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1.0 Vision and Goal Statement  

The primary goal of the PEPFAR Caribbean Regional Program (CRP) is to support the 

governments of Jamaica and Trinidad and Tobago to achieve HIV epidemic control. Our vision 

has global best practices and policies as a foundation, with the use of data to drive 

programming decisions, while working with host government to improve the strategic 

information on which we based our activities. 

 

In Jamaica, we are aligning our efforts with the National Strategic Plan on HIV which seeks to 

reach the UNAIDS 90-90-90 target by 2025, en route to reaching 95-95-95 by 2030. Our 

technical assistance will continue to drive advances in the 3rd pillar while also fomenting 

ambitious gains in the 1st and 2nd pillars. In Trinidad and Tobago, which is making swift 

progress towards achieving 95-95-95 in the 2nd and 3rd pillars, we will increase focus on the first 

pillar where progress has only been incremental. 

 

Regionwide, in ROP22 we seek to diversify case finding, looking at multiple modalities that will 

provide the highest yields. We also seek to increase linkage to person-focused care and 

treatment services, while improving continuity of treatment to ensure viral load suppression and 

maintenance. Our programming will strengthen partnerships across all sectors, including public, 

private, and civil society organizations, while also building capacity that will allow for long-term 

sustainability. Our efforts to fight stigma and discrimination will contribute to an enabling 

environment, while prevention efforts help to decrease the number of new infections in Jamaica 

and Trinidad and Tobago. 

 

Looking at the gaps in our cascade, we have outlined priority areas that all partners are working 

to address. Limited access to self-testing and gaps in index testing have affected case-finding 

results. This has had a ripple effect on the cascade in terms of initiating new patients on 

treatment. We are also seeing that competing priorities are affecting the health care behaviors 

of both males and females, further impacting continuity and suppression. 

 

We have proposed interventions to address the gaps across the spectrum from prevention to 

viral load suppression. These include scaling up PrEP implementation in priority spaces; 

enhanced case finding with a strategic mix of testing modalities; the use of quality improvement 

(QI) to strengthen linkage to services; support for the increased quantification of never linked 

clients through the private sector as a PEPFAR specific strategy, along with welcoming back 

persons to care; optimization of antiretroviral therapy (ART) by supporting the governments of 

Jamaica and Trinidad & Tobago to lead dolutegravir-based (TLD) transition within facilities; and 

scaling up differentiated & person-centered services, among other interventions. 

 

Further, in ROP22, we will continue many of the interventions used to mitigate the effects of the 

COVID-19 pandemic on our programming and people living with HIV (PLHIV), particularly where 

these interventions have shown success in meeting our core challenges. We will continue 

mentoring for health care workers (HCWs) for quality care of aging PLHIV and infection 

prevention and control (IPC) training via the learning management system, as well as expanding 

telemedicine activities, digital health interventions, and continuous quality improvement (CQI). 

Likewise, differentiated drug deliveries, community care services, socioeconomic support, 
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retention navigator outreach support, digitization of data collection tools, and adaptations for 

entry to care support will remain vital aspects of our program even as the COVID-19 situation 

improves in our region. 

 

Active program and partner management will remain a cornerstone of our program as we focus 

on CQI and people-centered design. We will continue regular engagement with all stakeholders 

including partner governments, community representatives, civil society organizations, and 

multilateral donor partners to ensure that our program can effectively and sustainably reach our 

goals. 



 

Jamaica 

Trinidad & Tobago 

Gen 15+: 0.7% 

MSM: 26.6% 

10,432 PLHIV 

Gen 15+: 1.4% 

FSW: 2% 

MSM: 29.8% 

TG: 51% 

32,000 PLHIV 

2.0 Epidemic, Response, and Program Context  

2.1 Summary statistics, disease burden and country profile 

 

HIV prevalence in the Caribbean Region is estimated to be 1.1% of the adult population (UNAIDS, 

2020). Of the 5.2 million people in the PEPFAR-supported countries, approximately 43,000 are 

HIV positive (Figure 2.1.1). HIV prevalence in the general population was estimated to be 0.7% 

in Trinidad and 1.4% in Jamaica (2020). Jamaica has the greatest burden, representing 74% of 

PLHIV between the two focus countries. 

Figure 2.1.1 HIV Prevalence and Burden in Countries Supported by the PEPFAR CRP in 

ROP22 
 

Source: UNAIDS Country Factsheets (2020) 

 

At the heart of the epidemic across the region is pervasive stigma and discrimination (S&D), which 

remains a barrier to accessing prevention, care, and treatment services for all PLHIV and 

particularly key populations (KPs) living with HIV (KPLHIV). Other socio-cultural realities impede 

epidemic control, including gender inequities, gender-based violence, multiple concurrent 

partnerships, and intergenerational sex. In addition, there are other factors such as social norms 

influenced by religion; imbedded cultural attitudes, and practices of sexual expression that affect 

access to care by high-risk and KP groups. In some parts in the region, high levels of poverty, 

unemployment, and under-employment, especially among youth and women, impact vulnerability 
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to HIV. These factors contribute to the marginalization of KPs, often driving them ñundergroundò 

and making it harder to reach them with HIV interventions and services. 

Nevertheless, new HIV infections are estimated to have declined by 28% between 2000-2020, 

and AIDS-related deaths have declined by 51% over the same period (UNAIDS 2021). Sexual 

intercourse remains the predominant mode of transmission in the region. 

Figure 2.1.2 Distribution of New HIV Infection by Population Group, Caribbean 2020 

 

Source : UNAIDS Data, 2021 

 

Clients of sex workers and sex partners of all key populations accounted for 31% of new 

infections, while men who have sex with men (MSM) represented 21% of new infections in the 

Caribbean in 2020. Efforts to reach men and boys, particularly MSM, are constrained by health 

services insufficiently tailored to their needs, limited community-based services, and S&D. In 

total, KPs and their sexual partners represented 68% of new infections in the region (Figure 2.1.2). 

KP-specific data are limited but suggest lower proportions of MSM and female sex workers 

(FSWs) receive treatment and achieve viral suppression. 

Numbers of newly infected individuals per annum are estimated to be 1,400 in Jamaica and less 

than 200 in Trinidad and Tobago (UNAIDS 2020). 

Figure 2.1.3 UNAIDS 95-95-95 Cascade in Jamaica and Trinidad & Tobago 
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The proportion of PLHIV diagnosed and aware of their HIV status is estimated to be 86% in 

Jamaica (Revised 2020 Spectrum estimates) and 77% in Trinidad and Tobago (2020 Spectrum 

estimates) (Figure 2.1.3). There is a need to strengthen case finding in Trinidad and Tobago. 

Even though both countries have adopted Treat All, Jamaica remains challenged with early 

linkage and retention in care resulting in sub-optimal ART coverage of 51% while in Trinidad 

and Tobago 94% of those diagnosed are on ART. 

 

Jamaica - National statistics, disease burden and country profile 
 
 

HIV prevalence among the general population in Jamaica is 1.4%. The epidemic is concentrated 

in certain key populations, namely men who have sex with men, with a prevalence of 29.8%; and 

women of trans experience, with a prevalence rate of 51% (Table 2.1.4). HIV prevalence among 

female sex workers (FSW) is similar to the general population prevalence at 2.0%. The incidence 

to mortality ratio is 1.63 (Figure 2.1.5). 



 

Table 2.1.4 Epidemiological Data ï Jamaica (2021) 
 
 

 
Total 

<15 15-24 25+ 
Source,  Year  

Female Male Female Male Female Male 

 N % N % N % N % N % N % N %  

 

Total Population 

 
2,734,092 

 
100 

280, 

846 

 
10 

289 

,99 

2 

 
11 

237, 

163 

 
9 

245, 

911 

 
9 

863, 

974 

32 816, 

206 

30  
STATIN 2019 

HIV Prevalence 

(%) 

 
1.4% 

            
UNAIDS, 2020 

AIDS Deaths 

(per year) 
<1,000 

             
UNAIDS, 2020 

# PLHIV 32,000              UNAIDS, 2020 

Incidence Rate (Yr)  0.84             UNAIDS, 2020 

New Infections (Yr) 1400              UNAIDS, 2020 

 

Annual births 

 

32,031 
             MOHW MCSR, 

2021 

% of Pregnant 

Women with at 

least one ANC visit 

 
25,955 

 
81% 

            MOWH PMTCT 

Programme 

Data 2021 

 
Pregnant women 

needing ARVs 

 
384 

             MOHW PMTCT 

Programme 

Data 2021 

 

Notified TB cases 

(Yr) 

 

 
34 

             MOHW 

National 

Surveillance 

Unit 2021 

TB/HIV Co- 

infection (per year) 
18 30% 

            
WHO 2020 

Estimated 

Population Size of 

MSM* 

 
42,375 

              
IBBS 2018 

MSM HIV 

Prevalence 
12,543 

29.8 

% 

            
IBBS 2018 

Estimated 

Population Size of 

FSW 

 
18,700 

              
IBBS 2017 

FSW HIV 

Prevalence 
370 2% 

            
IBBS 2017 

Estimated Total 

Transgender 

Population 

 
3,841 

              
IBBS 2018 

Transgender 

prevalence 
1958 51% 

            
IBBS 2018 
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Figure 2.1.5 Trend of New Infections and Deaths among HIV Population in Jamaica 
 

 
A total of 618 individuals were diagnosed with HIV in 2020 (Figure 2.1.6) with an equal 

distribution of males and females. The majority, 87%, of cases were classified as HIV, 

compared to 7% classified as AIDS. Additionally, 6% of cases were classified at death. The 

parishes of St. Catherine, St. Ann, St. James, Westmoreland, and Kingston & St. Andrew 

represent a combined 69% of newly reported cases for 2020. 

Overall, there has been a downward trend in the number of cases diagnosed since 2012, as 

well as reduction in late diagnoses. It is important to acknowledge the impact of the COVID-19 

pandemic with respect to HIV diagnosis. PAHO has noted that there is evidence that since the 

onset of the pandemic, the number of people being tested for HIV in both the Caribbean and 

Latin America has dropped sharply. As a result, eight Caribbean and Latin American nations ï 

Dominican Republic, Guatemala, Guyana, Haiti, Honduras, Jamaica, Peru, and Saint Lucia ï 

reported about 4,000 fewer diagnoses of HIV in the first six months of 2020 compared to the 

same period in 2019. This view was endorsed by Jamaicaôs Ministry of Health and Wellness 

(MOHW) who noted that there was a decrease in the reporting for all but 1 parish for 2020. 

Figure 2.1.6 Number of Cases Reported by Disease State 

 

Source: MOHW Jamaica 2021 
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The 2020 UNAIDS Spectrum estimates indicate a PLHIV population of 32,000. At the end of 

December 2021, 27,427 PLHIV were estimated to have been diagnosed; 14,030 were on ART; 

and 10,904 of those on ART (78%) were virally suppressed. Using the estimate of 32,000 total 

PLHIV, progress against the 95-95-95 targets is: 86-51-78 (Figure 2.1.7). 

Figure 2.1.7 Jamaica National HIV Cascade 2017 - 2021 
 

 
In quantifying the gaps in the cascade based on the estimated 32,000 PLHIV, there are 4,571 

PLHIV who are undiagnosed and approximately 13,399 PLHIV diagnosed but not on ART. Of the 

14,030 individuals on ART, 3,126 are not virally suppressed. There remain significant gaps in 

ART coverage and viral suppression. 

All partners will work assiduously to resolve these gaps and to ensure that strategies and 

resources are aligned to serve the populations and groups most in need. Decreasing the number 

of diagnosed but not on ART is a critical first step in improving the full clinical cascade. Closing 

this ART coverage gap of 13,399 individuals will require tailored approaches to find, initiate and 

retain these PLHIV on ART. 
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Table 2.1.8 95-95-95 cascade: HIV diagnosis, treatment, and viral suppressionï Jamaica 

(2021) 
 

 
Epidemiologic Data 

 

HIV  Treatment and Viral 

Suppression 

HIV Testing and Linkage 

to ART Within the Last 

Year 

 Total 

Populati 

on Size 

Estimate 

(#) 

HIV  

Prevalen 

ce 

(%) 

Estimat 

ed 

Total 

PLHIV  

(#) 

 
PLHIV  

diagnos 

ed (#) 

 
On 

ART 

(#)* 

 
ART 

Covera 

ge (%)  

 
Viral 

Suppressi 

on (%) 

Teste 

d for 

HIV 

(#) 

Diagno 

sed HIV 

Positive 

(#) 

Initiate 

d on 

ART 

(#) 

Total 

population 
2,734,092 1.2% 32,617 27,605 

14,03 

0 
43% 

10,904 

(33%) 
50,048 793 678 

Population 

<15 years 
570,838 

 
647 

 
158 58% 82 (30%) 

   

Males 15-19 117,073 
 

202 
 

81 10% 50 (6%) 
   

Males 20-29 256,618 
 

3139 
 

768 14% 569 (10%) 
   

Males 30-39 207,187 
 

6419 
 

1154 15% 883 (12%) 
   

Males 40+ 481,239 
 

10854 
 

4200 43% 3340 (34%) 
   

Females 15- 

19 
112,045 

 
203 

 
142 25% 87 (15%) 

   

Females 20- 

29 
249,513 

 
1468 

 
972 30% 661 (21%) 

   

Females 30- 

39 
219,564 

 
2941 

 
1816 38% 1374 (28%) 

   

Females 40+ 520,015 
 

6744 
 

4728 69% 3853 (56%) 
   

           

MSM 42,375 29.6% 12,543 
 

735 6% 622 (5%) 6570 173 77 

FSW 18,696 2% 542  102 19% 81 (15%) 7900 37 3 

TWG 3,841 51% 1,958  36 2% 32 (2%) 298 12 1 

Source: MOHW 2021 - *On ART Total > than disaggregate due to unknown age 

 

 

 

Trinidad and Tobago - National statistics, disease burden and country profile 

 

In Trinidad and Tobago, the HIV epidemic is both generalized and concentrated, as HIV 

prevalence is 1.1% in the adult population but as high as 26.6% among MSM, according to the 

results of a 2013 bio behavioral survey (BBS) conducted by the Ministry of Health and supported 

by PEPFAR (Table 2.1.9). 
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Table 2.1.9 Epidemiological Data ï Trinidad (2020) 
 

  
Total 

<15 15-24 25+ 
Source,  

Year  
F M F M F M 

N % N % N % N % N % N % N % 

Total 

Population 

1,367,5 

57 

  
138233 

  
143323 

  
108644 

  
110305 

  
434538 

  
432514 

 Central 

Statistical 

Office (2021) 

HIV 

Prevalence (%) 

 0. 

7 

            UNAIDS, 

(2020) 

AIDS Deaths 

(2017) 

 
88 

  
0 

    
2 

  
3 

  
34 

  
49 

 HACUHIV 

Surveillance 

Report 2017 

# PLHIV (2018) 11,897              MOH, 2018 

Incidence Rate 

(2017) 

 0. 

12 

            UNAIDS, 

(2020) 

                

New Infections 

(2017) 

 
524 

             HACUHIV 

Surveillance 

Report 2017 

Pregnant 

women 

needing ARVs 

 
<119 

             
UNAIDS, 

(2020) 

Notified TB 

cases (Yr) 
217 

             
WHO, 2017 

% of TB cases 

that are HIV 

infected 

 
100% 

              
WHO, 2017 

MSM HIV 

Prevalence 

 2 

6. 

6 

            UNAIDS 

Factsheet TT 

2020 
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Table 2.1.10 95-95-95 cascade: HIV diagnosis, treatment, and viral suppression (Trinidad & 

Tobago) 
 

 
Epidemiologic Data 

 
HIV  Treatment and Viral Suppression 

HIV Testing and 

Linkage to ART Within 

the Last Year 

  
Total 

Populatio 

n Size 

Estimate 

 
(#) 

 
 

 
HIV  Prev 

(%) 

 
Estimat 

ed 

Total 

PLHIV  

 
(#) 

 

 
PLHIV  

diagno 

sed 

(#)**  

 
 

 
On ART 

(#) 

 
 
 

ART 

Coverage 

(%) 

 
 
 

Viral  

Suppressi 

on (%)  

 
 

Teste 

d for 

HIV  

 
(#) 

Diag 

nose 

d 

HIV  

Posi 

tive 

 
Initia 

ted 

on 

ART 

 
(#) 

        (#)  

Total population 1,367,557 1.1% 10,432 7,704 7,268 70% 
6,756 

(93%) 
1198 524 270 

Population <15 years 281,556  263  21 8%     

 
Men >15 years 

 
542,819 

 4,867   
3,683 

 
76% 

    

Women >15 years 543,182  5,302  3,534 67%     

**Retained in care is used as a proxy for PLHIV diagnosed 

 

 
Figure 2.1.11 Trend of New Infections and Deaths among HIV Population in Trinidad and 

Tobago 
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According to the UNAIDs data (2021), the incidence mortality ratio for Trinidad is 0.39. Since 

2002, the number of new infections continues to decrease. Data showed a decrease in the 

number of HIV-related deaths between 2012 and 2015, after which the numbers of HIV-reported 

deaths remained relatively unchanged (Figure 2.1.11). In 2012, new infections trended below 

HIV deaths and continued to decrease, remaining below the number of deaths, indicating that 

Trinidad and Tobago has achieved epidemic control and is making significant progress toward 

the UNAIDS 95-95-95 goal. 

Figure 2.1.12 Trinidad and Tobago National HIV Cascade 2017 - 2020 
 

 
Source: MOHTT 

 

 

The Trinidad and Tobago national treatment cascade (2020) indicate a PLHIV population of 

10,432 (Figure 2.1.12). At the end of December 2021, some 7,704 PLHIV were estimated to have 

been diagnosed; 7,268 were on ART; and of those on ART, 93% were virally suppressed. Using 

the estimate of 10,432 total PLHIV, progress against the 95-95-95 targets was 74-94-93. Trinidad 

and Tobago has nearly attained the 95% goal in the 2nd and 3rd pillar with 94% on treatment and 

93% of the virally suppressed. PEPFAR has supported this achievement through interventions to 

improve adherence and increase retention in care, as well as the implementation of quality 

improvement initiatives aimed at strengthening the delivery of care at two of the largest treatment 

facilities. 
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16,000 

14,000 

12,000 

10,000 

8,000 

6,000 

4,000 

2,000 

0 

# of people on ART 
supported Nationally 

# of people on ART 

supported by PEPFAR 

2016 2017 2018 2019 2020 2021 

Caribbean Regional Program Context 
 
 
 

Jamaica 
 

Figure 2.1.13 Updated National and PEPFAR trend for Individuals Currently on Treatment 
 

 

Over the period 2016 ï 2021 there has been a general upward trend in the number of people on 

ART; a similar trend is noted in both those supported by PEPFAR and supported nationally 

(Figure 2.1.13). The decline noted in 2019 both nationally and in PEPFAR supported sites is 

likely due to the refinement of the MOHW definition of numbers of people on ART. 

Figure 2.1.14 Updated Trend of New Infections and All-Cause Mortality Among PLHIV - 

Jamaica 
 

 
Source: UNAIDS DATA 2021 

 

For Jamaica over the past 15 years there has been a reduction in new infections and all-cause 

mortality. This is in keeping with the general direction to achieving epidemic control. 
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Figure 2.1.15 Assessment of ART Program Growth in FY 21: Jamaica 
 

 
Source: Panorama: Clinical Cascade, Single OU dossier. Single OU, Overall Cascade 

 

HTS_TST_POS accounted for 22% of TX_NEW (842) reported in FY21, with an overall negative 

NET_NEW of 1113. 

Figure 2.1.16 Quarterly Trends of Clients with Interruptions in Treatment from ART, FY21 

Jamaica 

 

 

 
Source: Panorama - Treatment - Single OU - Interruptions in treatment (IIT) chapter - IIT Trends page 

 

The vast majority of clients who experienced an interruption in treatment occurred at greater 

than three months. 
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Figure 2.1.17 Net change in HIV treatment by sex and age bands 2020 Q4 to 2021 Q4 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Between FY 20 and FY21 there has been a negative net change in HIV treatment for all age and 

sex bands except for females 44-49 (5%) and 50+(6%) and males 50+ (2%). The largest negative 

growth was amongst the 20-24 age cohort, both males and females, at 13% & 12% respectively. 

 

 
Trinidad and Tobago 

 
Figure 2.1.18 Updated National and PEPFAR trend for Individuals currently on Treatment in Trinidad and 

Tobago 

 
 

Nationally, between 2017-2019, there was an upward trend in the people on ART with a slight 

decrease in 2020. For PEPFAR supported sites, the upward trend started in 2018, but a slight 

downward trend was also seen in 2020. The decline noted in 2019 both nationally and in 

PEPFAR supported sites is likely due to the refinement of the MOHW definition of numbers on 

ART. 
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Fig 2.1.19 Updated Trend of New Infections and All-Cause Mortality Among PLHIV in 

Trinidad and Tobago 
 

 
Source: UNAIDS DATA 2021 

 

In examining the 20-year trends of new infection and All-cause mortality for Trinidad and 

Tobago, the UNAIDS Data (2020) shows a general decline in the number of new infections and 

All-cause mortality among the HIV population since 2005. While Trinidad has achieved and are 

sustaining their epidemic control, they are continuing to make progress towards the UNAIDS 95- 

95-95 goals. 

Figure 2.1.20 Assessment of ART Program Growth in FY 21: Trinidad & Tobago 
 

 
Panorama: Clinical Cascade, Single OU dossier. Single OU, Overall Cascade 

 
Approximately 5% of TX_NEW (364) is attributed to HTS_TST_POS. Trinidad had a positive net 

new of 112 in FY21. 
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Figure 2.1.21 Quarterly Trends of Clients with Interruptions in Treatment from ART, FY21 

Trinidad and Tobago 
 

 

Source: Panorama - Treatment - Single OU - Interruptions in treatment (IIT) chapter - IIT Trends page 
 

Most of the cases with interruption in treatment continue to occur among patients on treatment 

greater than 3 months. 

Figure 2.1.22 Net Change in HIV Treatment by Sex and Age Bands 2020 Q4 to 2021 Q4 ï Trinidad & 

Tobago 

 
 

For Trinidad, there has been a negative net change in HIV treatment for all age and sex bands 

below 40 years between FY 20 and FY21. Generally, larger negative growth was shown amongst 

females than males. Females in the 45-49 year and 50+ age bands had positive growth in 

treatment number by 11% each. 

2000 

Treatment Growth, FY20Q4 - FY21Q4 
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2.2 New Activities and Areas of Focus for ROP22, Including Focus on Client ART 

Continuity 

 
Jamaica 

Cross-cutting: For ROP22, in addition to continuing case finding strategies and the ROP21 

focus of retention strategies to improve TX_CURR (outlined in section 4), the Caribbean 

Regional Program will aim to strengthen support to improve an enabling environment and 

human rights, and reduce stigma and discrimination with the introduction of new partners and 

activities. This additional support will complement and improve S&D in both the non- 

governmental organization (NGO) spaces as well as with the public officials, facilities, and 

personnel. The additional details of these activities are highlighted in section 2.7 Stigma and 

Discrimination. 

Prevention & Case finding: A strategic and effective mix of case finding strategies will be used 

to find the undiagnosed, prioritizing at-risk groups. This includes index testing, self-testing, 

social networking strategy, technical assistance for provider-initiated testing and counselling, 

and targeted outreach testing to include mobile testing. PrEP to reduce new infections among 

high-risk individuals will also be implemented at four NGO PEPFAR sites in Jamaica in ROP21, 

with a goal of accelerating scale up of PrEP services to public facilities island-wide. 

Retention: Throughout ROP 21, the OU noticed that similar numbers of persons lost each 

quarter returned in the subsequent quarters. In ROP22, more information will be garnered on 

the Cycle of Interruption & Return to ART/Care, with continued enhancements to the patient 

retention & recovery protocol. PEPFAR will continue to offer access to care in all settings- 

public, community, and private, so that patients can access services best suited to their 

schedule and needs. 

Planned telehealth activities will also be implemented in Jamaica on a phased basis during 

ROP22 to help facilitate ART continuity and retention of patients. In addition, there is also a plan 

for increased direct service delivery through the implementation of a digital health intervention to 

improve patient engagement in care and expand case management. 

 
 

Trinidad & Tobago 

In Trinidad and Tobago, the burden of HIV among MSM was last estimated at 26.6%, per a 

2013 bio behavioral survey conducted by the Ministry of Health and supported by PEPFAR. A 

more recent population size estimate (PSE) is crucial to epidemic projections in monitoring 

coverage and planning of prevention, treatment and care programs. As performing a new BBS 

would be costly, it is more feasible to obtain updated data on MSM through a PSE at this time 

until funding for a full BBS can be secured. A multiplier method PSE will be supported in ROP 

22 to update existing data on key populations estimates and assist in targeted case finding 

interventions. 

Additional details of these projected new activities and those to be scaled up are highlighted in 

Section 2.7. 
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2.3 Investment Profile 

 

The Government of Jamaica continues to take on more of the financing for the national HIV 

response. In ROP22, the Government of Jamaica is expected to provide the largest amount of 

funding from a single source, with PEPFAR and Global Fund as contributing 

donors. Investment Profile information is unavailable for Trinidad and Tobago. 
 

Table 2.3.1 Investment Profile Jamaica, 2022 
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Table 2.3.2 Investment Profile for HIV Commodities Jamaica, 2022 

 

 
Table 2.3.3 Annual USG Non-PEPFAR Funded Investment and Integration 

 

 
Funding Source 

Total USG 
Non-PEPFAR 

Resources 

Non-PEPFAR 
Resources 

Co-Funding 
PEPFAR IMs 

 
# Co- 

Funded IMs 

PEPFAR COP 
Co-Funding 
Contribution 

 
Objectives 

 
 

CDC (Global Health 
Security) 

 
 

 
$1,692,733 

 
 

 
$1,378,000 

 
 

 
3 

 
 

 
$1,919,032 

Strengthening 
emergency response, 
communicable disease 
surveillance & 
detection, field 
epidemiology training 
and COVID-19 
vaccinations 

     Addresses urgent 
    needs GOJ COVID 
    response and 
    accelerate equitable 
    access to and delivery 

USAID Global 
Health Americal 
Relief Plan and 
Global VAX 

 

$6,200,000 

 

$300,000 

 

1 

of COVID-19 
vaccinations. Reduce 
morbidity and mortality 
from COVID-19, 
mitigate transmission, 

    and strengthen health 
    systems, including to 
    prevent, detect, and 
    respond to pandemic 

    threats 

Total $7,892,733 $1,678,00 4 $1,919,032  

Note: FY2022. The majority is COVID-related for urgent and emergency needs. 
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2.4 National Sustainability Profile Update 

 

Sustainability is a critical element of PEPFARôs approach to reaching and maintaining epidemic 

control, to ensure that the gains made over the past years are not lost. To this end, it is vital 

that all stakeholders dedicate time, energy, and resources toward program sustainability. 

In the region, governments continue to play an active role in increasing their investments in the 

health system, and for HIV programming in particular, to offset declining donor funding. In 

2021, the Government of Jamaica contributed the largest amount of funding of any source 

towards HIV programming. Jamaica completed a sustainability analysis using the PEPFAR 

Sustainability Index Dashboard (SID) tool in 2019. With a focus on increasing domestic funding 

for HIV/AIDS programs, health accounts activities were also conducted. In Jamaica, a National 

AIDS Spending Assessment 2015ï2017 was conducted in 2018 to provide the country with 

data to support decisions that ensure value for money and efficient and effective allocation of 

limited resources. This analysis is typically conducted every two years, though no assessment 

was conducted in 2020 due to the COVID-19 pandemic. Trinidad and Tobagoôs most recent 

SID was 2016, with an update planned for the next round. 

In May and June 2019, Jamaica conducted a review of the Legal and Regulatory Framework for 

Social Contracting with progress made towards social contracting in subsequent years. These 

activities are critical as donors transition out of the Caribbean region, and for the sustainability of 

the HIV response. 

In ROP22, the Caribbean Regional Program will provide bilateral support to Jamaica and 

Trinidad and Tobago. Resource mobilization will continue for the engagement of CSOs in 

Jamaica as partners, in decision-making, service delivery and service delivery monitoring. This 

is essential in an effective national HIV response. Access for KPs and PLHIV to services 

provided by CSOs with funding from the national budget will be a priority for PEPFAR in 

discussions with both Ministries of Health. 
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2.5 Alignment of PEPFAR investments geographically to disease burden 

 

Based on the number of estimated PLHIV, proposed investments in Jamaica and Trinidad and 

Tobago represent the total USG/PEPFAR program budget for ROP 22. PEPFAR will continue 

to align resources with the higher burden country, Jamaica, while also taking into consideration 

other factors such as program results, the potential for success and impact, economic stability, 

sustainability assessments, host government investments, other donor funding, and country 

health regulatory frameworks. Investments in both Jamaica and Trinidad focus on site and 

systems-level activities that will ensure sustainability. 

Despite an overall funding decrease of $6.2 million for the regional program (from $23.1 in ROP 

21 to $17.9 in ROP 22), investments in Jamaica represents 87% ($15.7 million) of the budget 

and is allocated to support the national program to achieve epidemic control. Investment of the 

remaining budget is allocated to Trinidad and Tobago, 11 % ($2 million), with PEPFAR also 

providing interventions throughout the Caribbean via support to PANCAP, 1% ($193,880). 

Figure 2.5.1 ï HIV Coverage in Jamaica 
 

The largest proportion of PLHIV diagnosed, on ART and virally suppressed are from KSA, St. 

Catherine and St. James. Major urban areas are in these parishes and account for 50% of 

Jamaicaôs population. Of the seventeen PEPFAR supported sites, nine are in these parishes. 
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2.6 Stakeholder Engagement 

 

The Caribbean Regional Program team actively engages external stakeholders, including 

representatives of partner governments, CSOs, and multilateral organizations. The PEPFAR 

Coordination Office (PCO) is the designated point of contact for ongoing interagency 

engagement. The PCO coordinates communications and meetings and provides opportunities 

for civil society and other partners to actively engage with the program. In addition, PEPFAR 

agencies engage closely with respective implementing partners to ensure optimal program 

results. Engagement opportunities include the following: 

 
1. ROP planning meetings: Host governments, CSOs, and other partners are invited to 

participate in consultations for the regional program as well as in discussions for each 

respective country. During these meetings, PEPFARôs programming focus is shared and 

recommendations for PEPFAR-supported activities are solicited. Selected stakeholders 

representing partner governments and NGOs are also included at ROP meetings to formulate 

an inclusive strategy document. 

 
2. Quarterly POART reporting: PEPFAR shares quarterly reports with external partners 

and engages them through conference calls or in-person meetings under the PEPFAR 

Oversight and Accountability Review Team (POART) umbrella. Program results, feedback 

from the Office of the Global AIDS Coordinator (S/GAC), and program updates are reviewed, 

allowing for discussions on best practices and strategies to overcome shared challenges. 

 
3. Technical meetings: Where appropriate, PEPFAR employs technical working groups to 

engage civil society and other partners in consultations aimed at gathering inputs specific to 

the technical direction and geographic focus of the overall program, as well as use the 

engagement as a forum for training and knowledge sharing. PEPFAR supports the national 

response in Jamaica with participation in the Annual National HIV Reviews and annual 

programmatic reviews. PEPFAR is also represented on National technical working groups in 

Monitoring and Evaluation, Prevention, Case Finding and Care and Treatment led by the 

Ministry of Health and Wellness in Jamaica. 

 
4. Multilateral partner meetings: PEPFAR advocates for and supports the attendance of 

local partners, including CSO representatives, at higher level meetings whether coordinated 

or funded by multilateral partners or PEPFAR, including UNAIDS, the Global Fund, or the 

Coordinating Country Mechanism (CCM). In the region, PEPFAR liaises closely with 

multilateral partners to ensure an efficient division of responsibilities and agreement on 

strategic priorities. 

 
5. Regional and other partner meetings: PEPFAR collaborates with regional partners like 

UNAIDS, the Pan-Caribbean Partnership Against HIV/AIDS (PANCAP), and PAHO in the 

development, implementation, and reporting of the HIV activities and learning programs. 
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6. Community-Led Monitoring: The PEPFAR Caribbean Regional program will work with 

the CSOs in Jamaica and Trinidad and Tobago to independently monitor and highlight 

quality of service within facilities at all service-access points in treatment sites. This will 

provide information on barriers, develop workable solutions, and identify enablers to access. 

The Community-Led Monitoring activity will be offered to qualifying CSOs through the Small 

Grants program. 

 
 
 

2.7 Stigma and Discrimination 

 

The Caribbean region continues to experience stigma and discrimination as a barrier to 

accessing prevention, care, and treatment services. 

In Trinidad and Tobago, establishing key population estimates in ROP22, as mentioned in 

section 2.2, is a critical step in ascertaining accurate treatment care and support services 

needed to these vulnerable populations. In addition, PEPFAR will support assessment of 

barriers and empower and sensitize health care workers, public and government officials on 

provision of care in safe and stigma free spaces for all PLHIV at both government and non- 

governmental facilities. 

In Jamaica, the Stigma Index 2.0 survey was conducted in 2019 and reported in 2020. 

Recommendations made were as follows: 

Å The government should develop policies and pass laws to protect PLHIV and members 

of key populations, and it should redefine policies that harm those people. 

Å Health care facilities should train their staff on how best to care for PLHIV and members 

of key populations, including treating their PLHIV clients as complete people not defined 

by a behavior or diagnosis and understanding the range of sexual orientations and 

gender identities they might encounter. 

Å Civil society organizations should advocate to governments on behalf of PLHIV and 

other key populations and educate government officials on how best to serve these 

populations. 

Å Civil society organizations and the government should educate PLHIV on their rights, 

including sexual and reproductive rights. These campaigns should use clear, simple 

language and emphasize the resources available to PLHIV. 

Å Civil society organizations should coordinate and provide formal and informal support 

structures for their members. 

While improvements in the public sector facilities have been made, and there are KP friendly 

private and CSO spaces, there is still much that can be done to reduce factors contributing to 

the marginalization of PLHIV and members of key population groups. 
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Jamaica lacks an antidiscrimination legislation. Under the Jamaican Constitution, the Charter of 

Fundamental Rights & Freedoms guarantees equality before the law and equitable and humane 

treatment by a public authority. However, there are no specific provisions for discrimination 

based on health status, sexual orientation or gender identity. There is also currently no 

independent national human rights institution. However, the Public Defender (Interim) Act allows 

for the investigation of rights infringements and maladministration by public authorities. 

In Jamaica there are a number of comprehensive initiatives to address stigma and 

discrimination including: 

1. The Ministry of Health and Wellness, through the National Family Planning Board (NFPB), 

re-established its Legal and Policy Review Committee (LPRC) to provide legal and policy 

expertise towards the achievement of strategic outcome 4 of the National Strategic Plan on 

HIV 2020-2025. This is intended to ñPromote respect for the human rights of all persons in 

relation to HIV and AIDS issues in community, policy, legislation and programs.ò The 

LPRCôs work is intended, among other outcomes, to bolster efforts to eliminate HIV-related 

stigma and discrimination. 

 
2. Non-Government Organizations (NGOs) developed a model anti-discrimination legislation 

that was presented to legislators for adoption, in 2020, this document is still doing the 

rounds in parliament, as at April 2022. The initiative formed a part of the Joint Civil Society 

Advocacy Plan and included NGOs outside of the national HIV response. 

 
 

3.  The Jamaica Partnership to Eliminate All Forms of HIV-Related Stigma and 

Discrimination, which commenced work in 2020, is focused on eliminating HIV related 

stigma and discrimination in healthcare, education, workplace, communities, and justice 

settings. The Partnership is a part of the global initiative being spearheaded by UNAIDS, 

UNDP, UN Women, the Global Fund, and the Global Network of People Living with HIV 

(GNP+) to harness the combined power of governments, civil society and the United 

Nations, to consign HIV-related stigma and discrimination to history. Civil society and host 

government representatives actively participate in the partnership. 

 

3. Human rights violations perpetrated against people living with HIV and key and vulnerable 

populations are monitored by Jamaicans for Justice, Equality for All Foundation, Jamaican 

Network of Seropositives (JN+), Transwave Jamaica and Jamaica AIDS Support for Life. 

Documentation of these incidents are inputted and/or channeled through the Shared 

Incidents Database (SIDney) and Jamaica Antidiscrimination and Reporting System (JADS) 

which are managed by the Caribbean Vulnerable Communities Coalition (CVC) and JN+, 

respectively. 

PEPFAR intends to improve enabling environment and human rights (EEHR) in Jamaica by 

supporting the national program to scale up efforts in ROP22 to reduce stigma and 

discrimination for all PLHIV in Jamaica. PEPFAR will support activities towards achievement of 

the targets set forth in the Global AIDS strategy and the commitments expressed in the 2021 

political declaration. These will focus on the progress toward advancement of equity, reduction 
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of stigma and discrimination, and promotion of human rights to improve HIV prevention and 

treatment outcomes for key populations, adolescent girls and young women, and other 

vulnerable groups. 

Specific support for Jamaica will be through UNAIDS and the MOHW-NFPB. PEPFARôs 

support will be towards: 

Å Increased engagement with regional political leaders and increasing advocacy and 

negotiation capacity among community led organizations. 

Å Revise national policies for schools and the workplace to enable persons access to 

services free from stigma and discrimination. The most recent review and update of 

these policies are both of which were last revised in 2010. Since then, there has been 

significant advancement in recommendations and guides for HIV in workplace and 

schools. In order to support and promote improvement in human rights for our PLHIV the 

process to revise the policies will commence in ROP22 with sensitization sessions, 

revision of key changes required and focus groups on recommendations and updates. 

Å Scale up of access to justice and community led peer support mechanisms which 

includes: 

o Train the trainers of key duty bearers on human rights principles. Key personnel 

across key governmental agencies including Ministry of Justice, Department of 

Correctional Services, Ministry of Education and Youth, Tax Administration of 

Jamaica and other governmental organizations will be trained as trainers to 

ensure capacity within the organizations are built and supportive supervision in 

built within these governmental agencies to improve their service to all PLHIV 

while serving them with dignity and respect as all citizens should receive. 

o Identification of health and human rights violations affecting PLHIV. 

Å Increase capacity of civil society organizations to monitor, evaluate and report on anti- 

discrimination related interventions 

Å Produce and disseminate new evidence and analysis of the HIV epidemic and its 

response in relation to the societal environment of the most marginalized communities 
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3.0 Geographic and Population Prioritization 
 

Geographic Prioritization 
 

The PEPFAR investments in the CRP focus primarily on Jamaica, which has the larger HIV 

burden (32,000 PLHIV), the higher number of new infections per year (approximately 1,400), 

and the lower treatment coverage rate (44%) when compared to Trinidad and Tobago. PEPFAR 

will support programming across the four regions in Jamaica and focus on the two largest 

treatment sites in Trinidad and Tobago. 

Selected PEPFAR priority parishes of Kingston and St. Andrew, St. Catherine and St. James, 

Manchester, Trelawny, Westmoreland, Clarendon and Hanover are in high burden geographic 

areas that experience high patient volume. Site-level successes in these locations have a direct 

influence on the governmentôs ability to establish the requisite policies, practices, and financial 

investments necessary to reach the UNAIDS 95-95-95 targets by 2030. In ROP 22, PEPFARôs 

support for the continued roll out of the private sector network of doctors, pharmacies and 

laboratories across the island will help to retain clients on treatment. 

As of December 2021, PEPFAR supported sites serve 98% of the PLHIV in the Western Region 

(3142/3208), 83% of the PLHIV in North East Region (1335/1614), 81% of PLHIV in the South 

East Region (5668/7038) and 76% of PLHIV in the Southern Region (1384/1826). This allows 

PEPFAR to continue to support 84% of the total PLHIV in care in Jamaica in all the facilities 

supported. 

Care and Treatment support in Trinidad and Tobago is focused in two of Trinidadôs five regional 

health authorities (RHA) including the largest NGO treatment facility in the North West Regional 

Health Authority (NWRHA) and the largest government treatment facility in South West 

Regional Health Authority (SWRHA). There is also support at the community level to improve 

case finding strategies implemented with additional support in ROP22 of expanding support to 

integrative services to facilitate prevention, testing, care and treatment in single facilities and 

thereby reduce the challenges with linkage from testing to treatment sites. 

Population Prioritization 
 

ROP22 prioritizes the populations most at risk in both Jamaica and Trinidad and Tobago 

through support to governments, CSOs and the private sector. PEPFARôs role is to strengthen 

HIV prevention, care, and treatment services, to all PLHIV, including targeted support for key 

populations (KP) specifically men-who-have-sex-with-men (MSM). 

Currently, PEPFAR supported sites in Trinidad and Tobago account for 83% of all PLHIV linked 

to care on the twin islands. With sparse data to delineate the gaps and priority populations, 

PEPFAR will support a key population estimate while continuing to scale up case finding and 

retention strategies in Trinidad and Tobago. Having a more recent PSE will provide updated 

data for high-risk groups that are frequently stigmatized and hard to reach. This will facilitate a 

more targeted approach to case finding and retention strategies among MSMs. As Trinidad and 

Tobago progresses towards the achievement of the UNAIDS 95-95-95 goals, there will be 
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continuing efforts to increase focus on case finding, linkage and retention across all ages and 

genders until PSE data becomes available to streamline a more targeted approach. 

Figure 3.2 Jamaica New Diagnosis Data, 2020- Stage at Diagnosis 
 

Stage at Diagnosis Total Males Females 

HIV 538 (87%) 270 (87%) 268 (88%) 

AIDS 43 (7%) 21 (7%) 22 (7%) 

DEATH 37 (6%) 21 (7%) 16 (5%) 

TOTAL DIAGNOSIS 618 312 306 
Source: MOHW Jamaica 

 

The 2020 National Data from Jamaica suggests that newly diagnosed cases are equally 

distributed among the sexes with 7% being diagnosed with Advanced HIV disease and 6% 

diagnosed at death (Figure 3.2). Program data shows that the ART coverage gap is more 

significant among males, who account for 60% of the estimated PLHIV but only 45% of ART 

patients. Achieving epidemic control in the Caribbean will require tailored services to reach 

underserved population such as youth, men, and MSM and their partners (including women). 

Surveillance data indicates that 20% of people diagnosed with HIV (mostly women) reported no 

obvious HIV risk factors (Figueroa et al, 2020). Around half of the women over 40 years of age 

diagnosed with HIV in Jamaica are diagnosed at later stages of HIV infection. 

Despite overall progress, disproportionately low investments by national governments in 

interventions that address KP needs and reduce S&D limits the impact of national HIV 

responses. Legislation and cultural norms either exacerbated or failed to reduce S&D. This 

limited access and uptake of key HIV services among KP resulted in many remaining 

ñundergroundò or ñhidden,ò and unwilling to disclose their same-sex sexual activity to their 

clinical service providers. 

Available data indicate that approximately 34% of MSM have had a sexual relationship with a 

woman in the last year (2022 UNAIDS Investment Case), and about 53% of them identify as 

bisexual or heterosexuals and are therefore extremely hard to reach. Furthermore, males are 

less frequent users of public health services and are less likely than females to receive HIV- 

related education, information, or testing as part of a wellness or other health visits. For these 

reasons, community-level support and engagement, and active work within and among the 

social and sexual networks of men and young men is critical to reaching men and especially 

MSM and ensuring their access to prevention, care, and treatment services, as these may 

represent the majority of undiagnosed PLHIV. 

Per initial data provided by the Ministry of Health and Wellness, in 2020, there were a total of 

618 persons newly diagnosed with HIV; of that 8% were self-disclosed MSM and 16% were 

youth 15-24 (across all populations) with a larger percentage being female. 

Figure 3.3 Jamaica New Diagnosis Data, 2020- by age and sex 
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Source: MOHW Jamaica 

 

Based on evidence of higher HIV rates and risky behavior between younger men, the host 

government has also seen a need for an increased focus on male youths, and also adolescent 

and young females. PEPFAR CRPôs overall approach will intensify its case finding focus on 

these most at risk populations. 

Also of priority is the area where most of the programmatic gap exists in reaching 95-95-95. 

The MOHW reports through Global Fund 2020 progress report that 85 % of people diagnosed in 

2019 were linked to care. However, the proportion of PLHIV remaining on ART 12 months after 

initiation is around 80 % and declines further after two years of commencement of therapy 

(Burrows et al 2020). This indicates that despite recent improvements in the initial linkage, low 

levels of retention on ART remain the most significant weakness in the response. As of 

December 2021, 13,399 patients were diagnosed but not on ART. Of the 13,399 clients who 

are diagnosed but not on ART, 8,737(65%) are never linked, 3,893 (29%) have interruption in 

treatment and 53 (0.4%) are linked but not on ART. Of all those who were never linked, the 

majority (57%) were males. PEPFAR supports 84% of the treatment care and support arm of 

the Jamaica national HIV response, 50% of case finding activities and 18% of MSM prevention 

targets. MOHW provides prevention, treatment, and psychosocial support for pediatric, 

adolescent, and adult populations. Government sites address all steps in program support and 

system-level interventions, including prevention, case finding, linkage, ART optimization and 

treatment continuity, and has the greatest capacity for advanced AIDS management through 

primary and secondary care. 

Table 3.4 Current Status of ART Saturation 
 

 
Prioritization Area 

Total PLHIV/% of 
all PLHIV for 
ROP22 

# Current 
on ART 
(FY21) 

# of SNU 
COP21ROP21 
(FY22) 

 
# of SNU ROP22 (FY23) 

Scale-up Saturation ï Trinidad & Tobago 10,432/78% 6431 8617 8,157 

Scale-up Aggressive - Jamaica 32,000/56% 11586 15014 18,051 
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4.0 Client-Centered Program Activities for Epidemic 
Control  

 

The diagrams below (Figure 4.0.1-4.0.4) present an overview of the gaps across the clinical 

cascade, as well as key strategies to overcome them for Jamaica and Trinidad and Tobago. 

Figure 4.0.1 Overview of 95/95/95 Cascade, Jamaica FY21 
 

Source: Panorama - Clinical Cascade- Single OU dossier - Overall cascade 

Figure 4.0.2 Jamaica ROP 22 Gaps Strategies and Key Interventions 










































































