets of implementation actions are identified,

namely: 1) Surveillance activities, 2) Prevention activities, and
3) strengthening of the MOH and private sector capabilities with
respect to the above.

The surveillance activities are suitable inasmuch as they are
designed to meet the direct needs of the MOH to more eff1c1ent1y
and effectively identify those who are HIV+ and who have STDs, in
order to both treat those individuals and reduce transmission of
the diseases.

Prevention activities seek to utilize existing public and private
sector resources to the maximum extent possible in order to carry
out a variety of strategies designed to address both the general
public and the multiple target populations. The latter includes
both groups most at-risk for AIDS and STDs, and others such as
adolescents for whom primary prevention strategies are designed to
minimize contagion. Further, the prevention activities will make
maximum use of those that have proved successful in the U.S. and
elsewhere and which can be adapted for the Jamaican context. This
includes, for example, educational, counseling and training of
health personnel activities. Many of the materials used will be
available at minimal or no cost by virtue of the fact that they
are in the public domain having been developed with publlc funds
in the U.S.). Approaches that have proved successful in the Latin
American and Caribbean (LAC) area specifically will be sought for
MOH consideration.

Suitability of Major Actions

In considering the general components to include in the AIDS/STD
project, consideration has been given to a number of alternative
approaches to surveillance and treatment that have viewed as
inappropriate. These are discussed below.

Mandatory Testing. Mandatory AIDS testing of high-risk

populations is not recommended by WHO, and has been used in
few countries. A notable exception is the U.S., which tests
military recruits, State Department employees being assigned
overseas, and foreigners applying for immigrant visas. One

4\
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state in the U.S. (Illinois) has a mandatory program for

testing those applying for marriage licenses. Each of these
mandatory testing programs is highly controversial, has been
criticized by the public health community (including officials
in the Public Health Service and the Centers for Disease
Control). Mandatory testing programs are very expensive,
difficult to manage, and of questionable utility in preventing
transmission. In addition, they raise serious ethical issues
that have yet to be resolved. Mandatory testing is not
recommended as part of this Project. The MOH, with the
National AIDS Commission, needs to consider the advantages and
disadvantages of implementing any WHO recommendations, and the
experience of other countries, in particular the experience of
developing countries, in designing and implementing such
programs, in their utility, and in confronting the ethical

1ssues raised by such programs.

Support for usc of AZT in Treatment of AIDS. The GOJ has
determined that it will not use AZT in the treatment of AIDS
in view of its excessive cost (approximately US$8,000 per year
per patient), and limited success. It has determined that at
such time as the cost of the drug (or any other drug that
becomes available) is affordable by the MOH, and has proven
effectiveness, that purchase of such drugs will be

considered. This decision has been concurred by the USAID
AIDS consultant and by the PHN Office of the Mission.

No Prevention or Treatment Components. In view of the high
rates of STDs in Jamaica, and the increasing rates of AIDS,
the alternative of no support for prevention or treatment
components is considercd inappropriate, for the following
reasons:

1) the cost of the prevention programs and of the minimal
support for treatment efforts included in this project is
far outweighed by the potential economic benefits (see
Economic Analysis);

2) ethical considerations inveigh against preclusion of
prevention or treatment components in view of the personal
health and social impact of AIDS and SvDs as Project
Components. 1In addition, in the conduct of any research or
demonstration projects there will be no withholding of
treatment or opportunities for some form of prevention.
Guidelines in use in the U.S. for conduct of experiments
involving human subjects will be used in conjunction with
such guidelines which may be in force in Jamaica.
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Generally, surveillance and prevention activities with regard to
STDs are known to and accepted by the public health community:
these include, for example:

-- early detection and treatment;

-- contact investigation of individuals known to be infected,
and notification of the partners of those individuals;

-- mandatory reporting of certain types of STDs by public and
private physicians (i.e., notifiable diseases);

-- use of mass media campaigns directed toward the general
public and targeted education programs (e.g., to such
diverse populations as military recruits and school
children).

These are the types of activities that are proposed for the
AIDS/STD Project.

In the U.S., there have been substantial reductions in incidence
of some common STDs (such as gonorrhoea and syphilis), due in
large part to the success of the types of activities listed above.
However, there has been a resurgence of even these STDs among
certain sub-populations, and herpes genitalis has been considered
ot epidemic proportions by the Public Health Service. This is in
the context of a public health system that has ample resources to
allocate on a national, state, and local basis to surveillance and
prevention.

In the Jamaican context, these types of activities are perceived
as appropriate, but the severe lack of resources has significautly
impeded effective implementation of any of these approaches to STD
surveillance and prevention. A 1986 PAHO report noted important
deficiencies in resources available to the STD unit, including
inadequate number of staff, particularly contact investigators
(only 10 of 39 requested posts have been approved for the MOH, and
only 7 of these 10 are currently filled), and inadequate training
of staff, and lack of critical medical equipment, including
microscopes and autoclaves, at the MOH STD clinics. Nearly two
years after this report was submitted, the situation has improved
little, due to a shortage of funds. Moreover, the urgent need for
training of clinic staff to improve the problem of patient flow
noted by another PAHO consultant in 1986 1/ has not been met,

and there is the added problem of a severe shortage of
medications, particularly those to be used in treatment of
resistant strains of gonorrhoea. The types of problems identified
by the PAHO consultant that still pertain in mid-1988, and which
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severely hamper the ability of the MOH to effectively implement
the activities described above include:

-- specialized services for the treatment of STDs are
available in only six of the 14 parishes;

~- although the Comprehensive STD Clinic (the principal
governmental STD clinic) and the six other clinics had
laboratory facilities, the supplies and equipment available
rendered them inadequate to the task of detection and
screening; for example:

-- a microscope is available for use in only three of the six
STD clinics;

-~ only two of the clinics have the facilities to culture
gonorrhea;

~-- only one of the clinics has a functioning darkfield
microscope; and

-- there is still a severe shortage of contact investigators,
with only 7 presently working for the MOH.

The AIDS/STD Project will contribute significantly to the ability
of the MOH and the private sector to effectively implement the
surveillance and prevention strategies by providing staff and
equipment necessary for detection and screening and contact
investigation, and resources for both mass media and targeted
education efforts.

With regard to preventing the transmission of HIV (the AIDS
virus), the onset of the disease, and technologies available to
prevent its transmission are relatively new (the first case having
been diagnosed in the U.S. in 1981). The approaches to prevention
of transmission that are generally accepted by WHO, the U.S.
Centers for Disease Control, and the Jamaican Ministry of Health,
are:

-- screening of the public blood supply (which has been done
in Jamaica since 1985);

-- voluntary periodic testing of members of "high-risk" groups;
-- public and targeted education, with clear messages
regarding transmission of Lhe disease and the need for

individual action reqgarding such transmission; and

-- ensuring an adequate and readily available supply of
condoms.
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The activities proposed in the Surveillance and Prevention
components of the Project Paper pertain directly to Lhese
approaches, and in addition consider the Jamaican context in
particular. For example, there is a focus on the groups most
at-risk in Jamaica (prostitutes, farm workers, women of
child--bearing age, and homosexual and bisexual men). There is
also a recognition of the fact that, in addition to the important
and necessary function of the MOH and ACOSTRAD, the most effective
and efficient means of accessing some of these populations may not
be through the MOH, but rather through formai or informal
grassroots organizations, or through individuals connected with
these organizations. This will be accomplished through the
mechanisms of small contracts or grants.

There have thus far been no cost-effectiveness studies of
alternative AIDS and STD surveillance and prevention approaches
that could be used as the basis of comparison with those specific
activities included in the Project Paper. However, given the
relatively small amount of funding per capita {(US$1.09) for the
entire six years of the project, and the potential for substantial
reduction in rate of HIV transmission, the Project can per se be
considered cost-effective.

Technical Constraints

There 1s no vaccine to prevent AIDS, nor Lreatment for the
disease. Morecover, public health authorities in the United States
and in European countries which are in the forefront of biomedical
research have recently reiterated their belief that no such
vaccine or treatment will be available for at least 10 years.
There are also technical limitations to the accurate and early
detection of HIV infection, including both false negative and
false positive tests and delayed test positivity after infection.
Thus, the technical capacity of governments and the private sector
to prevent Lransmission of the virus is essentially limited to
their ability to provide the general public and special
populations with the information and resources necessary to take
personal action to limit HIV transmission. Beyond that, they can
only attempt to provide necessary and adequate palliative care in
the most humane and efficient manner possible.

As was mentioned above, while drugs that can be used to
effectively treat penicillin-resistant strains of STDs are
available, there is some concern among specialists in the
treatment of STDs tiaat new strains of STDs may prove resistant to
these druygs, and that fully effective treatment for such possible
new strains may not be forthcoming in the near future.
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ANNEX F. FINANCIAL AND ECONOMIC ANALYSIS

Handbook 3 notes that health projects do not lend themselves to
complex financial analysis methodologies that focus on rate of
return, and include such calculations as discounted cash flow.
Rather, the consideration in human infrestructure projects relates
to the demand for the proposed services and identification of the
most technically appropriate alternatives. Given these
methodological limitations with regard to financial analysis of
the AIDS/STD Project, the following considerations are presented.

The quality and quantity of health services delivered in Jamaican
public facilities has been reduced by the decline in real
government spending both overal. and on a per capita basis during
the past decade. Supplies, maintenance, and equipment replacement
have been under-financed with consequent erosion in the ability of
the health care system to cope with its patient care
responsibilities. To illustrate, the FY1986/87 budget for the MOH
was J$382.2 million, representing a per capita expenditure on
health of J$150, an increase of J$37 over 1985/6 in current
dollars. However, using 1980 prices, the real per capita
expenditure is only J$62. As a result of devaluation of the
Jamaican currency and inflation, the effective purchasing power of
the MOH declined by approximately 30% since 1980.5%3/

The Project, with a focus on surveillance and preventiosn as twin
strategies, has the potential to significantly reduce the
financial burden of AIDS and STDs on the MOH, and on individuals
and families of those who are at-risk.

The estimated cost of treating an AIDS patient in the public
sector in Jamaica is J$15,000 from diagnosis to death, exclusive
of indirect costs for home care and of patient expenditures for
medications and treatment received through the private sector.
Given an estimated average of J$4,000 for patient expenditures
(for the private health sector, including medications for
symptomatic treatment) and indirect costs, the total estimated
average cost of treatment per case is J$19,000. Given the lowest
estimated number of cases - 1440 by 1993 - the total cost of care
would be J$27.4 million, or 7% of the 1986/7 MOH total budget.éi/

An analysis of the potential for financial benefit of this Project
- considering only the cost of treatment - shows the potential for
a savings of J$6.8 million in AIDS treatment costs alone by 19°°,
given a 25% success rate in reducing the number of cases throug.
prevention of AIDS transmission, if the project were to be
irnitiated in mid-1988.55/

STDs are also a heavy drain on financial resources. At present,

the under-financed budgel of the MOH is unable to cover the costs
of the urgently-required contact investigators, and the more

A
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expensive drugs required to treat the estimated 10%
penicillin-resistant gonorrhea cases. The average treatment cost
for each case of gonorrhea is estimated at J$42 per episode of
care; with an estimated total number of cumulative cases for
1989-1993 of almost 200,000 (a 3% increase per year), a 25%
prevention success rate would avert nearly J$2 million in
treatment costs. With a total of close to 34,000 estimated
cumulative cases of syphilis for 1989-1993, a similar success in
surveillance and prevention activities would result in a savings
of approximately J$600,000, given an estimated J$70 cost per
episode of care. For congenital syphilis, a cumulative total of
387 cases could be averted, for a savings of nearly J$100,000
(assuming an average cost of care of J$1,000). For treatment of
severe pelvic inflammatory disease in women (PID, which is in
large part a consequence of untreated gonorrhoea and chlamydia),
hospitalization alone is cstimated to cost J$2,500 per episode of
care (J#l164 x 14 hospital days, plus outpatient care and
medication). The number of confirmed cases of PID in 1987 was
890, but the SMOH for the STD Unit estimates tie total number of
cases in Jamaica to be 40,000, with one in four of these requiring
hospitalization; he bases these estimates on previous studies and
on informal reports from both MOH and private sector physicians.
This estimate of 10,000 requiring hospitalization would result in
a J$25 million hospital trealment cost for PID. Even with a
minimal 2% increase, the cumulative number of cases requiring
hospitalization would be over J$54,000. A 25% success rale in
prevention of severc P1D would thus have the potential of saving
nearly J$34 million.

Thus, the tntal Project expenditure of J$18.2 million (US$3.35
million) will be more than offset by a savings in AIDS/STD
treatment cos!s of J$43.3 million (US$8.2 million), given a
relatively low estimate of the impact of improved surveillance and
prevention activities.

The MOH contribution to the Project, over a $1X-year period,
totals J$ equivalent of about US$850,000 which is less than one
percent of the 1986/87 MOH budget. Further, this contribution is
allocated for expenditures (e.g., salaries of contact
investigators and critical STD treatment drugs) that should be
included in recurrent MOH budget allocations. This expenditure is
not considered out of line with the financial ability of the GOJ
to support human infrastructure services, notwithstanding
reductions in such expenditures over the past tew years.
According to a recent GOJ report, "the most recent economic
performances (Fiscal Years 86/87 and 87/88) suggest that the pace
of economic improvement has accelerated and will continue to do
so, assuming no external shocks."?/
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With the exception of the salaries of contact investigators (which
with a full additional complement of 15 would total approximately
J$444,000 by 1994, given an annual 10% inflation rate) and the
supply of STD drugs (which would presumably be significantly
reduced in large part through the effective surveillance and
prevention activ.ties funded through the Project), there are no
substantial recurrent costs proposed that would hinder the ability
of the MOH to continue to support the project activities. 1In any
case, effective implementation of the activities in Jamaica, and
effective prevention activities worldwide, will decrease the need
for substantial additional expenditures.

Two important considerations in the ability of the MOH to support
expanded surveillance and prevention activities are:

-- the degree to which the GOJ will be committed to finance such
activitiee (neither AIDS nor S$TDs were mentioned prominently
in the recently-issued Social Well-Being Programme - however,
this programme seeks to restore basic health infrastructure
such as upgrading and renovating hospitals, health centers,
and laboratories rather than implementing public health
prevention programs) 3/: and

-- the ability of the GOJ to compete for limited external donor
support which could offset the limited resources available
from the GOJ. Importantly, virtually no other such donor
support is currently expected for treatment of AIDS cases.
This project directly addresses this issue by focusiag on
utilization of local resources and at the same Fime
encouragiung development of alternative sources of fundirg.

ACOSTRAD will, through support from the Project, be able to
engender alternative donor support (both within and external to
Jamaica), and will continue to undertake voluntary activities in
AIDS and STD prevention, for which it has received minimal
financial support thus far.

The econ~mic (versus financial) benefits of the projec’ are not
estimated in detail since the project benefits are extremely
difficult to quantify in economic terms. 1In general, Jamaica
relies on market-oriented prices for most of the commodities to be
used in the project (much of which will be imported). The
exchange rate is generally market-oriented and provides relatively
little distortion to resource use. Labor markets are competitive
generally and nominal wages are thought to provide a reasonable
estimate of labor costs (with possibly some exceptions in the
health care field). Although economic benefits cannot be readily
estimated, it is felt that the large financial benefits would
translate into equally large economic benefits.

, A
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1. Socio-cultural Context

Prevention of AIDS and STDs is at th2 core of this Project. The
medical and socio-cultural complexity of AIDS renders it
exceedingly difficult to design effective AIDS prevention
efforts. Resource tonstraints compound the problem in developing
countries such as Jamaica. STD prevention, although for the most
part technically feasible, has proved costly, time-consuming and
problematic and requires long-term, ongoing efforts.

(a) Health and Social Indicators

In 1978, the last year for which the MOH collected (rather than
extrapolated) data, the infant mortality rate was 26.6/1,000 live
births.4/ Notably, these two indicators resemble those for the
Black and Hispanic population in the U.S. 1In 1986, life
expectancy at birth for Black Americans was 69.6 years (versus
75.4 for Whites).i/ For infant mortality,the rate was

18.2/1,000 live births for Black Americans and 9.3/1,000 live
births for White Americans.®/ The comparisons between minority
health statistics in the U.S. and those of the Jamaican population
generally are important in view of the similarities between
Jamaicans and Black and Hispanic Americans in terms of life
expectancy after diagnosis of AIDS and opportunistic conditions
related to the disease.

The leading causes of death in Jamaica are cardiovascular
accidents,heart disorders,and malignant neoplasmsl/,which are
the same as those in the United States for the general
population.ﬁ/ While data regarding Years of Productive Life
Lost (YPLL) are not published as such, given the age-specific
death rates, it appears that, as is the case in the u.s.3/,
accidents and adverse effects (e.g., homicides) are among the
leading causes of YPLL.1O

Estimated Trends of AIDS and STD Cases and HIV Seropositivity in
Jamaica through 1993 - Within the context of the current economic
situation in Jamaica, the already strained public health system is
ill-prepared to deal with the alarming increase in cases of AIDS
and certain sexually transmitted diseases, described previously.
The potential for devastating socio-economic effects of these
diseases, if left unchecked, is enormous.

Although the number of confirmed AIDS cases in Jamaica thus far
has been relatively low in comparison with other countries, a
minimum estimate of the number of cumulative AIDS cases by 1993 is
1440, assuming doubling of cases each year to 1992 and a 50%

AA
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increase in cases between 1992 and 1993 (i.e., making projections
on the basis of several very optimistic assumptions).

Prevalence of STDs is high in Jamaica, and if no significant
improvements in STD prevention and control are made, further
increases can be anticipated. The fact that only estimated
prevalence data are available renders even simple straight line
projections of trends difficult and of questionable validity.
However, in order to consider the future magnitude of this
important health problem and its impact on the Jamaican health
care system, the SMOH for the STD Unit STDs has estimated a 20%
annual increase in actual prevalence of syphilis, which would
result in 33,563 cumulative cases betwecen 1989 and 1993. Given the
general downward trend in estimated cases of gonorrhea, with the
exception of the small inciease in 1987, the SMOH estimates only a
3% annual increase in actual prevalence of gonorrhea, which would
result in 189,775 cumulative cases between 1989 and 1993.11/
Although the number of cases of congenital syphilis tripled
bett":en 1985 and 1985, and then doubled in 1987, it is highly
improbable that this rate of increase would continue. However, it
is possible, unless screening is significantly improved and the
maternal cases treated, that the cumulative number of cases will
exceed 387 between 1989 and 1993, given a 20% annual increase.

(b) The Jamaican Health Care System

The Jamaican health care system is a mixed public and private
system with services available by law to all Jamaicans through
Ministry of Health facilities, and services by private
practitioners and facilities being financed in large part through
fee-for-service personal expenditures.

The most recent study of health service utilization was a
household survey ot some 3,000 Jamaicans in eight parishes
conducted in 1987. The results of this survey indicated that
nearly half of those interviewed (48%) had visited a private
doctor for their most recent illness, compared with 12% visiting
an MOH clinic and 14% visiting an MOH hospital. Notably, 13% had
utilized home remedies, and 2% acknowledged using "other"
services.l2/ (Unfortunately, the report does not indicate if

the "other" services included use of traditional healers, although
this would be a rcasonable assumption.)

Public Sector - The health care needs of Jamaicans are met
primarily by the public sector through the Ministry of Health
(MOH). The MOH is a centralized system, with the 14 parishes
having limited participation in the planning, programming and
budgeting process. As a result of shortages of resources,
virtually no long-range planning is conducted by the MOH, although
recent efforts have been made to consolidate action plans of the

N2
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individual units of the Ministry. USAID has for several years
funded the Health Management Improvement Project, which was
expanded in 1983 to include review and implementation of
alternative financing options, support for "rationalization" of
MOH facilities and personnel, and assistance in determining the
most cost-effective means for providing a positive impact on
national health status. As part of the HMIP, USAID has supported
improvements in the MOH Management Informaticn System, which is
intended to contribute to the planning process.

The MOH is financed primarily by appropriations from the Ministry
of Finance. 1In addition, Jamaicans pay fees for secondary and
tertiary care based on rates most recently revised in 1984. The
fees paid range from J$5 for each outpatient visit to J$50 for
inpatient maternity (delivery) charges and J$20-120 for use of the
operating theater, depending on type of surgical procedure. There
are no fces for family planning or immunization visits, and
persons with chronic corditions such as diabetes, hypertension and
mental illness pay only a J$5 annual fee.l3/ Only recently has
the MOH been able to retain the revenue from these charges; prior
to FY 1986/87, the MOH paid these fees to the Ministry of Finance.

Jamaica has a total of approximately 6,000 hospital beds, of which
95% are operated by the MOH. 1In addition, there is the quasi
public and regional University of West Indies Hospital, located in
Kingston. Hospitals are categorized as Type A, B or C: the four
Type A hospitals are multi-speciality, tertiary care facilities;
the five Type B hospitals have at least four of the basic types of
medical specialists (medicine, surgery, obstetric/gynecological
and pediatric care), and 120-200 beds; the 11 Type C hospitals
provide first-level care, and have 50-120 beds each.l4/

In addition, the MOH operated 363 health facilities at the end of
1986.13/ ytrilization of these outpatient facilities for

curative services actually decreased from 1,137,777 visits in 1984
to 1,039,598 in 1986, while visits for preventive services
increased from 805,973 to 997,928 in the same period. Home visits
by MOH parish-level staff decrecased by nearly 50% in the same
period; this undoubtedly reflects the 50% reduction in the number
of community health aides in 1984. Mental health services, which
are cxtremely important with regard to AIDS (and HTLV-1), are
minimal in Jamaica. There is one national psychiatric hospital
(Bellevue) which provides both inpatient and outpatient unit, but
otherwise there are virtually no public mental health services.

The Management Information System of the MOH is the focal point
for health status and service stalistics in Jamaica. Data are
forwarded to the central level by the parishes (which in turn
receive the data from the MOH facilities in their area). The data
are computerized, and printouts produced. However, the data are

/
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not really analyzed, and summary statistics are not fed back to
the parish level, nor even to Units at the central level.
Moreover, vital statistics data -- critical for use by the MOH in
planning programs designed to improve health status of the
Jamaican population -- have collected, analyzed and reported by
the Ministry of Construction since the early 1980's. The quality
of these reports is highly suspect. A number of recent studies
have found severe under-reporting of infant deaths, for example.

As has been mentioned previously, STDs are also known to be
under-reported. This paucity of reliable, current data results in
misleaeding indicators of the health status of Jamaicans, and in
turn bas ditect impact on identifying co-factors related to AIDS
and STDs 1n Jamaico, which inhibits effect policy and program
planning.

The Epidemiologyy Unit collects data from cach of the parishes
independently of the Management Information System, and produces
quarterly reports of notifiable diseases. The STD Unit collects
data from the parish level (although not all parishes have
reported in the past several years), and produces annual reports
of 5TDs. However. these reports are severely limited by the
under-reporting of even Class 1 notifiable diseases by both public
and private sector physicians.

Private Sector - The private health sector in Jamaica is comprised
of four hospitals with a total of 238 beds.l7/ According to the
PAHO report on hospital restoration, only about 1% of all hospital
discharges in Jamaica are through the private hospitals. This is
in line with the utilization data resulting from the 1987
household survey, which showed that less than 1% of those
interviewed had visited a private hospital for their most recent
illness. In preparation for this Project Paper, data from that
Same survey were calculated to show costs of treatment for the
most recent illness of the respondents. The survey report does
not specity whether the costs were incurred at public or private
facilities, or a combination thereof, but does state that costs
are for the episode of care en_toto, rather than for each
utilization of service. The summary calculations show that total
costs for the most recent episode of care were under J$50 for 44%
of those interviewed, belween J$50 - J$100 for 33% of those
interviewed, and belween J$100 - J$150 for 11% of those
interviewed. It appears from the report that these represent
cosls to the patient only; that is, they do not include any
applicable third party payer reimbursements.

Fee-for-service charges for private consultations are said to
range from USH5 to US$50, depending on the specialty and
socio-economic class of the physician and patient. According to a
study of health services utilization conducted in 1981, about 40%
of the population use private practitioners.l8/ The Planning

ay
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Institute of Jamaica recently published a report that showed that
an average of 2.2% of expendable income per capita was used for

medical care in 1984 .19/

Private Insurance Coverade - According to the 1987 household
survey referenced above, 12% of respondents participate in some
form of private health financing scheme. Of these, more than half
(51%) were covered through a private health insurance plan, 24% by
another Lype of plan, and 21% by a plan that was at least partly
employer or company financed.29/ If these survey results can be
generalized Lo the population at large, then there have not been
any changes in coverag2 since 1981, when Lhe most recent national
survey of heclih insurance coverage wds conducted. According to
thal survey, just under 13% of the population had private health
insurance coveraye, and of these, only 30% submitted a claim to
their insurer for their most recent use of health care.21l/

However, according to a report of Lthe private insurers22/,

110,000 ecmployed persons were enrolled in private health insurance
plans in 1984. Sixly percent of these employees paid additional
fees Lo cover Lheir family's health expenditures. Importantly for
AIDS. most of Lhe private health insurance companies require
physical examinations prior to coverage and screcen for HIV
seropositivity for persons suspected of being at-risk for AIDS.

2. Beneficiaries

The target population for AlDS prevention, as defired by the World
Health Orgyanization, the U.S. Public Health Service, and the GOJ,
is the yeneral population. For Jamaica, in addition to the
general population (of 2.3 million in 1987), the groups which have
been defined as most at-risk -- with estimated "umbe:rs of each --
are prostitutes (1,000), migrant farmworkers (1 300), hiyglers
(2,000) and men engaging in reqular or occasional homosexual
practice (11,000), and the sexual partners of Lhese individuals.
For purposes ofl this Project, we have also defined women of
child-bedaring age and adolescents as importani target populations,
the former because of Lhe high rate of pediatric cases of AIDS in
Jamaica Lhus far, and the latter because of Lhe high rates of STDs
in the age group for Lhe pasl severdl years. Further, a
particular focus of the targeted prevention activities with regerd
to both AIDS and S1TDs will be identifying means of access Lo lower
socio--economic groups, particularly those with less access Lo MOH
and private health care faciiities, and those who are illiterate.

The direct beneficiaries of the project include:
-- the MOH, ACOSTRAD and other public and private sector

personnel who will be trained in AIDS and STD surveillance
and prevention;
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-~ the community-level participants who will be involved in
AIDS and STD prevention activities, including national,
regional and local public conferences and expositions,
formal and informal meetings organized through the project,
information and education programs conducted by community
groups (e.yg., educational theater productions);

-- individuals who are currently infected with HIV or STDs and
who will be tested and provided counseling and other
supportl directly through the project, and receive treatment
provided by personnel trained through the project; and

-- sexual partners of the above individuals who may not become
infected as a resull of changes in sexual practices on the
parl of the above due Lo counseling and information
dissemination funded by the preject.

-~ As women of child-bearing age will be a Larget group,
children born Lo women who dare at-risk (e.g., prostitutes,
sexudl partners of infecled men) will also be direct
bencficiaries. The high rate of pedlatric cases of AIDS
and of congenital syphilis in Jamaica make children born to
the high-risk women, and particularly to infected mothers,
an important beneficiary group.

Indirect benceficiaries include all those who are in at-risk
populations (wilh respect Lo AIDS) or who are sexual partners of
at-risk individuals, and all Jamaicans who are at risk for STDs by
virtue of being sexually aclive.

Assuming that neither the MOH nor ACOSTRAD implements any of the
Project activities in such a manner as to violate basic principals
of bio-ethics (including those concerned with the conduct of
research on human subjects), there are no categories of people or
yroups who are likely to be adversely affected by project
activities.

The GOJ (tbhrough the M. was one of the first countries in the
LAC region to have avi: stle a short-term plan for AIDS, and is
presently preparing its medium-term plan. It has evidenced a
commitment to Lhis project by making available the critical MOH
personnel for Project planning meelings and providing requisite
data for use in project development.

The activilies included in Lhe project are direcled toward the
general public (withoul regard Lo socio-economic class), Lo target
groups most at-risk for AIDS and STDs, and Lo lower socio-economic
classes who may be less posilively influewnced by mass media
campaigns by virlue of their illiteracy, access Lo radio and
television, or other faclors.
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3. Participation

Key representatives of both the MOH and ACOSTRAD were involved in
Project development from the outsel, including review of drafts of
the Project Paper and discussions of allernative approaches to
project mechanisms. In addition, the Projecl Design Consultant
met with representatives of community organizations that could
potentially be involved in project implementation (e.g., religious
leaders, Sistren, the Optimists Club) and members of high-risk
groups (prostilules and homosexual and bisexual men). This is in
addition to those wilh whom she mel on an earlier site visit (in
September, 1987), and from whom she gathered information and
recommendations Lhat were taken into account in development of the
Project Paper.

Jamaica has a lonyg and enviable history of national, parish and
local level organizations and groups' working foir and with local
communities on a variety of social problems. The organizations
range from churches to the Jamaican Agricultural Society, the
Scouts, YMCA and YWCA, and entreprencur-based service clubs such
as the Optimists Clubs and Kiwanis. All of the private
organizations mentioned, in particular those with experience 1in
community participalion, are potential vehicles for dissemination
of ALDS and STD prevention information. 1In addition, in view of
the importance of music to Jamaican society, and the influence of
both reggae stars and disk jockeys, popular recording artists,
record companies, and music broadcasters are a potential
resource. Notlably, a few of Lhe popular reggae groups have
recorded songs Lhal carry anli-drug, anti-AIDS, and anti-STDs
messages, some of them with support and assistance from ACOSTRAD.
There is also the potential Lo involve private sector advertising
agencies in developing and producing mass media messages.

While no specific structure for communily participation has been
eslablished through the Project, both Lhe head of the MOH AIDS
Progyram and the Chairman of ACOSTRAD are experienced and
interested in community paticipation in health planning and
program implementation.

4. Socio-cultural Feasibility

The following are perceived &«s the primary implementation
obstacles that may arise from socio-cultural forces that pertain
in Jamaica and that could influence effective AIDS/STD
prevention. IL should be pointed out that they are not exclusive
to Jamaica, bul rather have been experienced in virtually all
countries Lo a greater or lesser extent, particularly as a



consequence of increased public concern with regard to the AIDS
epidemic. Some key obstacles are:

-- socio-cultural taboos concerning homosexual practices, and
the conseguent “"closeting" of homosexuals in bisexual
relationships (these affect the degree to which such
individuals are receplive Lo prevention messages, and the
likelihood that they will trust MOH or private testing
facililies sufficiently Lo requesl the HIV test;

-- socio-cultural (parlicularly religious) influences with
regard to use of any form of birth control method, which
would hinder Lhe acceplance and use of condoms, 4 proven
effective melthod of reducing AIDS and STD Lransmission;

-- economic barriers to privale sector heallh care facilities
and personnel; and

-- the relatively high rate of i1lliteracy, which obviates the
utility of disseminating printed information to those in
the lower socio-cconomic classes.

5. Impact

As has been discussed in the Project Paper, the project is
expected to have significant impact in terms of reducing the
projected Lransmission of AIDS and STDs. This will have impact
throughout the population as a result of decreased personal
(financial) cost, as well as lessened human suffering.

It is likely that the activities implemented successfully in
Jamaica can be replicated not only in other English-speaking
Caribbean countries, and in other countries in the Latin
American/Caribbedan region, bul importantly that they could be
replicated amonyg the Jamdican population residing in the U.S.
Given the keen interest of both the public and private sectors in
Jamaica in the AIDS/STD ProjeclL, it is anticipaled that activities
will continue beyond the life of Lhe Project, Lo the extent that
Lhey dre necessary and appropriate.

Although it 1is probable Lhat all activities will be equitably
implemented among all affected groups, given the socio-cultural
obstacles mentioned above, it 1s impossible Lo assure thal all
benefits (i.e., improvements in outcome indicators such as those
included in Lhe Logframe as EOPS) will be equitably distributed.

6. Issues

The AIDS epidemic has raised issues that most members of the
general public - and health professionals - would rather not
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face. These include the prevalence of and societal reactions to
sexual practices which place the persons involved at relatively
high risk for AIDS, fear of so-called "dread diseases" (which
until recently in the U.S. included cancer), and fear of death and
dying. 1In Jamaica, which has strony religious and cultural taboos
against homosexuals and bisexuals, it is even more difficult to
implement effective A1DS prevention and intervention programs.
However, extensive focused interviews have indicated that the
strategies and activities outlined in this Project Paper are
feasible and socially sound and that Lhey are unlikely to
encounter significant and effective opposition by raising these
issues. The strateygy of directing a sub-campaiygn on AIDS
education and prevention toward the high risk groups will enable
the project to assure their ready access Lo information of special
relevance and importance to Lhem without unnecessarily generating
opposition.

The current inability of the MOH Lc adeyuately collect and
maintain surveillance dala which is critical to AIDS and STD
program planning has been discussed elsewhere, and will be
significantly improved through Lhis Project. TIL must be noted,
however . that given Lhe nature of AIDS and socletal reaction to
it, governments Lhroughout the world are debating the ethical
boundaries belween information necessary for public health
purposes and Lhe individual's right to privacy. This will be of

continuing concern throughoul Lhe life of the Procject.

The ability of the Project Lo result in the TOPS shown in the
Logframe is contingent in large part on chanyges in sexual
practices (e.g.. safe sex practices), over which the GOJ certainly
has no control. However, AIDS prevention experience in the US and
elsewhere has shown that clear educalional programs that include
courseling have significant impact on the behavior of

individuals. Furthermore, individual reports on the part of
members of one risk gicoup in Jamaica (homosexual and bisexual men)
indicate that some are engaging in safe sex practices already, as
a result of general knowledge of the dangers of AIDS as well as
information provided by the MOH or received from the U.S.
Prostitutes have also reported that they are increasingly using
condoms a5 a means of protection.
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ANNEX H. ADMINISTRATIVE ANALYS1S

Primary responsibility for implementing the Project will reside
with the Project Manager, who will be placed in the Epidemiology
Unit, along with the Operations Research Specialist and the
Communications Specialist. The Project Manager will liaise as
necessary with other units in the MOH, specifically the STD Unit
and other Primary Health Care Units. The services and expertise
of ACOSTRAD will be called upon through the mechanism of a
sub-grant.

The Administrative Analysis describes both the MOH (Public Health

Sector), and ACOSTRAD and the National AIDS Commitlee (Private
SectLor).

1. THE PUBLIC HEALTH SECTOR

The health care needs of Jamaicans are met primarily by the public
sector through the MOH. The MOH is a centralized system, with the
14 parishes having minimal participation in the planning,
programming, and budgeling process. As a result of shortages of
resources, virtually no long- range planning is conducted by the
MOH, although recent efforls to do so have been made.

The Medical Officer of Health in each of the 14 parishes 1is
responsible for managing the delivery of health services as well
as for maintianing and reporting epidemiologic and service data.
He/she is also responsible for epidemiologic follow-up in the case
of STDs (including AIDS); in the latter case assistance is
provided by contact investigators and nurses working at the parish
level.

AL present, the MOl is subject Lo severe constraints, as outlined
below. These overall constraints also affect its ability to
effectively and efficienlly undertake surveillance and prevention
slrategies with regard to AIDS and STDs. Working in conjunction
with the exisling primary heallh care nelwork and hospital system,
the Project will work to reduce the negative impact of those
constraints.

The secltions below describe the slruclural constraints within the
Jamaican civil service and Lhe impacl these have on the efficient
operation of Lhe MOH. An overview is then given of some reform
measures Lhal are being undertaken by the GOJ and management
innovations being implemented by the MOH.
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A. Fiscal Control

The MOH Finance Division is responsible for budgeting and fiscal
control. In the hospital network budgets are set at the regional
level, with some involvement of the hospital boards. 1In the PHC
network medical officers initiate the budgets for the health
centers 1in their pa ishes. 1In the best of circumstances, the
health committees for individual centers provide some input in the
process. The formal procedure begins with the medical officers
presenting to MOH/Kingston a consolidated budget for the entire
parish. Traditionally, this has bcen a "line item" budget for
such categories os salaries, rent, utilities, and medical
supplies. Individual hospital regicn and parish budgets are
reviewed in Kipgston by the appropriate principal medical officer
and forwarded to the Finance Division. A budget committee, which
includes the Pormancnt Secretary, Chief Medical Officer, heads of
various adwinicirative departments, and the chief of the medical
services invelved (PHC or hospitals), reviews the budgets. The
Finance Divicion prepares a consolidated budget for the entire
Ministry. Recurrent cost budgets are reviewed and negotiated with
the MOFP; budgets for capital expenditures are reviewed and
approved by the Prime Minister's office. The Minister of Health
presents ana defends the budget in Parliament.

An initial advance, or "warrant," is forwarded to each hospital
regionul and parish. Subsequent monthly payments are contingent
upon receiving a reconciliation of the previous payment. The
rationats tor this monthly release and reconciliation procedure is
that the scarveity of funds precludes a more phased system. The
lack of flexibilily on the part of MOH financial managers is also
A function of the tight management control retained by the MOFP.

Under British colonial rule medical service was something that was
provided, with Iittle thought given to the cost of care,
efficiencies in service delivery, savings in curative care
resulting from effective PHC, or comparative costs of competing
services (ilmmunization vs. safe water). 1In the past few years,
however, Jamaica has learned that public services do have a cost
and that no system can provide all things to all people. This has
precipitated some sound, and politically courageous, decisions on
the allocation of gcarce resources to the health sector.

For example, in response to a pilot study demonstrating that
different mixes oif clinic personnel could more efficiently handle
the paticnt load 23/, a project is planned to see if savings can
actually be generated by restaffing clinics based on more
efficient patterns cf utilization. However, since the MOFP
retains such tight control over the allocation of finances and the
MPS has authority over personnel positions and classifications,
the MOH must fight Cor the authority to realign staff and budgets
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to maximize service per cost. The Administrative Reform Programme
(ARP), a government-wide program designed to address constraints
on the operation of the civil service, could clearly be an ally in
helping the MOH gain this authority.

B. Personnel System

1. Recruiting and Retaining Staff - Serious problems for the MOH
are the recruiting and retaining of management staff and medical
and technical specialists. Although this problem is not unique to
the MOH, it clearly affects the fulfillment of the Ministry's
mandate.

The repeated criticisms of the operation of the MOH can be traced
in large part to staff vacancies. At any point in 1987, from
one-quarter to one-third of the required medical positions were
unfilled. The problem of unfilled vacancies is directly linked to
the issue of over-centralization in the GOJ. This manifests
itself at the level of both the line ministry -- MOH -- and the
core ministries, particularly the MOFP, the MPS, and the
independent Office of the Services Commission (0SC) of the
Personal Services Commission. For example, when a Type I health
center in a rural area requires a nurse, the request must be
approved by the Director of Nursing at MOH headquarters. The
Dicector of Nursing and the Personnel Department identify and
interview suitable candidates. However, the MPS is the only
ministry currently authorized to approve a position, and the OSC
is the only body authorized to hire. Moreover, the MOFP must
agree to fund the position even if the slot has been approved by
the MPS. Therefore, the MOH staff must (a) receive approval from
the MPS for the position, (b) receive authorization from the MOFP
to fund the position, and (c) receive approval from the OSC to
hire the individual. The process is time consuming and deprives
the MOH of the authority to make personnel management decisions.

A similar circumlocution is required when the MOH wants to dismiss
a person for cause. The MOH must request an "interdiction" from
Lthe OS5C on the employee judged to be derelict. The 0OSC makes a
judgement suspension. The OSC then hears and decides every case
in the yovernment, a process that can take over a vear. The
practical effect, according to informal reports by MOH staff, is
that many supervisors simply do not take action agairst
non-performing employces because it is not worth rthe effort. This
undermines supervisory responsibility and promotes low
productivity and low morale.

The important point to note, however, is that this is not an MOH
problem; it is a GOJ problem. The MOH simply illustrates the
problems that accrue from over-centralization of management and
personnel functions.
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2. Salary Levels - Perhaps the single greatest obstacle to
recruiting and retaining high caliber staff is the low salary
levels of the Jamaican civil service. A study in 1983 by
Technical and Economic Development Associates documented that all
civil service salaries are low, but that the remuneration of
professional managers is proportionately lower than for technical
staff24/. A target of the ARP is therefore to raise the

salaries of civil servants. 1In the past Lwo years:

-- Executive management staff reccived a one-time increase of
over 20%.

-- The scnior management group and the top grades in the
medical fields received a one-time increase of over 10%.

-~ EXeculive management and senior management staff received
another 7% increase on 1 October 1987, rectroactive to 1
July.

-- Administrators, financial managers, and natural and applied
science groups received an increase of 8-12 1/2% on 1
October 1987, retroactive to 1 July.

-- Clerical and support staff received a 13 1/2% increase,
also retroactive to 1 July.

Another component of the ARP is the process of "reclassification",
or redrawing the competency levels and salary grades for civil
service positions. This is an opportunity for the MOH to
aggressively pursue the upgrading of managerial positions and to
ensure that technical melical specialties are categorized at a
level congruent with training and skill levels.

3. Personnel Coverage - With shortages at virtually every
facility in the MOH system there is little or no room for
"backup". Leave days, departmental leave, sick leave, and bank
holidays total 6% days a year (13 weeks) for government

employees. The result is that civil service workers have 3 months
of leave per year. This means a significant number of vacant
posts at cvery point during the year.

A recent article in the West Tndies Medical Journal indicates that
the greatest percentage of "unproductive" time in observed clinics
is due Lo absenteeisné42/. Medical officers' total

"unproductive" time was medasured at 35%; for dentists the total
was 69%. The authors explain that a significant proportion of
this "absent" time may be due Lo circumstances beyond the control
of the medical staff, e.yg., non-funclioning equipment. That is
only an index, however, of another breakdown in the management
system of the MOH - a4 breakdown that is correctable within the
present authority of the Ministry.
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C. Administrative Support Systeins

A serious problem for the MOH is the weak performance of its
management support systems: vehicle maintenance, equipment
repair, and drug logistics. 1Inventory controls and performance
monitoring do not appear to be in place. Long lead times required
by the MOH procurement process make it difficult to accurately
anticipate future commodity needs. This problem is compounded by
insufficient funds to purchase equipment and supplies, leading to
a scarcity of spare parts, frequent breakdowns due to lack of
preventive maintenance, and depletion of basic health center
supplies. 1Inadequate transportation is the focus of the most
attention during discussions with field staff. Vehicles are not
readily available when health center staff nced to make home
visits. A further frustration is the lack of coordination between
the PHC network and the hospital system; there is no reciprocal
access to vehicles, even with sufficient justification.

D. MOH Management Innovations

The MOH is currently in the process of undergoing some management
changes that have the potential to significantly streamline
operations and focus the Ministry on its role and objectives.
These changes involve broad policy alternatives as well as
day-to-day operational procedures. They include:
rationalization, integration/decentralization, and performance
budgeting.

1. Rationalization - "Rationalization" is the term that has been
applied to the reappraisal of hospital utilization, particularly
of small rural hospitals that are relatively costly to operate
but that have low utilization rates. The result of this process
has been Lhe managerially efficient, but politically difficult,
decision to downgrade five small secondary care hospitals into
"polyclinics". These will become type III health centers with the
added feature of lying-in facilities for normal deliveries.
Significant savings in recurrent costs and staff have already been
demonstrated.

To balance the services lost from downgrading five hospitals,
selected other hospitals will have beds added without increasing
the basic range of services now given. Polyclinics will refer
patients who require hospitalization to these expanded facilities,
designed "receiving hospitals".

A third component is the upgrading of some highly-utilized
hospitals. Specially services to be added include radiology,
physiotherapy, opthalmology, and laboratory support.
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2. Integration/decentralization - The MOH is very aware of the
fact that operational decision making is concentrated in

Kingston. 1In addition, it is recognized that what has emerged as
a two-part system - PHC and secondary care hospitals -- has a
number of problems. Management functions and personnel are
duplicated in the two independently operated systems.

Coordination is also inhibited, and referrals from health centers
to hospitals are not smooth. Frequently, patlenta go to hospitals
for routine primary health care that the system is designed to
provide in health centers. The process is further confused by the
fact that the jurisdictions for PHC 10 not coincide with the ten
hospital regions.

The MOH has started Lo address these problems through a two-part
change in management aimed at: (1) merging the parallel PHC and
hospital systems -- integration -- and (2) delegating more
authority, and responsibility, to managers at the area level --
decentralization. For example, in the PHC system groups of
parishes are being merged as "heath areas" for the delivery of PHC
services. One pilot area has been created and another is being
formed. There have been discussions that a PHC/hospital health
area could eventually be managed under the direction of a single
area health director.

3. Performance Budgeting - An important tool in the process of
decentralization and integration will be the performance
budgeting. The area health directors, who are closest to the
action, will be expected to monitor the achievement of present
goals, within budget limits, for their respective areas. They
will therefor gain both the authority and the responsibility to
efficiently implement the MOH program.

Ultimatoly, the MOH would like the authority to make management
decisions on the type of service mix and personnel required to
implement its program in the most efficient manner. Information
from the PRICOR operations study would be utilized for such
decision making28/. AL Lhe moment. however, the ministry does
not have the authority trom the MOFP, the MPS, or the OSC to
operate the program in such a manner.

I1. PRIVATE SECTOR

ACOSTRAD is a private volunLaLy, non-profit organization which was
founded in 1978. The main aim of the founders was to create a
broad- based orgyanization to support the government's STD control
program through the promotion of educalion amonyg the people. As
far as possible, ACOSTRAD works Lhrough exisling agencies and
community groups. ACOSTRAD is headed by an Executive Committee
consisting of persons from public and private sector
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orgyanizations. Although ACOSTRAD has been the recipient of
various project related ygrants, it does not employ full-time
permanent staff, but rather depends on voluntary professional and
administrative personnel. Current funding sources are grants, and
nominal membership dues. Accordingly, the Project will need to
develop ACOSTRAD as an organization which has the proper
managerial and financial systems in place for it to become a
viable entity in the long run. Given the fact that AIDS/STD
prevention and control requires long term efforts involving
private and public sector organizations, the institutional
development of ACOSTRAD is an essential component of the Project.

The National AIDS Committee is a newly created committee which
will advise the Ministry of Health on activities relating to the
prevention and control of AIDS. It does not currently have the
legal status which would enable it to be a sub-grantee under the
Project. However, given the lonyg term nature of the AIDS problem,
the Government may at some point choose Lo elevate the Committee
to an organizational status which will allow it to implement
selected activities of the National AIDS Control Program. If this
is the case, and if regquested by the Government, USAID will
consider the organization as a sub-grantee/contractor under the
Project.
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Life of Project : 6 years
IEE Prepared by : Charles Matthews

USAID/Kingston

Recommended Threshold Decision Categorical Exclusion

Bureau Threshold Decision

Concur with Recommendation

Comments : None
Copy to + William Joslin, Directbr
USAID/Kingston
wOpy LU . Apndre DeGeorges, RDO/C
Copy to . Charyes fMatthews, USAID/Kingston
Copy to . Patrjcia Buckles, LAC/DR/CAR
Copy to : 1EE File

pate JUL 249 19

James S, Hester

Chief Environmental Officer

Bureau for Latin America
and the Caribbean
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ENVIRONMENTAL DETERMINATION

Program: Jamaica

Title: AIDS/STD Prevention and Control Project
Number: 532-0153

Funding Source: DA, Health and AIDS

Proposed Obligation: FY 1988

LOP Funding: $2,500,000

Proposed LOP: 6 years

Mission Determination: CATEGORICAL EXCLUSION 4
Prepared By: Charles R. Mathews, ;
Mission Environmental Officer IWé/ . [ﬁcw

A. Activity Description: The proposed activity will seek to improve the
health status of the Jamaican people (Goal). The purpose of the project
is to reduce HIV transmission and the incidence and prevalence of
Sexually Transmitted Diseases in Jamaica. Through improved surveillance,
prevention