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Section 1: Introduction

Introduction

Globally, dolescentgaged 1019) are the only age group where deaths due to AIDS are not decreasing

- while across all age group&lDSelated deaths declined by nearly 40 per cent between 2005 and
2013. Today AIDS the second highest cause of death among adolescentsatiydland theleading

cause of death among adolescents in Affida 2013, an estimated 120,000 adolescents190/ears

of age) died of AllISUnequal global progress in reducing AIDS related deaths reflects the underlying
neglect of adolescents in health and development strategdediretroviral treatment for HIV saves

lives and targeted treatment of pregnant mothers as well as scale up dfesd for adults has led

to the significant decline in AIDS deaths seen globally in young children and adults. Conversely, failure
to consider and scale up effective approaches to expand HIV testing in adolescents and to prepare for
improved management dfansition of adolescents from paediatric to adult treatment servicesid
havecontributed to theopposingtrend shown in adolescent deaths.

Figure 1. AIDRelated Deaths in Childref-14, adolescents 109 and Young People Age2i0¢24
years, 2001 2013
250,000 Children aged &4

—— Children aged -8

— Adolescents aged 10-19

200,000 Young people aged 204
150,000
100,000
50,000 //’ —
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2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013

Source: UNICEF analysis of UNAIDS 2013 HIV and AIDS estimates, July 2014.

Thisdocument presentghe report of the rapid assessment of HIV and cresstoral adolescent
programmesin Jamaica The report highlight the HIV epidemic andprogramme contextfor
adolescents iflamaicathe objectivesand methodologyfor the rapid assessment. It algppesents

LUNICEF analysis of UNAIDS 2013 HIV and AIDS estimates, July 2014.
2WHO, 2014. Health for the Worl d's Adwiwevbodn¢addlescent/secosdiecaden d chance i
3WHO, 2012Global health observatory data repositdritp://apps.who.int/gho/data/view.wrapper.MortAdov?lang=en&menu=hide
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preliminaryfindings priority actionsand next stepsto strengthenthe adolescent component of the
national HIV programme, as part of the ALL IN agenda tcAdD8 amongdolescens.

Overview of ALL IN

ALL IN is a platform for action and collaboratimunched by UNICEF and UNAIDS together with other
organizations in thelobal AIDS responsty inspire a social movement to drive better results with
and for adolescents (:09) through critical changes in programmes and polt@ims to unite actors
across sectors to accelerate reductions in Al€1&ed deaths by 65% amtew HIV infections among
adolescents by 75% by 2026liminate stigma and discriminatioand thus set the global AIDS
movement on track to end the AIDS epidemic among adolescents bya&0&@own in the strategic
framework below Achieving these targetsilivset the response for adolescents on track to end the
AIDS epidemic in adolescents by 2030 thus ALL IN represempenaionalisingof Fast Track for
adolescents. Achieving the targets requires an accetmradf response for adolescents. This will
translate to arimproved focus and investment in a comprehensive, conggecific set of actions that
will ensure that critical interventions proven to prevent new HIV infections, and HIV treatment and
comprehensive protection, care and support intervents that reduce vulnerability are made more
accessible, acceptable and responsive to adolescents.

Vision: ZEROD Mew Infections; ZEROQ Deaths; ZERO Discrimination

All In! Strategic Framework
End the AIDS Epidemic among Adolescents (ages 10-19) by 2030
Priority Population
(10-14) and (15-19)

Adolescent leadership, mobilization and engagement; Human rights and Equity; Sexua and Reproductive Heafth and
Education; improved Date fo drive planning and resuls

Targets to 2020

Adolescents Living with HIV G0 - B - 81 =
Agiplenceoty who B M puriog redic AI0Erekaind
e HIV Testing, deatha among
ASRE SOt we Al St MY treatment and Care wdolzscenta living with
PR S SO Social and %, HIW by 655% r
programimatic ' ~
enablers RAmduce niw HIV
At Risk Adolescent Population infections smoeg
GI'IJUFIB- adalimcents grle s
o Fisl TE%
+ AsckscEol g (ANTEERY 0 Sad-Salaren Combination HIV
ames Prevweribios " ~
v ASCKACEON ey POPUIGENA RGPS |6 e .
SORGTATE B0 FVACT 0RO, gey , AdRod’ aod Zaro stigma amd
rEnmgeass el cEolT G AGDSITAYS B dissrieniaalion (&y 3030
sl sar 2020 impact targes in
devekopereamt]

SPARCKAGE sppropriats mix of prowan programimes forsach defined adolkesoant populakon group besed on epidamicbgical conbast

Figurel: ALL INSrategic FFamework
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The platform is focused on driving forward four key action areas:

1. Engage, mobilize arglipport adolescents as leaders and agents of social change

2. Sharpen adolescent elements of national AIDS programmes through improving data collection,
analysis and utilization to drive programming and results.

3. Foster innovation in approaches to improveach to adolescents and increase impact of
prevention, treatment and care progmmes.

4. Mobilize dobal, regional and countdevel advocacy to firmly position adolescent AIDS on the
agenda, communicate needs and successes effectively, and mobilize andedicectes towards
effective and efficient programmes for and with those adolescents most in need.

Programme Contextor HIV among adolescenia Jamaica

Jamaica is the largest Englgeakingslandin the Caribbean region with a land area of 10,991 square
kilometres and a total population of 2,714,78flwhich adolescents constitute 513,499 or jusder
20% of the populatiofSTATIN 2013 population figures). Jamaica is currently at an intermetiige

of the demographic transition. It has &creasing working age group comprissf6 and dependd
elderly population 0fLl1.9% of the total populatio. A significant proportionf the population(25%)
resides in Kingstonhe capital city.

Jamaicaas been classified as an upper middle income country by the World Bank. While a positive

devel opment, this has affected the country’s ab
implications for the sustainability of various programmes]uding those within the health sector
(PI OJ, 2014) . Despite recent i mprovements, Ja

growth and high debt over the past two decades. As at March 2013, debt to GDP ratio was estimate

at 146.2% of GDP, makidgmaica one of the most indebted countries in the world. In May 2013, the
International Monetary Fund (IMF), approved a four year extended fund facility with a support
package of US$932 million to facilitamagentahe GovV e
A central feature of this support is a tightened fiscal policy to govern social spending. This is within
the context of an increasing poverty level between 2010 and 2012 when rates moved from 17.6% to
19.9%. The current IMF agreement compoutidschallenges within the health sector as there is a

freeze on wages and hiring of human resources. Added to this, the abolition of user fees within public
health facilities has resulted in increased demand on the system. These factors limit theohlliley

Ministry ofHealth, NationaHIV Programme to fully expand HIV services and to ensure sustainability.
Jamaica's epidemiological profile is marked by
considerable increase in naommunicable dise@&s. Despite this, HIV continues to play a significant

role in morbidity and mortality level among the population and contributes significantly to the
financial and human resource cost tioe health sector. Moreover, the epidemic threatenational
productivity asthe majority of cases occur in the reproductive and working age groups. (Joint United
Nations Progamme on HIV/AIDS (UNAIDS). 200l Gap Report. Geneva, Switzerland)

Jamaica has made significant progress in responding to the HIV epidemighhaocoordinated
response. Since 2004, UNAIDS has reported a 42% decline in new HIV infections in Jamaica (UNAIDS
Gap Report, 2014). Additionally, there has been an incregsergons knowing their status which can

be attributed to an increase in availéity and access to testing. Jamaica has also achieved success in
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reducing mother to child transmission and is on trackieeting the regional elimination goal §2%

by 2015.

Epidemiological data support the characterization of the Jamaican epiderméarasmixed, as it

exhibits features of a lovevel generalized epidemic as well as a concentrated epidemic. A review of
surveillance data show that during tiperiod 2013 with an estimated 30,313 persons living with HIV
in Jamaica, approximately 25% oé#e persons are unaware that they were infected with HIV
(Global AIDS Response Progress Re@RPR 20)4An estimated 1.8% of the general adult
population isinfected, howeverthe prevalenceamong key populations is significantly higher.

Among men wh have sex with men (MSIVHIV prevalence based on 2012 estimates is 32%. HIV
prevalence among female sex workers (SW) is 4.2%, among prison inmates, 1.9% and among
homeless drug users, the prevalence rate is estimated at 4.02%.

Both sentinel and caskaseal surveillance data confirm that the HIV epidemic in Jamaica is driven by
behavioural, economic and soetnltural factors. These drivers include:

e Inadequate condom use occasioned by low risk perception;

e Transactional sex;

e FEarly sexual debut combined with poor heakleeking behaviour coupled with high levels of
unemployment;

e Cender roles that encourage multiple partnerships especially among men and limited ability
to negotiate condom use among women provide fertile groumdHIV transmission.

These risk behaviours appear significantly higher among men as sexual risk behaviours tend to be
more culturally acceptable for men than for women and women tend to under report risk behaviours
due to social acceptability.

Existing suctural barriershave been one of the greatest challenges to access to services:

e The legislative framework has facilitated the marginalization of key populations and has
fuelled stigma and discrimination thereby limiting access.

e The country's current economic state has not only limited the ability of persons to seek care
but has also put strain on the health care system.

e On the wider scale, the Government’'s recurre
and the Ministryof Healthcontinues to grow liabilities in areas such as pharmaceuticals and
contracted services.

e Social safety nets are inadequate to meet increasing demand as the country's economy
contracts.

The limited capacity of the government to fully fund healtlecdeliveryis compounded by stigma

and discrimination in the healthcare environment which coalesce to limit access, acceptability,
availability and quality of services. The programme continues to identify strategies to address the
challenges while maintaing the gains made in reducing the epidemic

Epidemiological Profile

e The parishes of Kingston and St. Andrew, St. James and St. Catherine which comprise 50% of
the Jamaican population account for 63% of reported HIV cases (HIV Epidemiological Profile,
2013 Annex 4).

e The highest cumulative numbers of reported HIV casesfaund in the two urbanised
parishes with St. James having 2195.9 cases per 100,000 persons and Kingston and St. Andrew
1656.2 cases per 100,000 persons.
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e Parishes with high tourism based economies account for the next highest cumulative numbers
of reported cases since the start of the epidemic ranging from 1,159 cases per 100,000 in
Trelawny to 1,295 cases per 100,000 persons in St. Ann.

While the urban parishes have the highest rates, hot spot areas can be identified through review of
routine surveillamce as well as IBBS and continue to require targeting.

Section 2: Objectives of the Rapid Assessment

The rapid assessment is the first of three phases towards strength#rersglolescent component of

the national HI\fesponse Through this $hase assesment, the countraimed toidentify equity and
performance gaps limiting HIV prevention, treatment and care results in adolescents (agek®)10

and define priority actions to accelerate and improve the quality of the national response to HIV
amongadolescentsThe entire3-phaseassessment will be led by the Government of Jamaica and
conducted in collaboration with national partners and adolescents and youth in order to strengthen
joint action and support for a more effective responseHt/ among dolescents in Jamaica and
particularly the most vulnerable adolescents in order to improve impact and efficiency of investments.

The specific objectiveeof the assessmetre to:

A Phase 1:Assess national HIV programme response for adolescents focusindi@rswnost
affected, where and what interventions are most critical

A Phase 2:Analyze bottlenecks and gaps limiting effective coverage of priority HIV programme
interventions

A Phase 3Define corrective actions to address bottlenecks, gaps in data andesatseprogramme
coverage, quality and impact
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Figure 3 ThreePhase Adolescent Assessment Process

Phase 1: Phase 2: Phase 3:
Rapid Assessment Targeted In-Depth Analysis Planning

. In-depth analysis of
r;;"?;?]‘llr::g:;:::: priority interventions Evidence — informed
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Key Steps | | | locations |

| | |
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National multi-sectoral Existing planning &

ticipart iew & Survey, data abstraction monitoring systems (thematic
articipatory review
P patery & admin record

validation / cross-sectoral)

. 9. N

Strategic opportunities: Sectoral / cross-sectoral programme review, AIDS programme review,

adolescent programme review etc and resource mobilization activities (e.g GFATM, PEPFAR)
Key principle: adolescent and youth engagement at every step

Adolescents at risk of HIV infection and those affected by HIV face a complex range of challenges and
an effective response to HIV in adolescents is required involving quality, consistent action from diverse
sectors to ensure thadll adolescents, particatly the most vulnerablehave the information, services

and support that they need to survive and thrive. ALL IN is a calliébicollective action and the goal

of the assessment is to inform asteerthis energytowards actions that would be most e@dytic in

driving more efficient and effective investment and results for adolescents as measured through the
lens of 3 sensitive HIV outcomes: new infections, Adled deaths and stigma and discrimination

The assessment aims to strengthen strategionity-setting in relation to adolescents through various
planning and resource mobilization processes and thus create the basis for more comprehensive and
sustainable crossectoral action, clearer sectoral accountability and more effective fundingifimat

actions and programmes.

Section 3 Methodologyfor Phase Jof the Adolescent Assessment

Phase 1 of the assessmertigtrapid assessmejied to the development of a detailed profile on HIV
and general welbeing of adolescents in Jamaica. Thisgghaf the assessmemtasled bygovernment

in a consultative process with participation of various stakeholdémsluding international
developmentand implementing partners, civibsiety organizations, acadenmaad representativeof
adolescent and youth group$he assessment wasordinatedby the Planning Institute of Jamaica
(P10J) and members of a national steering committee comprised of representatives of the diverse
partnership aboveThe Terms of Reference fdre nationalsteering committee is included as an
annex(Annex Bto this report. The assessmenwas undertaken through three distinct steps

1. Review and validation of selected indicators from multiple data sounoelllV and adolescent
wellbeing
2. Focus group discussiongth adolescents and young people
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3. Synthesis of data into@ational adolescentlashboardpresenting demographic, epidemiological,
selected adolescent indicators and programme performance data as well as stakeholder
perspectives on HRIelated policy, coordination and management focused specifically on
adolescents.

Theconsolidation of datadr thisassessmentvasdoneusing theAdolescent Assessment aBecision
Makers (AADM) toolvhich displag the demographic, HIV epidemiologicand HIV and broader
programme indicators (See annex Qor the detailed list of indicators reviewed in the rapid
assessment

The key data sourcder the rgpid assessment were:

A Statistical Institute of Jamaickemographic estimates

A UNAIDS HIV and AIDS estimates

A Demographic and health surveys

A Health information systems

A Qualitative assessmentnd

A Document reviews
Demographic Total population and adolescents population size
HIV Epidemiology HIV prevalence (total and among adolescents), humbers living

HIV, new HIV infections and AIDS related deatheng adolescents

Adolescent key populatidn Population size estimas of key populationsHIV prevalence

condom use and safe injecting practices
HIV programme Indicators
A HIV Testing, Treatment and Car Testing, ART, PMTCT, viral suppression
A Combination HIV Prevention Condom use, postxposure prophylaxis (PEP), cash transfers
A Social and programmatic enable HIV knowledge, access to media, protective laws and deei
making in health care
CrossSectoral Adolescent Programme

A Adolescensexual and Sexually Transmitted Infections (STIs), adolescent pregnancy, f
reproductive health and other  planning, maternal healthjron deficiency anaemjaTB, mental
health issues health, HPV, alcohol use

A Gender based violence Child marriage, sexl violence

A Social protections Social transfers

A Education Secondary schoahet attendance rate sexual and reproductive

health education

Data for thedemographic and some of the epidemiologigadicators reviewed in the assessment
were prepopulated in the AADM tool in advance of the assessment thus taking advantage of existing
available data to accelerate the review process. Thepmgulated indicator data and targets were
validated by the nabnal steering committedn preparation forthe review and discussion of findings
with national partners. Wheralternative indicators omore upto-date data were available for the
agred indicators, these were replaced in the tool and where no data were available at all, these were

4 Defined as adolescents who sell sex, gay, bisexual and transgender adolescents and adolescents who inject
drugs (as rkevant in the different settings)
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either identified as data gaps or the indicators and data were replaced with suitable proxy measures
recommended by thateering committee

Photo: United Naions Resident Coordinator addresses National Steering Team, national partners and membehe of
joint ALL IN mission to Jamaica from UNICEF Headquarters, UNICEF and UNAIDS Regional offices for the Caribbean and
representatives from UNICEF Brazil and Hait

Section4: Summary ofKey Findings

The key findings from the rapid assessment are presented inJémeaicadash board The key
highlights from the rapid assessment inclutie following:

Adolescent HIV epidemic and programmesponse

A Adolescentsaiges 10- 19 constitute20% ofthe total population inJamaicgStatistical Institute of
Jamaica, 2014)

A HIV prevalence among young adolescent girls and boys agédis@qual ands estimated to be
0.1% predominantly the result of motheto-child transmission of HIUNAIDS, 2014Yhe low
level of HIV in children aged 3114 in Jamaica also reflects that strength of the programme for
prevention of mothetto-child transmissin which has achieved over 95% coverage amalhg
pregnant women in all health regions of the island leadingltoostvirtual elimination of MTCT
(Ministry of Health, 2014)

A In later adolescence (1519 years)there is an estated increase iV prevalenceconsistent
with the onset of sexual behaviour. In Jamatbe,average age of sexual debut among young men
(15-24) is 15 and in young women it is (Beproductive Health Survey, Jamaica 200&hild

SHIV prevalence estimates presented in this section are based on the final UNAIDS HIV and AIDS estimates for
Jamaicag/August 2014).
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sexual exploitation, transactional and age disparate sex are also common and both have been
linked to poverty, income inequality and inadequate enforcement of protection of children from
sexual exploitation despite clear legal provisions. A2228drvey noted that one in every five (21%)
adolescent girls aged 139 reported having experienced sexual violence while an estimated 5%
of boys in this age group also reported the sammnsactional sex is reported amo@d% of
adolescent girls agedbt 19 years and amongd% of boys aged 1519 yeargNational HIV/STI
Programme, 2012)Against this backdropghere is an estimated 4 or-told increase in HIV
prevalence in adolescents by the age of 19 years resulting in HIV prevalehde 05% among
both boys and girls

A By the age of 24, there is a further increase in HIV prevalence consistent with irtseagel
behaviour as well as survival and transition offifécted adolescents into the early adykars.
Consequently e estimated HIV prevalence rises to 1% in young women aged£@and to 1.4%
in young men in the same the group.

HIV prevalence (%) among adolescents and
young people
Girls HBoys

0o [ 0.1 |
Ages 10-14 Ages 15-19 Ages 20-24

Figure4 HIVPrevalence in Adolescents Aged 109 and Young Adults 2Q 24 by Age and Sex
Source: UNAIDS 2082013 HIV and AIDS estimates, via Spectrum, August 2014

A These prevalence estimates suggest that across Jamaica, there are an estimated 685 adolescent
girls (aged 10- 19) living with HIV and an estimated 825 adolescent boys living with the HIV
including longterm survivors of MTCT, and behaviourally infected adolesg@mtAIDS, 2014)

While longterm survivors are mostly accourddor and linked to care through the nationwide
paediatric AIDS treatment programme, there is a need for urgent implementation of better
strategies to identify and link behaviourallyfected adolescents to HIV testing and treatment and
care services as Weas the critical complementary protection, care and support services that will
ensure that theytoo are able to reduce risky behaviour, remain adherent to treatment and care
and that they can thrive.
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A Rapiddeclinesin AIDSelated deathsvere recorded between thé-year period2007—2013.
Srengthening HTC forulnerableadolescentwill play akey partin improving linkage to care for

those infected and not in care, and thus accelerating declines inelBX8d deaths

Estimated number of AIDS-related deaths among
adolescents (aged 10-19), Jamaica, 2001-2013

Investments in treatment programme
paying off — needs to be sustained to
end AIDS deaths

0
2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014% 2015% 2016 2017° 2018° 3019% 2020°

*2014-2020 values have been projected based on applying the average annval rate of
decline (%) between 2009-2013 and applying that to calculate 2014-2020 values

Figure5: Declining AlIDSelated deaths in Adolescents (2002013) and projected trend to 2020

A Between 2001 and 201&s shown in Figures 5 andtBe rate ofdecline in new HIV infections
was slower than the rate of decline in AIDS deatlie target for reductin in new HIV infections
set for 2020 in the ALL IN strategic framework is 75%. If the level of investment in the prevention
and treatment programmes stays steady and declines in new HIV infections maintain the average
rate seen in the last 5 years, newMHhfections in adolescents will likely have declined by 55%
from the 2010 baseline level by the year 2020, falling short of the global ALL IN 2020 target for
reductions new HIV infections. This underscores the importance of acceleration and more
effectivetargeting and investment of resources for comprehensive programmes for adolescents

at greatest risk of HIV infection.

Estimated number of adolescents (aged 15-19) newly
infected with HIV, Jamaica, 2001-2013

700

New infections in Jumaica will not be halted
500 without targeted action on adolescents

55%
decline

0
2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014* 2015% 2014% 2017% 2018* 2019* 2020*

*2014-2020 values have been projected based on applying the average annual rate of
decline (%) between 2009-2013 and applying that to calculate 2014-2020 values

Figure6: Declining new HIV infections among adolescents aged; 19 (2001- 2013) and projected trend to 2020
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The 2012 KABP survend recent key population surveysovide ®me dataon adolescent key
populations in Jamaica (defined as transgender adolescents, gay and bisexual adolescent boys,
adolescents whanject drugs and adolescents who sell sex). Estimates for population sitlesse

groups were derived from recent behavioural surveys based on responses on the sale of sex among
adolescents aged 1519 years and reported mak®-male sexual behaviour. No data was available

on transgender adolescents and the survey revealed ewonts on injection drug use among
adolescents.

Estimated population size of adolescent (aged-19) key
populations

Estimated population of adolescent
transgenders (aged 10-19)

Estimated population of young men who ha
sex with men aged 15-19, including bisexu_ 6,250
boys

Estimated number of adolescents (aged 10b
19) who inject drugs

Estimated number of girls aged 15-19 ye 3358
who sell sex ’

Figure 7: Population Size Estimates for Adolescent Key Populations in JatiigalDS, 2014)

In contrastwith the estimated HIV prevalence of 0.4 and €ported in adolescent girls and boys
aged 15-19 at the national level through the UNAIDS 2014 estimates, the HIV prevalence among gay
and bisexual adolescent boys is estimatethéd 4% while HIV prevalence in transgender adolescents

is estimated to b7%(National HIV/STI Programme, 201hplerliningthe extreme vulnerability and
urgent need for sustained HIV prevention, treatment, care and support response for these
adolescents. The behavioural data available for kepulations was encouraging, showing an
estimated 90% of adolescents who sell §&ational HIV/STI Programme, 2054 76% of gay and
bisexual adolescent boys reporting the use of condoms at las{Mattonal HIV/STI Programme,
2014)

6 Empirical data on these indicators were not available for adolescents. It was asthahéuke proportion of
the MSMs and female sex workers in the adult population4@bcould be applied to adolescent population
(15-19) due to available data on the early initiation of sex among these key populations.
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Prevalence of preventive behaviours among adolescent (aged 10 -19)
key populations

90%
76%

NA
NA

Percentage of female sex Percentage of adolescents wHeercentage of young men who Percentage of adolescent
workers 15+ years who sell seixject drugs (AWID) (aged 15-have sex with men, including transgenders (aged 15-19)
reporting use of a condom at 19) reporting use of sterile gay and bixsexual boys (aged using a condom at last sex
last sex injecting equipment the last ~ 15-19), reporting use of a
time they injected condom at last sex

Figure8: Preventive behaviours in Adolescent Key Populations in Jamaica
(National HIV/STI Programme, 201@ational HIV/STI Programme, 2014)

The strong national HIV prevention programme including a national HealtkramdyLife Education
programme accesble to all students in school in grades9 In Jamaica, as well as the role of
communitybased providers were acknowledgedtiie national stakeholder discussion as two of the
reasons why Jamaica might have been able to achieve these relatively high reported rates of condom
use among adolescent key populations. However, there was acknowledgement across the groups that
met duringthe national stakeholder discussion (Government, Civil Society, Adolescents and Youth,
and International Development Partners) that there was a lot of work still needed to address highly
discriminatory laws and social attitudes towards gay and bisexualidugls in Jamaica as this
influences attitudes of actors responsible for care, guidance and support and does affect adolescent
attitudes towads service seeking

Qoverageevelsof HIV interventionsCoverage of HIV interventions was compared withJansai s 2020
targets to provide perspective on progress in programme scale up.

Testing, Treatment and Car€overage of HIV testing and counselling amaegually active
adolescents is much lowéhnan the national targetOnly30% ofsexually activedolescet girlsaged
15-19 yearsand 18% of adolescent boys have testedHIVcompared to a target of 75 ational
HIV/STI Programme, 2012)

Jamaica has an extensive database on paediatric ART covérageAIDShat includesall children
enrolled in care from infancy and throughout their follow up in paediatric clinics across Jamaica. The
database includes a growing number of adolescents who are long term survivors ofafari
transmission but only a very small number of belourally infected adolescentwimarily because

the intake for the database is the ANC platforARV coverage among pregnant adolescent mothers
aged 1519, seen for PMTC3tands at 98%which exceedghe national target of 95% Approximately

11% ofadolescents (aged®19) living with HIV are on ART and virologically suppressed (VL below
1000 copieg. Thisestimate is also affected by low #pke on testingas in 2014 only 26% of
adolescents on ART did a viral load test
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Combination preventiorDataon HIV prevention were only available fivo of the interventions
reviewedin the rapid assessment: condonasid cash transferdata revealed thab6% and 75%f
sexually active adolescent girls and boys respectively that had multiple partners in th2 fasinths
reported using condoms at last sex. This was relatively high compared withartet of 75%.Cash
transfers have been found to have significant influence on preventive behaviour, lowering
transactional and age disparate sex among adolescent girls in vulnerable households receiving them.
Data reviewed showed tha@3%of the households in thepooresttwo bottom wealth quintilesin
Jamaica received cash transfers in the last 3 months, compared with the target ¢P8032012)

Social and Programme Enable@mprehensive knowledgenong adolescents seemed high relative

to the 2020 argets sethowever, it was noted that very low targets had been set aliffierent targets

had been set for girls and boyBata showed thaB9%of girlsaged15—19years had comprehensive
knowledge on HIdgainsta target of52%compared with34%of boys againsh targetof 43% This

level of knowledge is low despite highported use oftraditional forms of media in the form of
newspapers, magazines, TV or radio at least once a @& of both adolescent girls and boys)
(National HIV/STI Programme, 2012he assessment did not have access to data on regular use of
internet or mobilephonesamong adolescents whichamld provide all programmes and services with
strategic and expanded opportunities to reach and engaije adolescents.

In addition to looking at data on HIV specific interventions, the assessment also explored progress in
other areas of adolescent health and development in Jamdiaia.is important because it provides a
broader perspective on the stat health and wellbeing of adolescents in Jamaica as well as insight
into opportunities for improvement in terms of programme planning, monitoring, service delivery and
integration.

Sexual and reproductive health

1 Most recent data showed that an estima®% and 6% of adolescent girls and boys respectively,
reported havingeverbeen told by a health care worker that they have an @dtional HIV/STI
Programme, 2012)

1 An estimated 9% of adolescent girls, aged-13, have begn childbearindMICS, 2011)

1 No data vereavailable on ANC attendance among pregnant adolescent girls (atteatiegst4
ANCVvisits) as the survey dataenre not disaggregated or sampled sufficiently to provide this
coverage etimate.

1 No data vere available oncoverage of the Human Papilloma Virus vaccination as the vaccine
programme has not yet been rolled out in Jamaica.

Other indicators sought for review were related natritional status in adolescentsprevalence of

TB, mental health (suicide) alcohol use, gendebased violence, social protection ansecondary

school attendance

9 Data on TB andutrition were unavailable for this populaticass were data osocial transfers and
training of teachers on quality comprehensigexuality education.

i Data on mental health and alcohol use were derived from the latest national school based health
survey which was conducted among students aged 18 years of age. The survey revealed that
74% of adolescent girls and 85% of boythisiage group had consumedull drink of alcohol, an
extremely high figure considering the age of the adolescents. The same survey revealed that 22%
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of adolescents in this age group had attempted suicide (23% or nearly 1 in every 4 girls and 21%
or neaty 1 in every 5 boygNCDA, 2010)

9 Just under 1 in 10 girls in Jamaica (8%), are married under the age of 18 and reported sexual
violence is high affecting an estimated 21% (1 in every 5) of adolescent girls and 5% of atlolescen
boys.(National HIV/STI Programme, 2012)

1 Net secondary school attendance is higldamaica at 92% in girls and 91% in QOYECS, 2011)
offering a unique opportunity for high coverage of intervensoaddressing comprehensive
knowledge, stigma and discrimination, awareness of services and human rights as well as school
based delivery of multiple critical HIV prevention, health and development interventions for
adolescents that could complement the neatargeted communitybased strategies.

Dataavailability on programmes for adolescents

A There was relatively limited information available on HIV intervention coverage among
adolescents and this was largely due to the limitations of surveys (mostly excluded adolescents
aged 10- 14 or had samples insufficiefar meaningful analysifor 10— 14 or 15— 19year old$
and the nature of reporting for most of the indicators included in the review (many sources did
not disaggregate data to show data for adolescent populations).

A National targets have been defined for all relevant HIV specificvietgions for Jamaica with the
exception of posexposure prophylaxiwhich is only administered for occupational exposure and
sexual assaultiowever, targets for comprehensive HIV knowledge are very low and need to be
revisited.

A No subnational data weravailable for any of the indicators reviewed in the preliminary phase of
the assessmenthus limiting suknationalor geographidisparity analysis.

Adolescent policyand programmeenvironment

This was assessed lookingeatht dimensiors and asummaryscore on acale of 0- 3 (0=no policy;
1=not effective; 2=fair; 3=very effectivelas usedo illustrate relative strength of performance in
Jamaica iracharea based on the perspective of the stakeholder groups consulted. As shown in
Table 2below, theoutcome of the separate stakeholder group assessments was very similar for
each of the domains anevealed concerns for adequacy of national situation analysis on
adolescents and clarity of policy and guidelines for action, mechanisms for coordinasiotionf

and consultation including adolescent participation, to supportiveness and adequacy of legislation,
resources for action and monitoring and evaluation.
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Table2: Outcome of Stakeholder Assessment of EnabliErgvironment for Adolescent Programming in Jamaica

National Situation
Analysis

2
Action
Coordination - 2
Mechanisms
Consultative Process -_ 2 2
Legislation
Adolescent

. -

Policies, Strategies
or National Plan of

Resource
Mobilization

SUEIEE  0=no policy 1=not effective 2=fair 3=very effective

Source: Qualitative assessment by workshop participants (Government, Civil Society Organizations,
Adolescent and Youth Networkand United Nations Joint Team), 30 April, 2015

A Stakeholders noted thahe existing situation analyses do not include an adequate analysis on the
state of HIV, health and development in adolescents, in part because of the data limitation related
to this age group (16 19) across all sector$herefore as fundamental instruments for decision
making, policysetting, planning and guidance development, these analytic reports, do not provide
the information required to guide effective national prioritizatifor adolescents.

A While national policies have been defined that are inclusive of all ages, lack of and poor use of
adolescent data from analytic reports, has led to-spitimal planning for adolescents.

A The Ministry of Health, NationalHIV/STI Programmeés the established mechanism for
coordination of the HIV response and brings together multiple sectodsdevelopment partners
to support response. The coordination of action for broader adolescent health and development
is less welbefined.

A Adolescentsind young people are represented in the national coordination mechanism but more
needs to be done to enhance the continuity and quality of their participation and the diversity of
their representation in coordination mechanisms

A Regarding resources, stalaters across all groups noted with concern that the national HIV
programme had been relatively stable over the last decade although funded primarily externally
with the Global Fund (GFATM) and PEPFAR being the largest donors to the programme. Both
sourcesof funding had been decreased significantly and the effects of this had been felt
particularly in community based programmes (civil society and outreach) which have been
instrumental to the achievement of relatively high levels of coverage of key intéovsnand
retention among vulnerable populations.

A Stakeholders also voiced concerns around the current legislation relating to homosexual
behaviour and the barrier that this presents for effective outreach and service delivery for gay and
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bisexual adolesmnts but also critically, the role of this legislation in empowering communities
across the country to continue to discriminate against and violate other fundamental rights.

Further clarification is required regarding the age of consent for sedgatieery for adolescents,

in particular HIV testing and counselling as well as sexual and reproductive health services
including contraceptives. There was no uniform understanding of the current policy among
technical partners on this issue, indicating @ed for explicit communication and clarification
among decision makers, service providers, adolescents and the community at large.

Opportunitiesto advance focus on adolescents

A

The Government of Jamaica has prioritized programming for adolescents and the ongoing
assessment will help inform strategic priorities for support from multiple sectors that can help
drive better results in adolescents. In addition, tAeL INassessment ffers the partners in
Jamaica with a framework for improved regular monitoring of progress across asectitiral set

of indicators which will help systematically improve data reporting on adolescents.

The crosssectoral partnership brought together bydtPlanning Institute of Jamaica (PIOJ) that is
looking at the issues of adolescent health and development including HIV, serves as a strong
platform for coordination of programming and communication with the ability to ensure
consistency of communicationnoguidance and to track delivery against accountability in each
sector and among international development partners.

Jamaica has strong basic data capture and monitoring systems and capacity for analysis and this
will make the disaggregation of data onahelscents relatively easy for Jamaica provided the
national coordinating team under the leadership of the PIOJ, is able to secure leadership
commitment across sectors to present further disaggregated data to allow closer monitoring of
coverage and progress adolescents.

A number of the indicators reviewed in the assessment (mental health, sexual violence, alcohol
use, pregnancy, HIV infection) pointed to the need for strengthening and sustaining of
comprehensive protection, care and support interventicanrsd programmes for adolescents.
Jamaica has strong capacity within civil society organizations and adolescents and youth networks
that will be instrumental in this regard provided they receive sustained quality support to play
clearly defined support role®d complement support and interventions provided by the public
sector and other partners.

The Global Fund (GRAT seeks to enhance support to strategic programme efforts for adolescent
results and the assessment provides an important basis for the recomatens to be put
forward for programming for support through the GFATM that could help address key bottlenecks
and thus accelerate impact.

Innovative waysto enhance adolescent participation

A

Given the high levels of school enrolment in Jamaica, theodppity to reach adolescents
through innovative approaches to learn, organize and drive social change is very strong. The
education sector has played a key role through the Family Life and Health Education Programme
in building relatively good levels ohéwledge on HIV among adolescents and will be a critical
force in driving and facilitating innovative learning and engagement through the school platform
including introducing opportunities for adolescents to link to and partner with health facilities and
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programmes as well as community based services to work as partners for change in the
community.

A The high level of access to and use of traditional méaigdio, TV and newspapeisighlights the
ongoing opportunity for outreach and engagement of adolessethrough this forum. The
stakeholder meeting discussed the opportunity for greater integration and usecafl media and
mobiletechnologyto complement the traditional media channels for engagement of adolescents.

A Community and family were highlightedpeatedly as a critical force for change and in moving
forward with actions to accelerate results, clear roles and innovative approaches need to be
defined to ensure that community and family are better supported, empowered and engaged to
act in supporf and to engage with adolescents.

Section5: Priority Actiorns

The first phase of the assessments aimed to ask 3 core questions to informdaptmanalysis that
will be undertaken in phase 2 of this assessment:

1) Who are the priority adolescemopulation to focus programme response?

2) What are the high impact HIMterventionsand crosssectoral opportunities to accelerate
results in adolescents?

3) Where are the priority locations to focus programmes interventions for maximum impact?

Based on thiseliminary phase and based on the HIV prevalence and behavioural data reviewed, the
priority adolescent populationd or Jamai ca’'s programme response

4) Sexually active adolescent girls and boys
5) Gay and bisexual adolescent boys

6) Transgender adolescents

7) Adolescents who sell sex.

8) Adolescents living with HIV

The second phase of the assessment will provide an opportunity to examine in more depth the
delivery of selected priority interventions to these priority groups of adolescents in strategically
selected geographic locations in order to identify bottlenecks limiting the impact of these
interventions among adolescents and therefore the acceleration towards the 2020 results in the ALL
IN framework (75% reduction in new HIV infections, 65% reduction in-r@l&8d deaths, and
elimination of stigma and discrimination). Theority interventions to be examined in this idepth

phase include:

1) HIV testing and counselling (HCT),

2) Anti-retroviral treatment (ART),

3) Condom use among sexually active adolescantbkey populations.
4) Community and family based psychosocial support

No subnational data were available on the indicators reviewed due to sampling limitations and
disaggregation in current data therefore selectiorpdbrity geographic locationsvill be made based
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on a further examination of adolescent ART coverage in PEDAIDS combined with examinatien of sub
national HTC coverage data in adults4Bbas a proxy indicator.
Improve access and qualitgf services and interventions by promotimgnovation, integrationof
services for adolescents and strengthening systems for delivering programmes for adolescents in
clinical settings, schools and communities
A As these actions are undertaken to cplete the adolescent assessmeffiiirther and immediate
action will be taken under the leadership of tRéOJ and the NFPB to:
A Addresscritical data gapsidentified particularly practices related to disaggregation of
data in exdting data systems, exclusion of adolescents-1@, and planning for collection
and reporting of sulmational data.
A SQupport enhanced and continuddnovative engagement of adolescents and youth
A Advocacyfor leadership action to address the weak and limiting elements within the
enabling environment
A Srengthenresource mobilizatiorto ensure continuity and high quality of cressctoral
collaboration and response for adolescents, particularlyadtvmunity and psychosocial
supportcomponent flagged as a weak underlying and urgent priority

Section6: Conclusions and Next Steps

Thedata reviewed in thigapid assessment idamaicahighlightedthe importance of a coordinated

and sustained muHsectoral response for adolescent HIV prevention, treatment and care. It
underscored the fact that the HIV outcomesen in the priority adolese#¢ populations outlined
above are inextricably linked to investments in adolescent health and developnifnts while
programme investments are made to accelerate the HIV resuits monitoring is strengthened to
capture progress towards the ALL IN targittss equally as urgent to ensure adequate investment,
clear mechanisms to ensure accountability and effective engagement of communities, families and
adolescents themselves in an overall strategy for adolescent health and development.

The PIO closecollaboration with the Ministry of Health and National Family Planning Badld
coordinate finalization of the first phase of the assessment ensuring identification and input of
available data to fill some of the gaps described. Following determinatipriarity geographic areas,

the PIOJ will lead the second phase of the ALL IN assessment to ensure conclusion in determination of
bottlenecks and corrective action to inform implementation support and resource mobilization.

Jamaica volunteered to condutttis assessment as a pilot country and in this capacity, Jamaica has
already provided opportunities for learning to other countries including Brazil and Haiti who were
represented inJamaicaduring the data review and validation. In addition to this, Jaaavill share

the preliminary findings from the assessment with a global audience to support replication and
acceleration of similar work by teams in other countri@amaica will also participate in additional
southto-south learning with Brazil, Haithd other countries in the region focusing on how to solve
common bottlenecks.
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Annex A: The Country Assessment Process

Phase 1: Phase 2. Phase 3:
Rapid Assessment Targeted In-Depth Analysis Planning
\ In-depth analysiz of priority
Meational Adel nt b, *
Pra r-::‘:ll'nI;:Cm::x?:nul s N interventions in most deprived > Evidence — informed planning
e ¥ v locations | ! |
-.I:.- J - \ g \ \
! ! 1
Mational multi-sectaral Survey, data abstraction & admin Existing planning & monitering
paficipatery review & validation recsrd systems (thematic / cross-sectoral)
Decision 1: Decision 2: . s .
L. . 3 " Decision 3: Priority
HIV Priority sefting N, Priority programme gaps B Actions
(Goal, impact & cutcome < (Enabling enviton, supply, g [Flans, resources & outputs)
results and targets) . demand and quality) 9 !
I B
Strategic apponunitied: Sederal [ eross-sectaral pregramme review, AIDS programme review, adeledcent pregramme raview efe and redource
mabilization activities (e.g GRATM, FEFFAR)
Key principle: odalescent and youth engagement at evary step

Source: UNICEF, 2015. Guidance Document for Strengthening Adolescent Component of National HIV Programme through cot
assessments [unpublished]

The country assessment isformed bythe HIV investment framewofk the & ! f { strdtegitl €
framework and the UNAIDS modelling for the fast track initiative to end AIDS by 2680will be
implemented in3 phasesat country level

1 Phase 1 Rapid assessment is theational adolescent programme context analysighichfocus
on validation of existing data oHIV andadolescent wellbeing and aims at defining priority
populations, programmes and geographic settings for attention to accelerate HIV results in
adolescents

1 Phase2: In-depth analyss of priority interventions at subnational levelsoffers an indepth
examination ofgaps and barrierdimiting the impact of priority programme interventions
identified in Phase 1t will focus on low performing interventions in limited@settingto enable
understanding of core supply, demand, quality and structural challenge

1 Phase3: Evidenceinformed planningwill harmonize decisions and outputs from phases 1 and 2
into multi-sectoral plans for adolescents and HIV, and facilieatBons to operationalize set
priorities.

7 Schwartlander, B. et al. 2011. Tawa an improved investment approach for an effective response to HIV/AIDS. Lancet, 3¢ 42031
8 UNICEF and UNAIDS, 2015. All In! to End Adolescent AIDS. Launch document

9UNAIDS, 2014. Fast tract initiative to end AIDS by 2030. Online Available UNBSIDS w
http://www.unaids.org/en/resources/documents/2014/JC2686 WAD2014report
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ANNEX B
TERMS OF REFERENEH. IN COUNTRY ASSESSMENT STEERING COMMITTEE
Background

ALL IN is a platform for global action and collaboration to inspire a social movement to drive
better results with and fomdolescents (1419) through critical changes in programmes and
policy.It aims to unite actor@cross sectors to accelerate reductions in Al€i&ted deaths

by 65% and new HIV infections among adolescents by 75% by 2020, and thus set the global
AIDS movement on track to end the AIDS epidemic among adolescents by 2030.

The platform is focused oniging forward four key action areas:

1. Engage, mobilize and support adolescents as leaders and agents of social change

2. Sharpen adolescent elements of national AIDS programmes through improving data
collection, analysis and utilizatioto drive programming ad results.

3. Foster innovationin approaches to improve reach to adolescents and increase impact of
prevention, treatment and care programmes;

4. Global, regional and countdevel advocacyo firmly position adolescent AIDS on the
agenda, to communicate needs

Jamaica has elected to pilot test the All In assessment tools and processes. The purpose of

the country assessments is to support Jamaica in defining priority actions to accelerate and

improve the quality of the national response to HIV among adolescéages 1419). The

specific objectives are to:

1. Assess the national HIV programme response for adolescents focusing on who, where and
what will make maximum impact on new HIV infections and Aélx$ed deaths;

2. Analyze key gaps and barriers towards effecticoverage of priority programme
interventions in priority locations; and

3. Inform the development of national plans to accelerate coverage of priority programmes
and improve data systems on adolescents

Purpose

The Ministry of Health with support from tHelanning Institute of Jamaica and the National

Family Planning Board is leading a collaborative process with key partner members who make

up the “AII Il n National Steering Committee”

These terms of reference prmle guidance on the operations and key tasks of the group.

Scope and Key Tasks of the Steering Committee

1 Provide technical advice on all phases of the Country Assessment through the review
of the All In Guidance Document along with the associated tmadsrecommended
methodologies being undertaken for full implementation of the process.
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1 Provide technical input for better application of tools responding to the realities of
the epidemic, systems limitations and availability of information

1 Facilitate acces to strategic information on adolescents from data collected by state
and civil society bodies

1 Provide technical input for the priority setting of key affected and vulnerable groups
and sub national priority locations based on evidence generated

1 Fostergreater networking between and among the government organizations, key
population groups and civil society organizations

1 Consult and generate consensus among relevant key partners in Government, Civil
Society and affected communities of adolescents faeament and validation of
data, analyses, priorities and strategies produced from the Country Assessment
process

1 Engagement of high level partners in key ministries, departments and agencies of
Government to keep them informed of the progress on the precasd results of
each phase of the Country Assessment

1 Appointment and monitoring of relevant sub committees for the efficient
completion of key tasks

1 Review and approve periodic reports at each phase of the Country Assessment

Key Outputs and timeling

1. Atthe end of Phase 1. a) Stakeholder validation meeting and report b) Rapid
Assessment report
2. Atthe end of Phase 2: a) Report of priority setting workshop b) Stakeholder
validation meeting and report c) Bottleneck analysis to pin point key gaps andgamo
prioritized populations and sub national locations 3) Phase 2 Process report
3. Atthe end of Phase 3: a) Mapping of relevant strategic plans and operational plan
for adolescent strategy b) Stakeholder validation meeting and report c) Phase 3
process reort
The Country Assessment process will take place between April and December 2015.
Activities to ensure inclusion in key strategic plans and processes will take place between
January and April 2016.

Structure, Membership & Operations

The Steering Comitteée recognizes the opportunity presented by the All In Country
Assessment Process for a strategic alliance of Government and civil Society with the
meaningful participation of adolescents.

1 Chair and Vicehair:
The Ministry of Health which has overalsponsibility for HIV related policies, plans and
treatment and care, is Chair of the National All In Steering Committee. The National Family
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Planning Board, which has national responsibility for HIV prevention and the fostering of an
enabling environmenis CeChair of the Committee. The Ministry of Health will provide
secretariat support for the Steering Committee.

The Planning Institute of Jamaica is recognized as a key strategic partner with responsibility
for high level engagement and linkage of ¥k In processes and products to key national
development activities, plans and processes across sectors and in activities aimed at
attracting and leveraging funds for the national HIV response.

1 Adolescent Participation:
A key component of this platform &lolescent participation. At least two adolescent
representatives will be invited/elected to sit on the National Steering Committee. An
adolescent and youth subommittee will be appointed with responsibility to ensure that all
aspects of the country asssment are shared and discussed. Recommendations from this
group will form part of the agenda of the steering committee and will be taken into account
when decisions are arrived at. Members from the adolescent and youth subcommittee will
be invited to rticipate in stakeholder workshops and validation meetings.

1 Membership:
The membership will include technical experts (in service delivery, programme
planning/implementation, policy development and monitoring and evaluation) from the
Ministries of HealthEducation, Justice, National Secuirty, Finance and Youth & Culture
along with the Planning Institute of Jamaica; agencies with responsibility for child
protection; key Civil Society Organizations (CSO) which serve and advocate with and for
adolescents ad youth: Adolescents and youth including those among key population
groups. The Global Fund Country Coordinating Mechanism (CCM), the United Nations
Childrens Fund, United Nations Population Fund, Pan American Health Organization and the
Joint UN Programe on HIV and AIDS (UNAIDS) will also appoint representatives.

1 Meetings and attendance:

a) The Committee will hold monthly meetings and emergency meetings as necessary.

b) The Steering Committee members are appointed for the duration of the Country
AssessmeniProcess

c) Each member is required to identify an alternate from within their organization/area,
to attend meetings in their absence.

d) The Steering Committee may formally request that a member organization replace its
representative if they (or their altera) have not participated in two consecutive
meetings without prior notice/reason.

e) Committee members are obligated to keep the hierarchy of their respective
organizations informed of the progress/challenges of the Country Assessment and
facilitate high l&el recommendations/decisions as necessary.

f) The Quorum-Chair or Cechair and at least on¢hird of the members in attendance.

g) The Committee will invite persons external to its membersigghe need arises.
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Annex CList of Demographic, HIV Epidemiologind Other Adolescent Indicators
included in Phase 1 of th@amaicaAssessment

Category
Demography

HIV
Epidemiology

Adolescent Key
Population

Indicator

Estimated population ( all ages)
Estimated population of women of reproductive ages- 49
Estimated population of adolescents (aged19)

10-14
15-19
10-14
15-19
General Pop.
15-24
10-14
1519
10-14
1519
Estimated number ofdolescent girls living with HIV All
10-14
1519
Estimated number of adolescent boys living with HIV All
10-14
1519

Estimated population of adolescegirls
Estimated population of adolescents
HIVPrevalencéNational /sub-national)

HIV prevalence (%) among adolescent girls

HIV prevalence (%) among adolescent boys

Percentage of adolescents (aged-109) living with HIV who were vertically

infected
Estimated number of adolescents (agedi® newly infected with HIV

Estimated number of adolescent boys (agedlBynewly infected with HIV
Estimated number of adolescent girls (aged1Bj newly infected with HIV
Estimated number of AlI@lated deaths among adolescents (aged1B)

Estimatednumber of AlDS$elated deaths among adolescent boys (aged 10

19)

Estimated number of AlI@lated deaths among adolescent girls (aged 10
19)

Estimated number of girls aged-19 years who sell sex Female
Population size estimate of adolescefit§-19)who inject Girls
drugs Boys

Estimated population of young men who have sex with men aget9]15
including bisexual boys
Population size estimate of adolescent transgenders

HIV prevalence amongjrls aged 189 years who sell sex Female

HIV prevalence amongung men who have sex with men aged1i%
including bisexual boy®ged 5 —19)

HIV prevalence among adolescent transgender agetidl &%)
Percentage of womemwho sell sex (aged 15+) reporting Female
use of a condom at last sex

Percentagef young men who have sex with men aged1®; including
bisexual boygaged15-19) using a condom at last sex
Percentage of adolescent transgend€t5-19) using a condom at last sex
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Statistical Institute of Jamaica,
Population estimates
Statistical Institute of Jamaica,
Population estimates
Statistical Institute of Jamaica,
Population estimates
Statistical Institute of Jamaica,
Population estimates 2014
Statistical Institute of Jamaica,
Population estimates 2014
Modelled HIV estimate

Modelled HIV estimates
Modelled HIV estimates

Modelled HIV estimates

Modelled HIV estimates

Modelled HIV estimates

Modelled HIV estimates
Modelled HIV estimates
Modelled HIV estimates
Modelled HIV estimates
Modelled HIV estimates

Modelled HIV estimates

Targeted surveys / programme
data

Targeted surveys / programme
data

Targeted surveys / programme
data
Modelled size estimates

Targeted surveys / programme
data

Targeted surveys / programme
data
Targeted surveys / programme
data
Targeted surveys / programme
data

Targeted surveysprogramme
data

Targeted surveys / programme
data
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Programme Outcoméndicators
Category Indicator

1. HIV Prevention, Testing and Care

HIV Testing Percentage o$exually active adolescents (aged-19) All
who were tested and received results in the last 12 mont Girls
Boys
ART Percentage of adolescents (aged19) living with HIV 10-14
receiving antiretroviratherapy for treatment 1519
PMTCT Percentage of pregnant adolescentsii%years living with HIV who receive
ARVs for PMTCT
Viral suppression Per cent age of ad tvingvatiec H\idns All
ART who areirologically suppressed (VL below 1000 Girls
copies) Boys

2. Combination HIV Prevention

Condoms Percentage of adol escents Girls
partners in the last 12 months who used a condom at las
sex Boys

Cash Transfer Percentage of the poorest househo{dsintiles 1 and 2)eceiving cash
transfers in the last 3 months

Post Exposure Percentage of eligible adolescent faystexposure Girls
Prophylaxis (PEP| prophylaxis (PEP) for HIV that used it within 72hours of
sexual violence Boys

3. Social and Programmatic Enablers

Comprehensive | Percentagef adolescen{10-19 years) whdave Girls 1014
Knowledge about| comprehensive knowledgef HIV Girls 1519
HIVEO Boys 1614
Boys 1519
Access to media = Percentage of adolescents-19 years who, at least once ¢ Girls

week, read a newspaper or magazine, listen to the raafio
watch television

Protective Laws = Availability of policy statement reducing age of condentserviceselow 18
years? (Y/N)

Decision making Percentag of adolescents 149 years that havéinal say in Girls
their health care

Boys

Boys
4. Crosssectoral Adolescent Programmes (Synergies)
4.1 Adolescent Sexual and Reproductive Health and other Health Issues
Sexually Proportion ofadolescents who have ever been told by a Girls
Transmitted health care worker that they have an STI.

: Boys

Infections (STI)

Boys
Adolescent Percentage of adolescent girls (18 years) who have had a live birth or whi

Pregnancy are pregnant with theifirst child (began child bearing)

Family planning | Percentage of women aged-I® years, who are sexually active, who have
their need for family planning satisfied with modern methods

Category Indicator

Maternal Health = Percentage of adolescents age-1% years with a live birth in the last 2 year:
who attendedANCduring their last pregnancy at least four times by any
provider
Percentage of live births to adolescent girls ages 15-19 attended by a skilled
health personnel (doctor, nurse, midwife or auxiliary midwife)

Iron Folate Prevalence of anaemia among pregnant women

Supplementation

Data Source

Population basedwsveys/
Programme data

Programme data

Programme data

Programme data

Population basedwsveys

Population based survey

Targeted surveys / programme
data

Population basedwsveys

Population basedwsveys

Administrative data

Population basedwsveys

Population basedwsveys

Population basedwsveys
Population basedwsveys

Data Source
Facility based or population
based srveys

Facility based or population
based srveys
Surveyd programme data

10 Comprehensive knowledge is defined as Comprehensive, correct knowledge about HIV@usldeiihed as correctly identifying the
two major ways of preventing the sexual transmission of HIV (using condoms and limiting sex to one faithful, uninfecte)] pgecting
the two most common local misconceptions about HIV transmission and kgdha a healthylooking person catransmit HIV.
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Tuberculosis Prevalence of tuberculosis (T/B) among adolescents (10 Girls Facility based survey / HMIS

19 years) Boys

Mental Health Percentage of students aged-13 who actually attempted 10-14 GSHS
suicide one or more times during the lastm®nths 1519

Use of Alcohol Percentage of students 185 who had ever had a drink of Girls GSHS
alcohol before age 14 Boys

4.2 Gender Based Violence
Child Marriage Percentage of women (aged -2@) who were married or in union by age 18, Population basedwsvey
Sexual Violence | Percentage of adolescents (aged11%) who have ever experienced sexual | Population based survey

violence,
Percentage ofdolescent girlsvho have ever experienced 10-14 Population based survey
sexual violence 1519

4.3 Social Protection

Social Transfers = Percentage of the poorest households receiving external economic suppc Surveys administrative data
the last 3 months

4.4 Education

Girls Education = Net secondary school attendance (disaggregated by boys and girls) Survey
Sexual & Percentage of students receiving&lth andFamily life Education EMIS
Reproductive

Education
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ANNEXD: Description of Key Sourcéssed for Phase 1 of the Jamaica All In Assessment

Reproductive Health Survey 200¢

Knowledge, Attitudes, Behaviour
& Practices Survey 2012

Jamaican Youth Risk & Resilienc
Behaviour Survey 2005

Global School Health Survey 201

Multiple Indicator Cluster Survey
2011

Social Survey of Living Condition:

2012

Jamaica 2011 Population Census

Jamaica Demographic Statistics,
2014

National Family
Planning Board
(NFPB)

Ministry of
Health (MOH)

MOH & United
States Agency
for International
Development
(USAID)
National Council
on Drug Abuse
(NCDA)

UNICEF

Planning
Institute of
Jamaica (PI10J)

Statistical
Institute of
Jamaica (STATIN
STATIN

HEALTH INFORMATION SYSTEMS

Monthly Clinical Summary Repori

Sentinel SurveillanceyStem

MOH

MOH

Populatiorbased national survey sampling 8200 femalesdat>
49 years, and 2500 males aged24 to examine reproductive
health status and needs to help with directing program
interventions. The survey cycle is between every 4 and 5 years,
since 1993.

Populatiortbased national survey series sampling 1800 persons
aged 1549 years, mainly to track the attitude and behaviour of tr
general public to the HIV/ AIDS epidemic and monitor the impac
HIV/AIDS interventions. Margin efror for the 2012 series was =5'
at 90% confidence level. Survey cycle is every 4 years since 20(
Subpopulatiorbased national suey sampling 3,003 adolescents
ages 1615 years, to determine their health status, nutritional
habits and lifestyle behaviour, and relate these to demographic ¢
sociaeconomic factors. Statistical power was 80% and margin e
2% at 95% confidence level.

Subpopulation based national survey sampling 2254 students
between grades 7 and 12 (or agesli®years), to provide data on
their health behaviours and protective factors, directlagvaluate
school and youth health programs and policies, and advocate fo
resources.

Populatiorrbased national survey series sampling 5032 women
ages 1549, and 1639 children ages 5 years and under, twbui
internationally comparable estimates of key indicators to assess
situation of children and women in the areas of health, educatior
child protection and HIV/AIDS and support the UNICEF country
programme. The series cycle is between every 5 and Gysiace
2000.

Populatiorbased and national panel survey of households. Annt
series, except 2011, since 1988 for data analysis at national,
regional and parish levaheasuring and tracking the living
standards and progress of the MDGs and Vision 2030 Jamaica.
Sample of 6579 households in 2012 with 2% margin of error at ¢
confidence level.

Popuation census. Series started 1844 and round is usually eve
10 years since 1960.

Series based on the 2011 Population Census, population statisti
between 2002 and 2013, and vital registration data systerends
reported in population size and structure, births, deaths, migratic
marriages, divorce, fertility and family planning. [Data from this
unpublished reference was abstracted].

Compiledquarterly from standalone databases of routine
monitoring of services to users of health centres. Includes activit
for child and adolescent health, e.g., nutrition supplements for iri
deficiency and PMTCT therapy to ANC clients

Database for routine monitoring of services to users of ANC and
clinics, including HIV sero prevalence surveys
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HIV/AIDS Tracking System (HAT NHP/ MOH

Surveys of Place Patrons, Place NFPB; UWI;
Workers, and Men Who Have Se; USAID
With Men (MSM), 2011

Jamaica Paediatric, Prenatal and MOH
Adolescent HIV AIDS Programme

(JaPPAIDS)

Database of newly diagnosed HIV/ AIDS case files by contact
investigators and NHP surllahce officers. Inputs from reports of
private/ public health services and surveillance officer visits to
places including hospices and death registries. Quarterly reports
Sub population based national survey of male ages 15+ years w
selfidentify as MSM, female sex worker aged 15+ years and
workers and patrons aged 16+ ysat places of sex work.
Database for routine monitoring of clinlased national
programme of combination HIV/ AIDS prevention, treatment anc
care for mothers, children and yth. Data series compiled since
2000 on items including PMTCT rates
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ANNEX E
Questionnaire For Assessing The Enabling Environment For The National HIV/AIDS
Response For Adolescents
Jamaica

Background information
Name of Country
Name of focal point for correspondence related to
this questionnaire
Organization
E-mail contact
Telephone
Date questionnaire was completed and validated

Name of stakeholder(s) that | Organization/Institution/Ministry Title
participated in the
completion and validation
of the responses

Instructions for completion

This questionnaire is to be completed by key national stakeholders representing relevant
ministries and departments of government; donors, UN agencies, NGOs, CBOs, academia,
adolescents and youth groups, and people living with HIV. The questionnaire assesses eight
thematic areas of an enabling environment — national situation analysis, national policies or
strategies or plan of action, coordination mechanisms, consultative processes, legislation,
adolescent and youth participation, resource allocation and mobilization, and monitoring and
evaluation. The questionnaire can either be completed individually or in groups representing
key constituencies in the national HIV/AIDS programming landscape. It could be completed
prior to the national assessment meeting or during the meeting. If during the meeting, a
facilitator will guide the group through the questions, seeking consensus among respondents
as to the appropriate responses. If completed individually, a meeting will need to be held
with all relevant partners to get consensus on the final rating scores for all questions.

The responses to questions are either ‘Yes’; Yes, all’; ‘Yes, some’; or ‘No”. For conditional
questions, if the answer is ‘Yes’ or ‘Yes, all’ or ‘Yes, some’ to the first question, then move
on to next question. If the answer to the first conditional question is ‘No’, then all others that
follow and dependent on it will be ‘No”, hence will score zero as that activity or process
hasn’t taken place. At the end of each section, respondents are asked to rate the overall
level of effort done in the particular area on a scale of O to 3.

Each rating should be accompanied by comments to provide more information to further
clarify the responses.

An average score for each of the eight thematic areas will be calculated and compared to
the final overall rating. The scores for each thematic area will be presented in the form of a
dashboard (traffic light colours), i.e. GREEN = 9-10 (excellent); =6-8 (substantial
progress); BROWN=3-5 (little progress); RED=0-2 (no or poor progress). The overall rating
guestion under each theme will also be presented in a dashboard.
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A. National Situation Analysis

No | Question item Yes OR Yes, No=0 | Don’t | Comments
Yes, all=2 | some= Know
1

1 | Isthere a nationally agreed definition of adolescents in
the country? 2 1 0 DK

2 | Has a national situation analysis of HIV/AIDS among
adolescents been conducted in the country? 2 1 0 DK

3 | If so, did it include estimates of the numbers of
adolescents living with HIV, number of new infections
and AIDS-related deaths among adolescents, their

geographic distribution, and reasons for their risks and 2 1 0 DK
vulnerabilities?
4 | Did this study produce an inventory or mapping of
organizations and community groups involved with
HIV/AIDS among adolescents, including with their 2 1 0 DK

roles?

5 | Were findings from the study shared with all

stakeholders and disseminated to inform the national
HIV response for adolescent (programme planning, 2 1 0 DK
implementation and resource allocation)?

6 | Regardless of the answers to the other questions, how
would you rate the quality of the national situation
assessment of HIV among adolescents in the country?

(O=has not been done; 1=poor; 2=fair; 3=excellent)
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Policies, Strategies or National Plan of Action

No. | Question Item Yes OR Yes, No=0 | Don’t | Comments
Yes, some=1 Know
all=2

1 Does the country have a national policy or strategy or
plan of action that either focuses exclusively on 2 1 0 DK
addressing HIV/AIDS among adolescents or integrated
into other national policies/strategies or plan of action?

2 If it exists, does the national policy/strategy or plan of 2 1 0
action include specific priority interventions for
adolescents, with geographic focus, measurable targets, DK
timelines, roles and responsibilities, and a budget?

3 Does the national policy/strategy or plan of action on the 2 1 0
national HIV/AIDS response specify the age of consent
for accessing HIV services or other sexual and DK
reproductive health (SRH) services for adolescents?

4 Is the age of consent for accessing HIV testing below 18 2 1 0
years? DK
5 Is there a national policy or strategy for providing 2 1 0
adolescent friendly HIV, SRH services in different
settings, e.g. at health facilities, schools or community DK

outreach activities?

6 Regardless of the answers to other questions, how
effective area the policies/strategies in creating a
supportive environment for effective programming for
HIV/AIDS among adolescents?

(0=no policy; 1=not effective; 2=fair; 3=very effective)
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B. Coordination mechanism

No. | Question Item Yes OR Yes, No=0 | Don’t | Comments
Yes, all=2 | some=1 Know

1 Does the country have a designated government Ministry,
Department, Council, or Secretariat to coordinate the 2 1 0 DK
national HIV response for adolescents specifically, or for
HIV/AIDS in general?

2 Does this body have statutory authority? 2 1 0 DK
3 Does this body have representation of all key government
line ministries (e.g. Health, Education, Youth, Gender, > 1 0 DK

National AIDS Council, Gender, Social Protection)?

4 Does this body have representation of all non-government
stakeholders (e.g. UN, donors, NGOs, CBOs, people living
with HIV, adolescents and youth, academia, traditional 2 1 0 DK
authorities, private sector)

5 Does this body organize regular meetings to review
common goals, to share ideas, and plan the national
HIV/AIDS response? (‘regularly’ is defined as on a monthly 2 1 0 DK
or on a quarterly basis)

6 Regardless of the answers to other questions, how effective
would you rate the government coordination mechanisms?

(0O=no coordination; 1=poor; 2=fair 3=excellent)
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C. Consultative processes

No. | Question Item Yes OR Yes, No=0 | Don’t Comments
Yes, all=2 | some=1 Know
1 Is there a national multi-sectoral structure (e.g. technical
working group) that considers technical issues on HIV/AIDS
among adolescents or adolescent SRH issues in general? 2 1 0 DK

2 Does the group include all key government line ministries
(e.g. Health, Education, Youth, National AIDS Council,
Gender, Social Protection)?

3 Does the group include representatives from all major non-
government stakeholders (e.g. UN, donors, NGOs, CBOs,
people living with HIV, adolescents and youth, academia, 2 1 0 DK
traditional authorities, private sector)?

4 Does this group meet regularly to review common goals and
share ideas, plan, budget and assign responsibilities across
all key stakeholders involved in the national HIV/AIDS

response among adolescents? (‘regularly’ is defined as on 2 1 0 DK
a monthly or on a quarterly basis)

5 In the last 2-3 years, has the country held a national
consultative meeting of stakeholders to formally discuss the 2 1 0 DK

situation of adolescents and HIV/AIDS?

6 Regardless of the answers to other questions, how actively
are stakeholders involved in consultative processes of HIV
related issues among adolescents or adolescents SRH in
general?

(0O=no consultation; 1=most do not attend; 2=fair
participation; 3=highly consultative)
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D. Legislation

No

Question Item

Yes,
OR

Yes,
all=2

Yes,
som
e=1

No

Don’t
Know

Comments

Has the country conducted a review of all laws, regulations or policies that
present obstacles to effectively provide HIV prevention, care and treatment
services or SRH services for adolescents in general or adolescent key
populations?

DK

If so, has the country mapped out the laws, regulations or policies that need
amendments to adequately respond to and protect adolescents or other
populations infected and affected by HIV/AIDS?

DK

Were findings from the review shared with all stakeholders and disseminated
to inform the national HIV response for adolescent (programme planning,
implementation and resource allocation)?

DK

Has the country enacted legislation or laws that protect people, including
adolescents infected or affected by HIV/AIDS, from all forms of violence,
abuse, stigma and discrimination?

DK

Is there a mechanism to record, document and address cases of HIV/AIDS
related violence, abuse, stigma and discrimination experienced by adolescents
or people living with HIV e.g. special counselling centres, ombudsman, special
courts, legal support or aid for victims, performance benchmarks for
compliance with legislation?

DK
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6 Regardless of the answers to other questions, how you rate the extent to which
adolescents and people infected or affected by HIV/AIDS are protected by
legislation or laws in the country?

(0=no legislation; 1=poor; 2=fair; 3=fully protected)

E. Adolescent participation

No. | Question Item Yes OR
Yes, all=2

Yes,
some=1

No

0

Don’t
Know

Comments

1 Is there an adolescent and youth body or group that
champions their involvement and participation in key decision-
making processes of the national HIV/AIDS response in
particular, or for adolescent SRH in general?

DK

2 Do adolescents and youth participate in the national and sub-
national decision-making structures (e.g. working groups or
committees at national and district level) to plan and support
implementation of programmes on HIV/AIDS or SRH in
general?

DK

3 Are adolescents and youth involved in HIV/AIDS and SRH

service delivery (e.g. social or behaviour change, prevention,
treatment and care services) in any setting as peer educators, 2
peer counselors, youth advisory groups or others?

DK

4 Is life skills based HIV or SRH education taught in both public
and private primary and secondary schools in the country? 2

DK

5 Does the country have a strategy on life skills HIV or SRH
education for out-of-school adolescents and youth? 2

DK
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6 Regardless of the answers to other questions, how would you
rate the current level of adolescent and youth participation in
the HIV/AIDS-related decision-making spaces or programmes
in your country?

(0O=no participation; 1=poor participation; 2=fair participation;
3=fully participate)
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F. Resource allocation and mobilization

No. | Question Item Yes OR Yes, No=0 | Don’t Comments
Yes, all=2 | some= Know

1 Have resources been allocated for the implementation of the
national policy/strategy or plan of action for HIV/AIDS in 2 1 0 DK
general (both by government and development partners)?

2 Has the government and other partners allocated funding for 2 1 0
adolescent HIV specific programmes, or for adolescent SRH

in general? DK

3 Do sectoral strategies (e.g. for Education, Health, etc) have 2 1 0
a specific HIV/AIDS budget, including for adolescent specific

activities? DK

4 Is there a fundraising strategy to mobilize resources from 2 1 0
other sources (both external or internal) for adolescent
specific HIV/AIDS or SRH programmes or for HIV/AIDS in DK
general?

5 Does the fund raising strategy include mobilizing funding 2 1 0
from the private sector? DK

6 Regardless of the answers to other questions, how would
you rate the adequacy of financial resources to support the
national response for HIV/AIDS among adolescents in your
country?

(O=no resources; 1=very limited; 2=fair amount;
3=adequate)
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G. Monitoring and Evaluation

No. | Question Item Yes OR Yes, No=0 | Don’t | Comments
Yes, all=2 | some=1 Know

1 Does the country have a single entity or Ministry to
coordinate and conduct M&E activities on HIV and
adolescents in particular or adolescents in general, including
a central national up to date database of selected indicators?

2 Is there a national costed M&E framework on adolescents
and HIV or adolescent SRH including HIV/AIDS, with well-
defined priority indicators with baselines and targets,
reporting structure, timelines, and data use and
dissemination strategy?

3 Do all partners (government and non-government) use the
same M&E framework for tracking progress on the national
HIV response for adolescents?

4 Does the country publish a national progress report on key
adolescent HIV related indicators annually? 2 1 0 DK

5 Are data on key HIV related adolescent indicators discussed
and shared with all stakeholders at national and sub-
national levels for decision-making?

6 Regardless of answers to other questions, are M&E findings
on HIV and adolescents commonly used in policy formulation
and programme planning?

(0=No M&E; 1=data not used; 2=fairly used; 3=fully used)
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