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Introduction 
Since 2003, the U.S. Government’s Presidents Emergency Plan for AIDS Relief (PEPFAR) and 
the Global Fund to Fight AIDS, Tuberculosis and Malaria (the Global Fund) have been the 
primary sources of HIV financing in low- and middle-income countries. In 2017, these donors 
contributed 48 percent of the funding for Jamaica’s national HIV response, as indicated in the 
National AIDS Spending Assessment 2015-2017. In collaboration with the Government of 
Jamaica, Jamaican civil society organizations (CSOs) have been critical partners in 
implementing programs funded by these international funding sources. However, with a 28 
percent decline in the Global Fund’s contribution between 2015 and 2017 (National AIDS 
Spending Assessment), Jamaica must consider how it will continue to support its National 
HIV/AIDS Program in the context of declining donor contributions.  

According to the Joint United Nations Programme on HIV/AIDS (UNAIDS), the number of 
deaths per year among people living with HIV decreased by 29 percent between 2008 and 2017 
as more people living with HIV began accessing antiretroviral therapy. However, reduction of 
new infections is still a challenge and raises concerns with the number of new infections per year 
stagnating around 2,400 for the same period. Key populations continue to be disproportionally 
affected by the epidemic with HIV prevalence estimated at 29 percent for men who have sex 
with men and 51 percent for and transgender women in 2018 (UNAIDS, 2020).  

In addition to HIV treatment access, the Government of  Jamaica must intensify its efforts by 
allocating additional domestic resources to ensure access to HIV testing and prevention. Social 
contracting with CSOs has been put forth as an option to sustain the country’s HIV 
interventions. CSOs can more effectively reach key and vulnerable populations with services 
such as HIV prevention, education, care, and support. By providing direct funding to CSOs, the 
Government of Jamaica will ensure the gains made in the HIV response will be maintained 
while accelerating progress in reducing new infections and to achieve epidemic control.  

Jamaica is not alone in facing these challenges. Globally, countries are grappling with how to 
sustain CSO-provided HIV services considering declining external funds. Social contracting—
mechanisms through which public funds flow directly to CSOs for specific services—has 
emerged as an essential strategy to ensure sustainability of services for key and vulnerable 
populations (Open Society Foundations et al., 2017). To establish a system of social contracting, 
governments must ensure that a range of enabling legal and regulatory factors are in place and 
establish appropriate financing and purchasing mechanisms that provide for predictable, 
effective means of paying CSOs for their services.  

In partnership with the Global Fund’s Jamaica Country Coordinating Mechanism and the U.S. 
Agency for International Development (USAID)/Jamaica, Health Policy Plus (HP+) conducted a 
costing analysis between May and July 2019 to determine the resources needed to deliver 
critical HIV services via CSOs. This study aimed to provide a framework from which CSOs and 
the government can develop a common understanding of CSO-led HIV service delivery and 
HIV-related program costs. The findings of this analysis are an important first step in 
developing budget parameters for CSO-led HIV services and programs. Specifically, HP+ set out 
to: 
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• Assess the current costs CSOs incur (in 2018 prices) when providing HIV/AIDS-related 
services 

• Understand the cost structure and drivers of CSO-provided HIV interventions 

• Understand how this cost information should be interpreted from a contracting and 
purchasing perspective 

Current Role and Financing of CSOs in Jamaica’s HIV Response 
As Jamaica prepares to transition from Global Fund financing in three years, social contracting 
is seen as a viable option to sustain the gains of the country’s HIV response. CSOs have been 
major stakeholders in partnership with the Government of Jamaica in reaching key populations 
such as men who have sex with men, female sex workers, and transgender persons for HIV 
prevention, treatment, care, and support services.  

National AIDS spending data for 2015-2017 shows that under the current relationship as 
subrecipients and sub-subrecipients, CSOs spend twice as much on prevention services, 
compared to the Government of Jamaica. This strengthens the rationale for social contracting as 
a means of sustaining the HIV response in Jamaica. 

Challenges Financing Jamaica’s National HIV Response 
The Jamaican health system is financed using a Beveridge-based model, wherein the 
Government of Jamaica makes discretionary allocation decisions to the health system via the 
consolidated fund.1 The health system is financed from a combination of domestic (public and 
private) and international sources. The expenditure breakdown according to the 2016 National 
Health Accounts data is shown in Table 1.  

Table 1. National Health Financing Indicators 2016/17 

Financing Indicator Percentage  

Total health spending as share of gross domestic product 6 

Government health expenditure as share of total health expenditure 69 

Private health expenditure as share of total health expenditure 31 

Out-of-pocket expenditure as share of total health expenditure 16 

External donor support as share of total health expenditure 2 

Private health insurance as share of total health expenditure 13 

  

While donor funding accounts for just two percent of the country’s total health expenditure, the 
National HIV/AIDS Program continues to rely heavily on support from international 
development partners (see Figure 1). The Government of Jamaica supports an average of 33 
percent of the National HIV/AIDS Program’s total expenditure and the Global Fund averages 

 
1 The Beveridge-based model refers to a government general tax-funded healthcare system named after 
the designer of the British National Health Service. 



Understanding the Costs of CSO-Delivered HIV Prevention and Support Services in Jamaica 

3 

approximately 24 percent. As the Government of Jamaica faces the challenge of maintaining the 
gains made in the program as international donor support declines, it is critical to maintain 
successful and diversified service delivery channels. 

Figure 1. Jamaica National HIV/AIDS Program Expenditure by Source, 2013/14 to 2016/17  
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Financing the response domestically is sustainable, if the National HIV/AIDS Program remains 
a priority for the government. However, despite modest increases in domestic HIV funding over 
the past 10 years, international development partners continue provide more than 50 percent of 
the National HIV/AIDS Program’s resources, as seen in Figure 2. 

Figure 2. Jamaica’s National HIV Program Expenditure by Funding Source, 2011–2017  
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Source: National AIDS Spending Assessment 2015-2017 

The Critical Role of CSOs in Sustaining Epidemic Control in Jamaica  
One of the key challenges Jamaica faces is deciding how to allocate its limited domestic funding 
to HIV prevention services, especially for key populations and services delivered through the 
community health system (Technical Evaluation Reference, 2013). This lack of prioritization 
exists despite the role that CSOs play in Jamaica’s HIV response in providing services at the 
community level to improve accessibility, availability, and acceptability of critical services. 
Jamaica’s Revised National HIV Policy 2017 (first draft) recommends that the Ministry of 
Health and Wellness (MOHW) seek partnerships with CSOs to assist them in providing services 
to people living with HIV and key populations without compromising quality or increasing risk 
to clients and patients. These community-based mechanisms are critical for increasing demand 
for and use of HIV treatment and prevention programs.  

Jamaica’s National HIV/AIDS Program is guided by the National Integrated Strategic Plan for 
Sexual and Reproductive Health & HIV 2014-2019, which breaks down the national response 
into the following components:  

• Prevention 

• Treatment, care, and support 

• Enabling environment 

• Empowerment and governance 

Prevention interventions include the provision of HIV testing and counseling, linkage to care, 
community-based outreach activities (which include risk reduction conversations), and referrals 
to health and social services. Social service activities include income-generation programs, skills 
training, and life skills building. CSOs have access to key and vulnerable populations and are 
heavily invested in the peer approach to identifying new cases and at-risk groups. CSOs 
supplement the Government of Jamaica’s work by offering services outside of the health system, 
as well as working in government health centers alongside the healthcare teams, which 
contributes to retention in care, adherence, and treatment access.  

The national treatment program is not focused only on clinical care upon diagnosis, but also on 
related services such as the provision of psychosocial support through HIV testing and 
counseling, adherence counselors, social workers, psychologists, and contact investigators. All 
CSOs engaged in this analysis offer HIV testing and counseling support and other non-clinical 
care services, such as treatment literacy trainings, peer navigation, and lost-to-follow-up 
tracking services.  

The enabling environment component seeks to protect fundamental human rights and empower 
the Jamaican people, including vulnerable populations, to make healthy choices that promote 
gender equality. CSOs’ work under this component includes anti-stigma, anti-discrimination, 
and advocacy interventions as well as legislative and policy reform. 
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Methodology 

Summary 
Pre-consultation study design. The study team identified 28 Jamaican CSOs that had 
consistently contributed to the National HIV/AIDS Program over the last five years. Based on 
expert opinions from representatives of CSOs and the MOHW, further inclusion criteria were 
assessed to cover scale and scope of service. This resulted in a reduction to 11 CSOs for inclusion 
in the costing exercise. The service areas included in this study are prevention, treatment, care, 
and support. 

Individual consultations. HP+ met with the 11 selected CSOs and one government agency to 
familiarize the stakeholders with the templates for data collection and the data that would be 
collected. These consultations guided the consultants in determining which activities needed to 
be costed and provided clarifications to stakeholders if needed. 

Consultation workshops with CSO and government. Two residential workshops were 
held with the government agency and 11 civil society partners involved in implementation of the 
programs. In addition, senior officials participated from the MOHW and the National Family 
Planning Board who share national responsibility for managing and coordinating the HIV 
response. This was done to ensure congruence between policies and the work of the CSOs. 
During the consultation partners were directed to: 

• Provide a detailed description of each service category by type and by sub-population 

• Delineate the roles and responsibilities of each staff member involved in each service 
type  

• Under each service category, document the time spent on each task by each staff 
member, as well as the supplies needed (i.e., medical supplies, educational materials 
etc.), or any other inputs used 

Technical experts from the CSOs and the MOHW defined 13 service categories and 28 service 
types to be costed. These services are provided to seven population groups as part of prevention 
(see Table 2) and treatment, care, and support (see Table 3). 
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Table 2. Service Category by Type and Sub-Population (Prevention) 

Service category Service types 
Female 

sex 
worker 

Men who 
have sex 
with men 

Trans-
gender 

People 
living with 

HIV 

Youth/ 
adolescent 

General 
population 

Homeless 
drug user Unit of service 

Testing and testing 
referrals 

HIV testing and counseling X X X  X X  One test per contact 

Referral        One contact for one person 

Condom and 
lubricant 
distribution 

Condom and lubricant 
distribution X X X   X X One distribution service per 

contact 

Social welfare 
services 

Income-generation grant 
remedial education 

       One training event for one 
person 

Life skills building X X X  X X X See above 

Vocational skills training  X X   X  See above 

Community 
mobilization and 
outreach 

Hot spots X X X  X X  One outreach contact 

Health fairs      X X See above 

Targeted communities X X X   X  See above 

Peer approach X X    X  See above 

Community 
mobilization and 
outreach plus 

Advanced edutainment  X X  X   One outreach contact 

Social media and 
mass media 

Online talk show (across social 
media) or TV mini-series 

 X      One online outreach 
mobilized for testing 

Social media or online social 
media outreach 

 X    X  See above 

Psychosocial 
support 

Parenting workshop-
psychosocial support X X X    X One support group event for 

one person 

Drug testing (other 
substance abuse) 

Drug testing (other substance 
abuse) 

      X One test for one person 
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Table 3. Service Category by Type and Sub-Population (HIV Care and Support)2 

Main intervention Intervention types 
Female 

sex 
worker 

Men who 
have sex 
with men 

Trans-
gender 

People 
living 

with HIV 

Youth/ 
adolescent 

General 
population 

Homeless 
drug user Unit of service 

Support groups for 
people living with HIV 

Life skills X X  X X  X One session or training 
event for one person 

Adherence  X X  X   See above 

Sensitization 
sessions Sensitization sessions X     X  One session event for one 

person 

Peer support 

Peer-to-peer interactions/peer 
navigation/peer mentoring 

 X X  X   One contact for one person 

Mobilization and care of new people 
living with HIV X X X     See above 

Retention in care  X X     See above 

Social welfare 
services and referrals 

School support program     X   One contact or training 
event for one person 

Capacity and empowerment 
trainings  X       See above 

Assistance with clothes/food/ 
hygiene packages 

   X X   See above 

Referral for health services  X X X X  X  See above 

Referral to social services/support 
services (taxpayer registration 
number, national insurance scheme 
birth documents, heart, etc.) and 
other agencies for skills training 

X X  X   X See above 

Capacity and empowerment 
trainings  X    X   See above 

Income generation as a social 
enterprise 

    X   See above 

Psychosocial services 
Psychosocial support 
services/counseling through 
psychologist 

  X  X   One contact for one person 

 
2 Clinical treatment services were not included in this analysis for three main reasons: 1) only one CSO was offering clinical services so there was nothing to compare it’s data with, 
2) collecting clinical data from this CSO was complex and time consuming given the short timeline, and 3) the data wasn’t available by the data collection deadline.  
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Desk Review of Standards, Protocols, and Guidelines 
To ensure compliance and standardization of the information collected from CSOs and 
government partners, HP+ also conducted a systematic review of the standards, protocols, and 
guidelines guiding Jamaica’s HIV response. The review focused primarily on Global Fund-
supported programs implemented in 2018. The findings from the desk review are summarized 
and analyzed for this report. Information gaps identified in these documents were addressed 
through key informant interviews and consultative meetings with technical experts from the 
National Family Planning Board, the MOHW, and CSOs.  

Data Collection, Aggregation, and Analysis 
In addition to the desk review, the study team performed engaged 35 individuals from 17 
institutions through consultation meetings, key informant interviews, and residential workshops 
to collect and validate program and cost information. Data was then entered into the CSO HIV 
Budget Advocacy Costing Tool, which provided outputs such as total costs and costs by service 
category type, cost category, and population served. Box 1 summarizes the data collection and 
analysis process.  

 

The study used a bottom-up, activity-based costing approach that calculates costs based on 
direct measurement of resource use per service. Bottom-up costing improves precision and the 
level of detail, bringing cost estimations closer to actual resource use.  

Box 1. Process for Data Collection and Analysis 

• Analyze the nature of the non-clinical services categories defined by CSOs and the 
MOHW for prevention, treatment, care, and support. 

• Use available standards, protocols, and guidelines for non-clinical services from the 
MOHW to ensure compliance and standardization of the information collected. 

• Collect reported service utilization data for non-clinical services related to prevention, 
treatment, care, and support in 2018 from all CSOs involved in the study. 

• Collect unit prices and data for inputs required to carry out the services (combination of 
budget expenditure from CSOs, prevailing market prices, and procurement data from the 
MOHW). 

• Collect workforce salary information from CSOs and government agencies.  

• Using a panel of experts from the CSOs and MOHW, estimate the time required from 
staff for direct provision of each service. 

• In collaboration with each CSO senior manager, estimate staff time needed for program 
management tasks (monitoring and evaluation report writing, staff meetings, etc.). 

• Collect and organize CSO indirect costs (administrative staff, building rent, annual 
depreciation of fixed assets, etc.) into program management and overhead costs.  

• Populate the CSO HIV Budget Advocacy Costing Tool and analyze results. 
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This exercise was conducted mostly from the CSO perspective and attempted to capture the full 
financial value of all resource inputs required for delivery of non-clinical HIV services by CSOs 
for prevention, treatment, care, and support. Despite government financial support for 
commodities and information, education, and communication (IEC) materials, capturing those 
costs is important for social contracting mechanisms, as the information in tenders must reflect  
as accurately as possible the reality of the costs involved. The government as a purchaser can 
decide whether to use the cost information provided by the study for these commodities in their 
future pricing decisions. 

Between May and July 2019, HP+ collected data from 11 CSOs and one government agency 
implementing HIV activities and receiving Global Fund financing through its grant with the 
Jamaican MOHW. The CSOs serve a wide range of beneficiary populations which include men 
who have sex with men, female sex workers, transgender persons, homeless drug users, 
adolescents and youth living with HIV, and the general population. The government agency that 
was included in the sample reaches homeless drug users. HP+ developed templates to collect 
information on both program and cost information from each CSO from January 1 to December 
31, 2018. The data points included:  

• Name and location of CSO 

• Service categories provided by CSO and populations served 

• Number of people reached and number of encounters per person in one year, by service 
category and population 

• Identification and description of service types under each service category, including 
identification of the types of population served 

• List of service types for each service category, including identification of the types of 
population served 

• Selection of service categories and number of people reached from the target population 

• Number of reported encounters/contacts per person reached per year 

• List of inputs needed (staff salary and benefits, commodities and supplies, IEC materials, 
communication and transportation, training and meetings, overhead and other indirect 
costs, etc.) 

• Unit cost, definition, and source by input needed 

• Percentage of time spent on each service type by staff member 

During the data analysis phase, the study team used the CSO HIV Budget Advocacy Costing Tool 
recently developed by HP+ (see Box 2). 
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This excel-based tool automatically builds out the cost of each service category by population 
reached, using key parameters for each service type. These parameters include number of units, 
percentage of cases requiring use of each input, and frequency of use of each input in one year. 
The formula for this calculation is shown in Figure 3.  

  

Box 2. The HP+ CSO HIV Budget Advocacy Costing Tool 

The excel-based HP+ CSO budget tool can be used to develop detailed costed activity plans 
and can be customized for each user. The tool can be applied for:  

• Budget preparations for government proposals  

• Evidence generation to advocate for increased government funding of HIV-related 
services 

• Detailed program budgeting by governments or donors to set up a funding pool 

• Cost analysis using unit and total costs, disaggregated by intervention, population 
served, and cost category 
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Figure 3. Bottom-up Calculation of Total Service Category Costs 
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The criteria used to allocate indirect costs to each service category are based on the category’s 
share of the total number of contacts/encounters reported by each CSO across all service 
categories. Box 3 provides a general typology of costs used and Table 4 identifies the cost 
categories used in the costing tool and some examples of the types of cost included. As shown in 
Box 3, direct and indirect costs are different by nature. However, when subjected to variation of 
volume, they can both behave the same way as fixed costs by remining constant when subjected 
to variation in volume. Fixed direct costs are staff direct costs and fixed indirect costs are 
program management and overhead, which are described in Table 4. In the context of this 
costing study, variable costs are the remaining direct costs subjected to changes with variations 
in volume. Table 4 also shows examples of direct costs structured as variable costs. 

 

Table 4. Categories of Costs, with Examples  

Type Category Example 

Direct costs Commodities and 
supplies 

Condoms, lubricant, test kits, chase buffer, lancets (twist-top), 
syphilis SD Bioline, food packages, care packages, school 
supplies, and clothing 

Direct costs IEC materials IEC materials, banners, radio and TV advertisement 

Direct costs Meetings and training Venue, meeting package, facilitator fee, airfare, per diem or 
stipend, projector, photocopy, etc. 

Direct costs Transportation  Transportation reimbursement to client or provider as part of 
accessing or providing an intervention 

Direct costs Staff direct cost Cost of staff time when directly involved in the intervention 

Indirect costs Program management 
office costs Cost of administrative and support staff time 

Indirect costs Program management 
office costs 

Cost of service provider time when performing management 
work 

Box 3. Typology of Costs Used 

Direct costs can be entirely linked or connected to an intervention or production of a service, e.g., 
commodities and supplies, cost of staff involved in direct service, IEC materials, transportation 
costs, training and meetings for beneficiaries. Direct costs can be fixed or variable.  

Indirect costs are incurred regardless of whether the CSO provides services. They cannot be 
assigned to a specific intervention, service, or activity. Indirect costs are related to program 
management and overhead costs such as maintenance, building rent, utilities, etc.  

Variable costs change as service volume increases or decreases, such as transportation 
reimbursement to clients and communication, commodities, and supplies, etc. 

Fixed costs do not change as service volume increases or decreases. Fixed costs typically involve 
equipment that can be used for more than one year (e.g., computers, office desk, vehicles, etc.). 
The related costs must be allocated across the number of years of useful life. Labor costs (both 
direct and indirect) are considered fixed costs in the costing study. 
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Type Category Example 

Indirect costs Overhead 

Recurrent office costs: periodic costs incurred by the CSO 
(building rent, utilities, office supplies, car maintenance, phone 
services, internet services, cleaning services, security services, 
audit services, staff phone costs, etc.) 

Indirect costs Overhead 
Fixed office costs: capital costs or annual cost of depreciation 
of fixed assets such as office building (if owned), car office 
equipment, etc.) 

Indirect costs Overhead Salary of administration and finance staff 

Fixed costs       Direct Staff direct costs 

Fixed costs       Indirect Program management and overhead 

Variable costs Direct 
 Commodities and supplies, transportation cost for staff and 
transportation reimbursement for client, IEC materials, 
beneficiary meetings, and training  

The range of data provided by CSOs presented several significant challenges for the analysis that 
the study team attempted to mitigate during individual and consultative workshops. However, 
there was considerable variation among CSOs across several areas such as: 

• The types of services CSOs provide under the same category 

• Distribution of staff time and resources across services 

• The level of detail and comprehensiveness of data from different CSOs due to varying 
organizational capacities  

• Aligning roles and responsibilities with staff classifications  
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Results  
The results are presented for 8 of the 12 civil society and government institutions consulted for 
this study. Data from the remaining three CSOs was not received by the publication deadline for 
this report.  

Structure of Service Costs 
The study estimated the cost of providing services related to prevention and support to 
treatment and care in 2018 for eight CSOs consulted for this study (see Annex 1). Figures 4–8 
provide a detailed breakdown of the total cost by cost type, service category, and population 
served. 

As shown in Figure 4, most of the CSOs’ service costs are structured as direct costs (69 percent). 
Indirect costs include overhead (22 percent) and program management (9 percent). However, 
the significant variability between CSOs in terms of size or organizational structure is seen in the 
wide differences in cost structure. The share that goes to direct costs ranges from 35 to 92 
percent. Program management accounts for 2 to 30 percent. Overhead costs can be as low as 6 
percent and as high as 53 percent.  

Figure 4. Breakdown of Total Cost of Services by Type of Cost 

 

Figure 5 provides further detail on the nature of the service delivery inputs categorized as direct 
costs and their share of the total direct cost across the eight CSOs sampled. Direct costs are 
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claimed no transportation or communication as direct costs.  
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Figure 5. Breakdown of Total Direct Costs 
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and referrals (69 percent) and psychosocial services (54 percent) as part of treatment, care, and 
support. Female sex workers are capturing most of the cost for sensitization sessions (95 
percent) and distribution of condoms and lubricants (49 percent). Youth and adolescents 
receive the larger share of the total costs spent to provide group support for people living with 
HIV (35 percent).  

Figure 7. Distribution of Total Cost (Percent) Across Key Populations 

Figure 8. Share of Service Category Total Cost Across Key Populations
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Unit Costs of Services 
HP+ used the reported number of people reached and standard number of encounters per 
person in one year, by service type and population, to estimate the cost of providing the package 
of prevention and support to treatment and care services across eight CSOs. Based on 2018 data, 
CSOs would provide a package of 13 service categories and 28 service types at an average cost of 
9,076 Jamaican dollars (JMD) per person reached per year and JMD 600 per contact/encounter 
or single service provided.3 The average cost of services in this package varies by the population 
served (Figure 9). People living with HIV, homeless drug users, and transgender persons are the 
most expensive populations to serve.  

Figure 9. Average Cost of Services by Population Served  

 

 

Looking at CSO service utilization data and costs individually, cost per service provided varies 
significantly from one CSO to the other. This may be due to how they differ in organizational 

 
3 Based on technical experts from CSOs, the study team’s in-country lead HIV consultant and the MOHW, 
number of encounters/contacts per person in one year could vary from 1 to 24 depending on the service 
being provided (see Annex 2).  
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Box 4. Why Some Populations are More Expensive to Reach than Others 

• Services with a cost structure predominantly composed of fixed costs must be provided at 
higher volume to reduce unit cost and achieve returns to scale. 

• Some needs are more costly than others. Psychosocial services and social welfare and referral 
require specialized and therefore more expensive inputs, such as staff time and commodities 
and must be carefully designed to fit the needs of the populations receiving them.  

• Target populations do not have the same size and geographic distribution. Small, 
geographically dispersed populations are more difficult to reach than large groups, 
concentrated in one area.  
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structure and capacity, maturity levels, and management responsibilities, especially as sub-
recipients of the MOHW for Global Fund grants also contracting other CSOs.  

To better understand the variation in these costs, HP+ analyzed the factors driving costs 
associated with each service category using the relationship between fixed costs, both direct and 
indirect, and variable costs. Table 5 shows the cost type with the highest share of the total cost of 
each service category across all eight CSOs. The main factors influencing the cost of 
interventions are direct staff time and variable costs such as transportation, commodities and 
supplies, beneficiary meetings, and training which increase with the volume of interventions 
provided, client encounters/contact, and number of clients reached in a year. 

Table 5. Top Cost Drivers by Service Category 

Intervention Cost Description 
Cost 
Type 

Percent 
of total 

Testing and testing referrals Transportation & 
communication Variable 36% 

Psychosocial support Staff direct cost Fixed 34% 

Support groups for people living with HIV Staff direct cost Fixed 32% 

Social welfare services and referrals Commodities and supplies Variable 80% 

Psychosocial services Staff direct cost Fixed 43% 

Peer support Staff direct cost Fixed 35% 

Sensitization sessions Staff direct cost Fixed 48% 

Condom and lubricant distribution Staff direct cost Fixed 42% 

Community mobilization and outreach Commodities and supplies Variable 27% 

Social welfare services Meetings and training Variable 41% 

Comm mobilization outreach plus Staff direct cost Fixed 83% 

Social media and mass media Staff direct cost Fixed 65% 

The context described above provides more perspective to understand the wide range of cost per 
service, as shown in Figure 9. Table 6 lists the lowest and highest estimated cost for each service 
provided across the eight institutions. More details on factors contributing to the variability of 
cost per service are provided in Annex 3. 

Table 6. Cost Per Service Provided 

Service Category Low Cost Range 
(JMD) 

High Cost Range 
(JMD) 

Testing and testing referrals  431 8,411 

Psychosocial support  319 24,259 

Support groups for people living with HIV 1,146 13,680 

Social welfare services and referrals 2,680 16,234 
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Service Category Low Cost Range 
(JMD) 

High Cost Range 
(JMD) 

Psychosocial services 415 8,739 

Peer support 586 4,629 

Sensitization sessions 357 14,126 

Condom and lubricant distribution 215 2,059 

Community mobilization and outreach 183 1,795 

Social welfare services 131 7,662 

Community mobilization and outreach plus 1,560 22,125 

Drug testing, other substance abuse N/A N/A 

Social media and mass media 330 15,863 

 

 

Box 5. Key Takeaways from the Jamaica CSO Costing Analysis 

• Some key populations are more expensive to reach than others. The cost to deliver a package 
of services to people living with HIV, transgender persons, and homeless drug users is 
estimated at fifteen, three, and four times higher, respectfully, compared to the other 
populations served. 

• Staff direct costs are the predominant cost driver of most services provided by CSOs.  

• Differences in staffing composition can play a significant part in costs. 

• The unit cost of services provided by CSOs with a high proportion of fixed costs (both direct 
and indirect) are more sensitive to changes in volume of service provision than CSOs with 
high variable costs.  

• CSOs with high fixed costs can reduce their unit costs when operating at a high-volume. 

• Assessing a CSO’s cost structure can help identify the amount of fixed and variable costs 
within the organization and the conditions (or service-based agreements) under which it could 
operate at an optimal level. 

• When costs are variable, it is critical to differentiated payment rates for service categories, 
types, and populations.  

• Key cost information related to prevention and treatment, care, and support services is now 
available to be used for social contracting. 
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Discussion, Policy Implications, and Next Steps for 
Social Contracting  
The information generated by this study provides fresh and detailed insight into the costs and 
cost structures of the CSOs involved. Jamaica should consider the following recommendations:  

• Prioritize high-impact, low-cost services to maximize use of resources. CSOs 
must identify their comparative cost advantages and refocus resources to the areas where 
the cost-per-service can be decreased by serving a high volume. They should avoid low-
demand interventions that attract few beneficiaries. 

• Form strategic collaborations to maximize on scale, expertise, and 
efficiencies. Identifying the best cost structure and projecting its long-term 
implications is critical for CSOs to “stay in business” or consider partnerships. Formal 
agreements between CSOs should be encouraged when they have cost structures 
complementing each other in ways that allow them to operate under different volume 
production requirements and optimize costs.  

• Standardize staff time allotment and staffing models. Given how direct labor 
impacts the cost of services provided by CSOs in Jamaica, normative staff time allotment 
and optimized staffing models are essential. 

• Develop differentiated payment rates to account for variability of costs. Key 
cost information related to prevention and treatment and care services are now available 
for use in developing differentiated payment rates for service categories, type, and target 
populations. Further use of the CSO costing tool can help estimate the cost of services by 
geographic location. 

• Invest in organizational capacity building to comply with public 
procurement regulations. CSOs must ensure they can meet the Government of 
Jamaica’s standard procurement legislation and guidelines. 

• Enhance CSO capacity to control and monitor indirect costs. Indirect costs, 
such as overhead and program management can account for as much as 53 and 30 
percent of a CSO’s total costs, respectively. Some CSOs will have to engage in right-sizing 
their organizational structure to ensure leanness and maximize operational efficiencies. 
Reducing overhead will provide CSOs with a competitive advantage, allowing them to 
provide services at reduced costs.  

• Define payment or reimbursement mechanism jointly, to align incentives 
and account for the planning and financial needs of both parties. There must 
be serious dialogue about the type of payment or reimbursement mechanism that would 
best suit the CSOs, based on the type of service delivery model in use and the CSOs’ cost 
structures, which would indicate their ability to operate efficiently under high or low 
service volume. 

• Identification of cost drivers and deeper understanding of CSOs’ cost 
structure opens the way for more in-depth analysis of social contracting by 
the Government of Jamaica. Cost drivers and cost structures of CSOs must be 
further reviewed and analyzed by the Government of Jamaica. These analyses are needed 
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to assess CSOs’ capacity to efficiently deliver efficiently high-volume services or low 
volume, more targeted services at a reasonable price. The high unit costs of some CSOs 
should assessed against potential gains in efficiency associated with changes in service 
provision, rather than being interpreted for their absolute value. To further assess 
potential contractors, the Government of Jamaica could use the information collected for 
this study and the HIV community level services costing tool in its own benchmark 
costing based entirely on its own service delivery standards, protocols and cost sources.  

The social contracting process requires several policies, financial, and programmatic initiatives 
to ensure successful implementation. Before embarking on the process of social contracting, 
stakeholders should consider the roles of CSOs, which services are needed, and how active CSOs 
are currently. HP+ proposes the following initiatives to ensure a realistic transition to social 
contracting to support the National HIV/AIDS Program: 

• Build CSOs’ organizational capacity at the administrative and technical 
levels. This may require technical assistance from international development partners.  

• Conduct an assessment of CSOs’ readiness for social contracting. This index 
would be a composite of financial readiness, compliance levels, governance frameworks, 
and technical readiness. 

• Conduct a specialization analysis and form strategic alliances within the 
CSO community. Given the differences in CSOs’ capacities, the viability of some CSOs 
could be preserved by adopting the recipient/sub-recipient/sub-sub-recipient model. 
Therefore, CSOs contracted by the Government of Jamaica could further sub-contract 
CSOs who might not be able to secure a direct contract from the government. 

• Ensure flexibility within the social contracting space. While the Government of 
Jamaica has a well-defined procurement mechanism, guided by legislation, it is still 
geared toward market competition and preserving a competitive market space for all 
potential suppliers. The economic theory supporting this assumes certain patterns of 
consumption and choice, whereby the price serves as the primary determinant for 
rationing. However, the market for the HIV-related services works differently. Key 
populations’ pattern of demand is highly influenced by the supplier. Given that the 
choice of supplier is so critical to service access, it is proposed that the Government of 
Jamaica ensure flexibility within the social contracting space (perhaps through policy 
guidelines) to ensure that non-price determinants are adequately accounted for in the 
evaluation of bids. The MOHW should develop and obtain approval for policy guidelines 
specific to the procuring of services via social contracting. 

• Strengthen the policy environment for social contracting. The MOHW has 
expressed willingness to formally engage CSOs within a defined framework. To solidify 
this commitment, with the support of the relevant development partners CSOs should 
advocate for a high-level policy statement reaffirming the Government of Jamaica’s 
intention to continue to engage CSOs in the national HIV response through social 
contracting.  
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Conclusion 
The Government of Jamaica depends on CSOs’ provision of services to key populations to 
achieve its strategic objectives within the national HIV strategy. Furthermore, legal and 
regulatory frameworks are in place that enable the Government of Jamaica to engage CSOs 
through social contracts (as determined in a companion analysis by HP+ in 2019). Jamaica is 
well positioned to begin social contracting as part of its sustainable transition to a domestically 
financed HIV response. Developing the appropriate financing mechanisms will take time and 
continued analysis, which could begin with a small-scale pilot. This would help to more 
immediately fund at least some critical services and provide valuable insight to define and refine 
the value and structure of CSO payments. Further, additional analysis of the cost-effectiveness 
of CSO services would be valuable in advancing a social contracting model. The model should 
prioritize essential CSO-led key population interventions for purchasing, evaluating proposed 
services, and advocating to the government regarding the importance of CSO services.  
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Annex 1. Profiles of Interviewed CSOs  

Organization Region/parish 
covered CSO profile 

ASHE Kingston, St. James, 
Westmoreland 

ASHE offers HIV testing and counselling services to men who 
have sex with men and female sex workers. The CSO also uses 
edutainment to reach key populations and youth in school. ASHE 
links people living with HIV to treatment, care, and support 
services. ASHE is a subrecipient under the Global Fund grant 
with the MOHW and manages one sub-subrecipient. 

Children First Manchester, St. 
Catherine, Clarendon, 
St. An, Kingston & St. 
Andrew 

Children First offers HIV testing, counselling, outreach, linkage to 
care, and psycho-social support. Their prevention activities also 
include edutainment. The organization works with men who 
have sex with men, female sex workers, and marginalized youth. 
They are currently a subrecipient under the Global Fund grant 
with one sub-subrecipient. 

Children of 
Faith 

St. James, Hanover, St. 
Elizabeth 

Children of Faith is one of the only organizations that works with 
orphans and children made vulnerable by HIV. They also provide 
HIV testing and counseling on their premises and in outreach 
activities. Social support services such food and school 
packages, including uniforms, are offered by this NGO. They are 
the only organization in the west of Jamaica working out of St. 
James. 

Equality for 
Life 

National coverage This CSO does not specifically provide HIV services but is 
involved in providing an enabling environment for men who have 
sex with men to access information and knowledge on health 
issues through online interactions as well as building the 
capacity of health care workers to deliver services to key and 
marginalized populations. 

Eve for Life Westmoreland, 
Kingston, St. Ann, St. 
James, St. Catherine 

Eve for Life focuses on teen mothers who have been affected or 
infected with HIV or who have been affected by sexual violence. 
Its peer approach program, Mentor Moms, assists health care 
workers at treatment sites to support women living with HIV 
entering the health system. Additionally, they provide 
empowerment and life skills building support. They also provide 
support groups and are one of the only CSOs working in the 
parish of Westmoreland. 

Hope 
Worldwide 
Jamaica 

Kingston & St. Andrew, 
Manchester, Clarendon 

Hope Worldwide works with female sex workers and men who 
have sex with men. They work closely with Children First to 
implement activities. Their activities include HIV testing and 
counseling, outreach, and empowerment of key populations by 
facilitating access to services like skills training. 
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Organization Region/parish 
covered CSO profile 

Jamaica AIDS 
Support for 
Life 

Kingston & St. Andrew, 
St. James, St. Ann, St. 
Catherine 

Largest NGO in Jamaica offering HIV services, which include 
prevention, clinical treatment and referrals, pharmacy services, 
support, and care as well as advocacy and development of an 
enabling environment with respect to stigma, discrimination, 
and gender-based violence. Their target population includes 
men who have sex with men, female sex workers, transgender 
persons, and the general population. They are currently a 
subrecipient of the Global Fund grant with several sub-
subrecipients and implementers reporting to them. 

Jamaica 
Community of 
Positive 
Women 

National coverage This network seeks to empower women in the area of advocacy. 
It also provides support for women and their families and 
advocates in the sphere of gender-based violence. 

Jamaica 
Network of 
Seropositives 

National coverage JN+ is a community of people living with HIV. JN+ provides 
support groups for its members across the island and more 
recently assists in loss-to-follow-up and adherence activities 
through community facilitators. They are the implementers of 
the Positive Health, Dignity and Prevention framework in 
Jamaica.  

Larry Chang 
Foundation 

St. Ann Provides housing/safe spaces for men who have sex with men 
and transgender persons. Residents are provided with psycho-
social services such as counseling.  

National 
Council on 
Drug Abuse 
(NCDA) 

St. James, Kingston, St. 
Ann 

This is a government agency. The focus of the NCDA is to work 
with drug users. In the context of HIV, they work with homeless 
drug users, men who have sex with men, and female sex 
workers providing HIV testing and counseling as well as support 
groups.  

Transwave 
Jamaica 

National coverage This CSO does not specifically provide HIV services but is 
involved in establishing an enabling environment for 
transgender persons to access information and knowledge on 
health issues through online interactions. They work closely with 
Equality for Life. 
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Annex 2. Number of Contacts per Patient per Year  
Per CSO interviews, stakeholder meetings, and consultations with technical expert panels. 

Prevention 
Testing and Testing Referrals (Female Sex Workers) 

Intervention Expected number of contacts per person in one 
year 

Mobile outreach (bus or venue based) 1.265 of all female sex workers were repeat testers 

Engage gatekeeper/influentials 24 contacts per gatekeeper (2 times per month) 

Online outreach 5 contacts per client 

Facility-based outreach (walk-in) 2 contacts per client 

HIV testing and counseling, including referral for 
sexually transmitted infection (STI) testing, pre-
exposure prophylaxis, and drug testing 

1.265 of all female sex workers were repeat testers 

Pap smear 2 contacts per year/per client 

Site based/one-on-one HIV testing and counseling 
(usually done by peer navigator) 

1.265 of all female sex workers were repeat testers 

 

Testing and Testing Referrals (Men Who Have Sex with Men) 

Intervention Expected number of contacts per person in 
one year 

Mobile outreach (bus or venue based) 1.3 of all men who have sex with men were repeat 
testers 

Engage gatekeeper/influentials 36 contacts per gatekeeper (3 times per month) 

Online outreach (engage clients online - mobilize to 
access testing) 

5 contacts per client 

Facility-based outreach (walk-in clients at clinic site) 2 contacts per client 

HIV testing and counseling including referral for STI 
testing, pre-exposure prophylaxis, drug testing 

3 contacts per year, per client 
1.3 of all men who have sex with men were repeat 
testers 

Confirmatory tests (screening and confirmatory tests - 
dual test algorithm doesn’t allow to diagnose at 1st test 
unless using Eliza) (20-25 min) (nurse or lab officer)  

1 contact per client 

Site based/one-on-one HIV testing and counseling 
(usually done by peer navigator) 

1.3 of all men who have sex with men were repeat 
testers 
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Testing and Testing Referrals (Transgender Persons) 

Intervention Expected number of contacts per person in one year 

Mobile outreach (bus or venue based) 1.345 of all transgender persons were repeat testers 

Engage gatekeeper/influentials 24 contacts per gatekeeper (2 times per month) 

Online outreach 5 contacts per client 

Facility-based outreach (walk-in) 2 contacts per client 

HIV testing and counseling including 
referral for STI testing, pre-exposure 
prophylaxis, drug testing 

1.345 of all transgender persons were repeat testers 

Confirmatory tests (screening and 
confirmatory tests—dual test algorithm 
doesn’t allow for diagnosis at first test 
unless using Eliza) (20-25 min) (nurse or 
lab officer) 

1 contact per client 

Site based/one-on-one HIV testing and 
counseling (usually done by peer 
navigator) 

1.345 of all transgender persons were repeat testers 
 

 
Testing and Testing Referrals (General Population)* 

Intervention Expected number of contacts per person in one year 

Mobile outreach (bus or venue-based) De-duplication data for general population not available for 2018 
as it was not being gathered consistently by all partners. The data 
are therefore insufficient to make any inferences. 

Engage gatekeeper/influential 24 contacts per gatekeeper (2 times per month) 

Online outreach 5 contacts per client 

Facility-based outreach (walk-in) 2 contacts per client 

HIV testing and counseling , including 
referral for STI testing, pre-exposure 
prophylaxis, drug testing 

De-duplication data for general population not available for 2018 
as it was not being gathered consistently by all partners. The data 
are therefore insufficient to make any inferences. 

Confirmatory tests (screening and 
confirmatory tests—dual test algorithm 
doesn’t allow for diagnosis at first test 
unless using Eliza) (20-25 min) (nurse or 
lab officer) 

 

Site-based/one-on-one HIV testing and 
counseling (usually done by peer 
navigator) 

De-duplication data for general population not available for 2018 
as it was not being gathered consistently by all partners. The data 
are therefore insufficient to make any inferences. 

* Testing only, full interventions not conducted with general population. 
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Community Mobilization and Outreach (Key Populations) 

  
Community Mobilization and Outreach (Homeless Drug Users) 

Intervention Expected number of contacts per person in 
one year 

HIV sensitization 101 (Duty of bearers training 
considered EEHR by JASL. Beneficiary population is 
considered prevention. 

2 contacts per year 

Condom demo with condom and lubricant distribution  

Special event (venue-based) 4 contacts per year per client 

Health fairs 4 contacts per year per client 

Feeding program for homeless drug users (2 per month) 24 contacts per year per client 

Clothing programs for homeless drug users (1 per 
quarter) 

4 contacts per year per client 

 

  

Intervention Expected number of contacts per person in one year 

HIV sensitization 101 (Duty of bearers training 
considered EEHR by JASL. Beneficiary 
population is considered prevention.)  

12 contacts per person (2 visits per month for 6 months/1 
visit per month for 12 months) 

Condom demo with condom and lubricant 
distribution 

8 condoms & 12 lubes based on stockouts/availability 
during the period 

Peer-to-peer 15 contacts per client 

#1 – Special events (venue-based) 1-2 contacts per person 

#2 Special events (home-based) 1-2 contacts per person 

#3 Health fairs 1-2 contacts per person 

Social media/online social media outreach 4-5 contacts per person 

Online talk show (across social media)/TV 
mini-series 

N/A 

Edutainment (5 events per year i.e., World 
AIDS Day, SSW) 

2 contacts per person 
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Community Mobilization and Outreach (Adolescent) 

Intervention Expected number of contacts per person in one year 

HIV sensitization 101 (Duty of bearers 
training considered EEHR by JASL. Beneficiary 
population is considered prevention. 

12 contacts per person 

Condom demo with condom and lubricant 
distribution 

8 condoms and 12 lubes based on stockouts/availability 
during the period 

Peer-to-peer 15 contacts per client 

1 special event (venue-based) 1 contact per person 

3 health fairs 1 contact per person 

Social media/online social media outreach 5 contacts per client 

Online talk show (across social media)/TV 
mini-series 

N/A 

Edutainment (series of 6 targeting different 
classes/1 per year/child/month) 

2 contacts per person 

 
Psychosocial Support and Services (Men Who Have Sex with Men) 

Intervention Expected number of contacts per person in one year 

Training: self efficacy (life skills training) 1 contact per person 

Facilitator-led support group 8 contacts per person 

Peer-led support group 8 contacts per person 

Psychologist-led support group 8 contacts per person 

 

  



Understanding the Costs of CSO-Delivered HIV Prevention and Support Services in Jamaica 

30 

Treatment, Care, and Support 
Psychosocial Support (People Living with HIV and Key Populations) 

Intervention Expected number of contacts per 
patient in one year 

Intake (screening) for education and skill training 3 contacts per person 

Psychological assessment and counseling 7 contacts per person 

Home and hospital visits 3 contacts per person 

Sensitization with women and families living with HIV (sexual and 
reproductive health, prevention of mother-to-child transmission) (7-
hour session) 

9 contacts per person 

Peer-to-peer support/mentorship for people living with HIV (15 
minutes per person for 5 persons) 

1 contact per person 

Screening and monitoring of income-generation grant support 12 contacts per person 

Loss-to-follow-up 48 contacts per person 
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Annex 3. Analysis of Context and Factors Explaining 
Variability in Costs for CSO-Led HIV Services  

Testing and Testing Referrals 
The estimated cost per service for testing and referral provided by CSOs and government 
institutions ranges from JMD 431 to JMD 8,411. The comparison of the cost structure and 
volume of services provided by the two organizations on each end of this range revealed key 
differences in the way resources are assigned. The organizations operate in different locations. 
The organization with the lower cost per service rate provides testing and testing referral 
services exclusively to youth and adolescents. The organization at the higher end of the scale 
serves men who have sex with men and transgender persons. The first organization didn’t have 
any costs related to transportation and communication, which are main cost drivers. The latter 
organization directed 12 percent of its total costs in this category. The service volume at the 
organization with the lower cost per service was more than 200 times that of the higher-cost 
organization. Total direct staff cost dedicated to testing and testing referrals by the costlier 
organization was four times greater than that of the lower-cost organization. Given this level of 
direct fixed cost, it is important to understand the impact of lower service volume. Direct staff 
cost for each service provided was estimated to be 68 times higher for the organization at the 
upper end of the cost range, compared to the lowest. Additionally, including funding allocations 
for client transportation costs for all services provided resulted in costs 2.5 times higher than the 
entire lower side cost per service.  

Although location and type of population served might greatly impact the unit level costs of 
these two organizations, more demand generation is needed given this level of fixed costs. An 
organization’s cost per service can be decreased by increasing client volume. 

Psychosocial Support 
Organizations’ cost per service for psychological support ranges from JMD 319 to JMD 24,259. 
The organizations at either end of this range operate mostly in different locations, except for the 
Kingston parish. The more expensive organization provides psychosocial services only to men 
who have sex with men, while the organization with the lowest cost per service serves both men 
who have sex with men and transgender persons. Direct staff cost and service volume are the 
main cost drivers for this category of services. The organization at the lower end of the scale 
reported a service volume 80 times that of most expensive organization. Therefore, despite 
having a 30 percent higher total direct staff costs for this category, the organization at the lowest 
end of the scale was able to allocate cost across a much higher volume of services, resulting in 
direct staff costs for each service provided 60 times less than the organization at the highest end 
of the scale. If increased demand generation is not possible or challenging, organizations must 
also consider redirecting resources to interventions that are in higher demand.  

Support Groups for People Living with HIV 
The cost per service range for group support services is JMD 1,146 to JMD 13,680. Direct staff 
costs are the top driver in this category. The organizations at either end of this scale operate in 
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different locations and serve different populations. The organization with the highest per-service 
cost in this category exclusively serves youth within the community of people living with HIV. 
The CSO with the lowest cost per service in this category serves men who have sex with men and 
transgender persons in the community of people living with HIV. The more expensive 
organization had just one-quarter of the least expensive organization’s service volume, but the 
former organization’s direct staff cost was four times that of the latter organization. Recognizing 
that people living with HIV in the youth group might be more time/resource intensive to reach 
shouldn’t exclude the need for normalizing staff time allotment and optimizing staffing models 
with a focus on more cost-effective task shifting arrangements within the organization’s service 
delivery approach. 

Social Welfare Services and Referrals 
The cost per service range for social welfare and social welfare referral services was estimated 
between JMD 2,680 and JMD 16,234. Commodity and supply costs are the top cost drivers in 
this category of services.  

 It is important to highlight the wide spectrum of service types (each requiring different variable 
inputs) under social welfare services and referrals. With a cost structure dominated by variable 
costs, the share of the cost per social/welfare service will increase proportionally as volume 
increases. The higher cost organization provided social welfare services and referral at a volume 
more than twice that of its lower side counterpart. In addition to the unit cost, technical quality, 
appropriateness and depth of services, and outcomes must be considered. Comprehensive social 
welfare services and referral responsive to communities’ needs may be more expensive but lead 
to better outcomes.  

Psychosocial Services 
The range of per service cost for psychosocial services was JMD 415 to JMD 8,739. The 
organizations at either end of this spectrum operate in different locations, except for St-James 
parish, and serve different populations. The organization at upper end of the range serves men 
who have sex with men exclusively. The least expensive organization serves youth and 
adolescents. Labor costs are the main driver of per-service cost in this category. At the unit cost 
level, however, the organization at the upper end of the range has direct staff costs 49-times 
higher than that of the organization at the lower end because the former organization has a 
much lower service volume. 

Peer Support 
Organizations’ range of per service cost for peer-led support services ranged from JMD 586 to 
JMD 4,629. The organizations at either end of this spectrum work in different locations. The 
lower cost organization provides services mainly to female sex workers. The organization at the 
upper end of the range serves men who have sex with men and transgender persons, exclusively. 
Service volume at the more expensive organization was 20 times higher than the organization at 
the bottom of the range and direct staff costs and staff transportation are six times and more 
than three times higher, respectively, at the former organization. The challenges and additional 
resources associated with effectively reaching certain populations is important to note when 
comparing differences in unit costs. Peer support for retention in care for men who have sex 
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with men and transgender persons might be more time and resource intensive than many 
services provided to female sex workers.  

Sensitization Sessions 
The per service cost of sensitization sessions was estimated between JMD 357 and JMD 14,126. 
The organizations at either end of this scale operate in different locations. The organization at 
the upper end of the scale provides support group services exclusively to youth within the 
community of people living with HIV. The organization at the other end of the spectrum serves 
men who have sex with men and transgender persons in the community of people living with 
HIV. Both organizations’ cost structure for these services is entirely fixed; unit costs are 
therefore very sensitive to volume changes. The organization on the upper side of the range 
dedicates 45 percent of its direct staff time to provide less than half the number of services that 
the least expensive organization provides. The former organization focuses exclusively on female 
sex workers that are HIV positive while the latter serves the general community of people living 
with HIV. Direct staff time per service at the more expensive organization is more than eight 
times that of the organization at the lower end of the cost ranges. Reaching more beneficiaries 
would allow for more efficient allocation of these fixed costs. 

Condom and Lubricant Distribution 
The estimated per service cost for condom and lubricant distribution services ranges from JMD 
215 to JMD 2,059. The organizations at either end of the spectrum serve a similar population in 
different locations (except for St-James) and have comparable service volume and variable costs 
(commodity and supplies). The composition and cost of the direct staff involved are the main 
drivers in the difference in cost per service. Four different categories of workers were involved in 
direct provision of services at the organization at the high end of the range, compared to just two 
categories at the organization at the lower end, resulting in per-service costs more than ten 
times higher. Reducing the amount and type of staff involved and optimizing the service delivery 
model and staffing for this service category could significantly reduce the cost per service.  

Community Mobilization and Outreach 
The cost per unit range for community mobilization and outreach services was estimated 
between JMD 183 and JMD 1,795. The organizations at either end of that range serve the same 
populations in different locations. Higher fixed costs and lower service volume are the main 
factors explaining this difference in unit cost. Nearly all of the organization at the upper end of 
the spectrum’s costs were fixed (99.4 percent) and it provided a lower volume of services. The 
remaining .6 percent of its costs were allocated to commodities for HIV and sexually transmitted 
infection (STI) testing. Service volume was 28 times higher at the organization at the lower end 
of the cost spectrum. This organization reported that 29 percent of its costs were fixed and its 
per-unit direct staff cost were ten times lower than the organization at the high end of the 
spectrum. Seventy-one percent of its costs were variable and included, in addition to HIV and 
STI testing commodities and supplies, items distributed to clients such as novelty 
items/incentives and care and food packages. The high cost organization must produce more 
services and reach a higher number of beneficiaries to more efficiently allocate its direct staff 
costs. 
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Social Welfare Services 
Organizations’ per unit cost for outreach services was estimated between JMD 131 to JMD 
7,662. Surprisingly, the two organizations on either end of this range have similar total annual 
direct staff costs in this service category. Both organizations focused mainly on life skills 
building. The organization at the upper end of the scale targeted men who have sex with men 
exclusively. The lower cost organization focused on female sex workers and the general 
population. In addition to providing less than a quarter of the number of services, the high cost 
organization has a training package that accounts for 91 percent of the cost per service and 12 
times the total amount that the lower cost organization spends in this service category. Cost-
minimizing choices must be made prior to use of expensive inputs, which must demonstrate 
clear evidence of added value. 

Community Mobilization and Outreach Plus 
The per-unit cost for advanced edutainment services was estimated between JMD 1,560 and 
JMD 22,125. This difference in unit costs is explained by significantly higher amounts of direct 
staff time and salary rates, in addition to variable costs at the organization at the highest end of 
this range. This organization provides 40 percent more services and targets men who have sex 
with men and transgender persons exclusively. Its variable costs per service provided is more 
than twice the entire cost per service delivered by the organization at the low end of the 
spectrum. Furthermore, the direct staff cost per service provided for the most expensive 
organization is 20 times that of the lowest cost organization. Introducing salary caps would help 
control labor costs and incentivize cost-effective task shifting initiatives. 

Social Media and Mass Media 
The per unit cost for social media and mass media services ranged from JMD 330 to JMD 
15,863. This difference is another example of a significantly higher amount of direct staff time 
and salaries between organizations and the use of expensive variable inputs at the higher cost 
organization. The organization in the lower side of the range provided nine times more services 
in 2018, mainly reaching the general population. The organization on the upper end of the range 
targeted men who have sex with men exclusively and had twice the variable cost per service 
(transportation for staff) than the total cost per service at the organization at the low end of the 
range. Direct staff cost per service at the most expensive organization is five times greater than 
that at its lowest cost counterpart. Standardizing staff time allotment and staffing structure to 
optimize service delivery could provide better control of staff costs (both direct labor and 
transportation). 
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