















































































































































* Ensuring safer delivery practices known to decrease the risk of MTCT, supporting and
providing mothers with information on safe infant feeding practices ’

* Enhancing services to provide ongoing support for mothers, infants, and children affected by
HIV/AIDS.

A comprehensive PMTCT Plus (see box on page 5) package would promote support services for
the mother and her affected family members, including treatment for Ols, psychosocial
counselling, and ARV therapy and nutritional supplements. Beyond recognising the human rights
of mothers living with HIV/AIDS, PMTCT Plus strategies are also increasingly being seen as
essential to reducing the number of AIDS orphans and ensuring the long-term stability of
families. Research on prevention of MTCT is constantly leading to new discoveries, and policy
and programme planners must keep informed of these breakthroughs as they seek to develop
appropriate treatment services and guidelines. For example, research suggests that a single dose
of nevirapine given to the mother at delivery and to the infant within 72 hours of birth can
significantly reduce the chance of HIV transmission (Jackson and Fleming, 1999). This approach
is more cost-effective and easier to implement than short courses of other ARV therapies.
Additionally, some studies suggest that exclusive breastfeeding and early weaning provides
greater protection against HIV transmission than mixed breast milk/replacement formula
feeding.

Blood safety. The social, medical, and economic burden related to the high prevalence of HIV in
African countries.is heavy. Adding to this burden is the devastating effects of co-existing
infections such STIs/RTIs, anaemia, malaria, TB and other conditions, which raise serious
concerns regarding the safety of the blood and blood products. In order to ensure a safe blood
supply, UNAIDS recommends establishing a national blood transfusion service that has its own
budget and staff but is accountable to the government or a government-appointed NGO. Other

- recommendations include recruiting voluntary, non-paid donors who are at low-risk for HIV and
- other infections; screening all donated blood for HIV and other common diseases; and using

donated blood in an appropriate and rational manner (UNAIDS, 1997).

The safety of blood transfusions depends on the availability of blood, which is contingent on
numerous factors. These include adequacy of storage facilities; sound policy of recruitment and
retention of voluntary, non-remunerated blood donors; quality assurance in testing for STIs/RTIs
and processing of blood and blood by-products; and appropriate use of blood transfusions. Like
other countries, Ghana must develop guidelines, standards, and training programmes to address
issues such as blood collection and screening, confidentiality, and proper storage.

UNAIDS also recommends promoting and providing access to blood substitutes, where
appropriate, and working to prevent anaemia and other causes of blood loss by treating pregnant
women with iron supplements and providing malaria prophylaxis. Other examples of initiatives
Ghana should consider include

* Improving nutrition and controlling malaria in children to help allev1ate chronic anaemla,

-~ which s often treated through repeated blood transfusions.

* Promoting safe, hygienic medical procedures and universal precautions, which has been
proven to help reduce HIV transmission through contaminated blood.
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Intense efforts must therefore be directed at the MOH/GHS to ensure the approval/adoption of
the National Blood Policy developed in 2000/2001, which provides more guidance on the
promotion of blood safety.

Care and Support of PLWHAs

Providing ARV therapy is a key component of care and support for PLWHAs, and some estimates
suggest that less than 5 percent of Ghanaians in need of ARVs currently use or have access to
them. Some of the important issues surrounding the provision of ARV therapy include cost,
access, consistency of supply and delivery, intellectual property rights regarding drug patents,
complexity of use, adherence to treatment regimens, and the emergence of drug-resistant strains
of HIV.

Atthe same time, comprehensive care goes beyond simply providing access to ARV therapy. The
range of comprehensive care and support programmes for PLWHAs and their families would
include MTCT Plus programmes; prevention and management of Ols; palliative care; capacity
development; workplace programmes; information, education, and communication activities;
VCT; legal services; psychosocial support; nutrition counselling and support; and pain
management and support relating to end-of-life issues.

This comprehensive care and support should involve a range of sectors, public health officials,
home-based or community-based care providers, faith-based groups, PLWHAsS, businesses, and
others, and each will need additional training and resources to respond to care needs.

Reducing Stigma and Discrimination

Stigma toward HIV-positive individuals hinders all efforts to prevent the spread of the virus,
improve care and support to PLWHAS, and mitigate the social and economic impacts of the
epidemic. -When people fear rejection from families, communities, co-workers, health care
providers, and others, they will not seek counselling, testing, or care services. Stigma is not
limited only to those living with HIV/AIDS; it extends to families of PLWHAS, members of
groups that practice socially unacceptable high-risk behaviours, and those who assist PLWHAs.
Discrimination, often referred to as “enacted stigma,” can deny PLWHA  and their families equal
and equitable access to housing, employment, education, health care, and more. '

Reducing stigma and discrimination is essential to the success of all types of services. Strong

_ policy responses, political commitment, advocacy, public awareness campaigns, empowerment

of PLWHASs, and multi-sectoral approaches are necessary to confront stigma and discrimination.

Developing Human and Institutional Capacity

Enhancing individual. and institutional capacity to address HIV/AIDS will often require
developing new skills and capabilities. For example,

* PLWHASsmay need help in building advocacy skills.
* Health care providers may need training in non-stigmatising practices and the latest medical
advances.
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* Psychologists and social workers need to be trained to address the special needs and problems
faced by HIV-positive sex workers and other PLWHAS and their families.

* The government requires assistance in collecting and analysing data to inform demswn—
making processes.

* Businesses need help developing workplace HIV/AIDS policies and programmes.

Government and civil society organisations must actively promote opportunities to develop the
in-country and regional capacities needed to address the HIV/AIDS pandemic.

Gathering, Analysing, and Disseminating Accurate information

Up-to-date, accurate information
on routes of transmission,
treatment options and available
medical and social services to test
and treat HIV is a valuable tool for
breaking the silence that often
surrounds HIV/AIDS in Ghana.
The Ghana AIDS Impact Model
(AIM) has been a valuable source
of information and analysis for
HIV/AIDS decision-making and
for advocacy and media outreach
activities, as reflected in the Stop
AIDS, Love Life and the Reach
Out campaigns. Surveillance,
economic, ‘epidemiological, and
other relevant data are also used
for strategic planning purposes
and to develop age-appropriate intervention programmes by a number of agencies/organizations
in the country.

The "Stop AIDS, Love Life" school Program in
Ghana promotes HIV/AIDS awareness. [Photographer
© 2002 CCP, courtesy of Photoshare]

Still, strategies that can be used to spread accurate, non-stigmatising information about
HIV/AIDS should continue to be embraced in various intervention programmes, including
community-based advocacy activities, work- and school-based prevention programmes, peer
outreach efforts, and sensitisation training for journalists, health care professionals, and other
community leaders. Governments must also continue to work to develop research, monitoring,
and surveillance guidelines and capabilities as well as the capacity to collect, analyse,
disseminate, and use data to inform decision-making. In addition, civil society organisations
need to be encouraged to play an active role in studying the socio-economic factors that
contribute to high-risk behaviours leading to vulnerability to HIV, . particularly among
marginalised or hard-to-reach and most-at-risk populations.
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Section Five

MOVING FORWARD

This section outlines principles and
strategies that are integral to
implementing comprehensive,
effective HIV/AIDS programmes. If
also highlights some of the
promising programmes already
under way and new initiatives being
put in place by the GAC, the
GHS/NACP, and NGOs with the
support of Ghana's development
partners.

“The government of Ghana and other partners need to take a firm stand
against the HIV/AIDS pandemic by making the necessary sacrifices to
invest in long term support of people living with HIV/AIDS. ....We do not
have any excuse for allowing HIV/AIDS to continue raking havoc in all
spheres of our lives.” ‘

~ Dr. Kwaku Afriyie, Minister for Health, Ghana

at the launch of the 2004 World Health Report
June 30, 2004
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Section Five: Moving Forward

HIV/AIDS has the potential to cause severe deterioration in the well-being of the people of

Ghana. However, overcoming the HIV/AIDS problem is not impossible. While much work to '
fight the disease is already under way, more can be done now to keep the epidemic from getting

worse and to mitigate the negative effects. Additional responses that are necessary include

. Promoting public-private partnerships

. Enhancing the role of PLWHAs and following the principles of Greater Involvement of
People Living with HIV/AIDS (GIPA)

. Targeting interventions for high-risk groups

. Scaling up the provision of ARV therapy and comprehensive care and treatment

*  Promoting sustainable capacity building at the subnational level

. Promoting programmes for orphans and vulnerable children

. Building an enabling environment through continued strong political commitment at the
national, regional, district, and subdistrict levels.

Promoting Public-Private Partnerships

The magnitude of the problems of HIV/AIDS will require the active involvement of a large

 number of new partners and significant leveraging of private-sector resources. Both industry and

labour have long-standing social protection programmes that can be widened in order to mobilise
their workforces and to provide services to those infected and affected by the disease.

In many parts of the African continent, the economic impacts of HIV/AIDS have already moved
from speculation to startling reality. In Ghana as well, HIV/AIDS is having a significant impact
on some.of the sectors. Mining and service industries dependent on migrant labour, whose
itinerant lifestyles makes them highly vulnerable to infection, have been found to experience
high rates of HIV/AIDS. According to results from an HIV/AIDS impact study in a brewery in
Ghana (Forsythe, 2001), re-training costs and productivity losses due to HIV/AIDS amounted to
about 22 percent of total operating costs for the firm. An additional 14 percent of the operating
costs was lost through staff absenteeism and labour turnover. Another HIV/AIDS impact study
conducted among selected business organizations in Ghana (Nabila, Antwi, and Kwankye, 2001)
found that the average annual cost of ARV treatment per patient incurred by a firm amounted to
about 45 million cedis.

However, the overall impact of HIV/AIDS on economic growth and development remains poorly
understood, and more studies in this area are needed. With support from DFID and in
collaboration with other partners, the GAC is in the process of conducting a more in-depth study
onthisissue. .

Recognising the challenge and threat that HIV/AIDS poses, a number of major multinational
companies and local corporate entities have led the way in setting up workplace programmes for
their staff. The GAC, GHS/NACP, and other NGOs are actively working together to
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encourage cooperation and provide direct services or seed-funding for these and other types of
community initiatives. Additionally, public-private partnerships can support a number of
strategies to mobilise and coordinate community care initiatives, including collaborative efforts
of employers to address community problems and industry/labour support for government
efforts to provide care to various at-risk populations. Some of these programmes can include the
provision of VCT and treatment services. Such private initiatives show that businesses have the
capacity to do a great deal more in the fight against the epidemic, given the necessary skills,
contacts, and resources. '

Continued dialogue is needed to strengthen emerging public-private partnerships and to design
effective working mechanisms for collaboration on various interventions, including HIV
prevention, laboratory diagnosis, and the scaling up of ARV treatment.

Enhancing the Role of PLWHAs Through GIPA

Another area for renewed emphasis is that of programming for PLWHAs. The recent
promulgation of the GIPA principles underscores this point. GIPA principles call for the
meaningful participation of PLWHAs in policy making, programme design and implementation,
community mobilisation, and evaluation. PLWHAs must be at the centre of responses to the
HIV/AIDS pandemic in Ghana. Developing the capacities of PLWHASs has now been recognised
in the various strategic documents including the GAC Strategic Framework and the new USAID
HIV/AIDS strategy for 2004-2010.

PLWHA and their families are often the most effective advocates for behaviour change, and they
intimately know about the factors that make people vulnerable to HIV and about the services that
are needed to improve care and support. Promoting GIPA lends relevance and credibility to
interventions, greatly improving programmes, but also builds the confidence and skills of
PLWHA, anecessary aspect of empowering those affected by HIV/AIDS.

In Ghana, PLWHAS still need better access to VCT, and care and support services, which can help
them to understand how to prevent the spread of the epidemic to others. In view of this, efforts
should now be directed at various group formations through strong network activities. Networks
can also provide a platform for the participation of PLWHAs in meaningful national
consultations, capacity development and strengthening, establishing community support
including decrease discrimination, and policy development. This will also further serve as a
permanent means for advocacy for the rights of PLWHA s and their empowerment.

Targeting Interventions for High-Risk Groups

Experience in Ghana and other countries show that heightened incidence of HIV among most at-
risk groups acts as a nexus for the spread of HIV to the general population. Indeed, a recent study
conducted in Accra indicates that about 84% of HIV cases among males age 15-59 years in Accra
were attributable to transactional sex (Cote, Sobela, Dzokoto, Nzambi, et al, 2004, p 1-9). As
such, the need for targeted interventions for high-risk groups in Ghana cannot be over-
emphasised. Unfortunately, there is still limited information in Ghana about the behavioural
factors and other social dynamics among most at-risk groups-including long-distance drivers,
mobile populations, and uniformed officers-that put them at risk of HIV infection.
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In order to understand more fully these dynamics and to better develop effective interventions,
specific research efforts have been proposed to inform programme design and implementation.
The information to be obtained from such studies shall enable more precise targeting and design
of interventions and resources that will help in tracking the effects of national and subnational
programmes.

‘One important lesson from the study referenced above is the need to provide a comprehensive
HIV/AIDS intervention programme that includes education, condom distribution, and treatment
of STIs not just for sex workers but for their clients as well.

Scaling Up Comprehenswe Care and ARV Therapy: The
3 by 5 Initiative

One of the critical components of the care and support of PLWHAs is the administration of ARV
therapy. In June 2003, the National AIDS Control Programme, with support from USAID and
FHI, started a treatment programme to provide comprehensive care and support in the Manya
Krobo District in the Eastern region. Programme planners hope that this will serve as amodel that
can be scaled up throughout the country. During the initial phase of the programme, 100 patients
received comprehensive care.

With additional support from the Global Fund, the MOH introduced highly active antiretroviral
therapy (HAART) for the care of PLWHASs beginning in December 2003. The goal was to
provide ARV therapy to 2,000 PLWHAs at four sites (St. Martin de Porres Hospital in Agomanya,
Atua government Hospital, Korle-Bu, and Okomfo Anokye Teaching Hospitals) by the end of
2004. To date, 850 patients are on ARV therapy at these four sites, with a small number of patients
accessing care through private providers.

The ARV therapy delivery model in Ghana is primarily hospital based and led by physicians.
Counselling is done by other cadres and drugs are dispensed by pharmacists. Various eligibility
criteria, including biological and social factors, have been developed. Biological criteria include
HIV positive status, WHO stage III-or IV, CD-4 cell count of less than 200, total lymphocyte
count of less than 1,200. Social criteria including having an identified adherence monitor,
geographical access to services, and motivation to initiate and continue therapy.

To ensure that this programme succeeds, a number of enhancements will be critical, including

the following:

* The development of appropriate ARV therapy policies, implementation plan, and
programme management and coordination mechanisms

* Procurement, supply, and management systems for medicines and dlagnostlcs including
placing ARV therapy on the National Essential Drug List

* Strengthened health system and referral mechanisms

* Trained human resource, technical guidelines, and training materials

¢ Partnerships with the public sector, NGOs, and private sector, including employers,
PLWHAS, civil societies, and communities

* Resource mobilisation to ensure a continuous supply of drugs
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¢ Documentation and sharing of information
*  Quality assurance for ARV therapy diagnostics and clinical services, opcrat1onal research,
and monitoring and evaluation.

All of these efforts are now being underpinned by the 3 by 5 Initiative launched by WHO and
UNAIDS in December 2003. The initiative is a follow-on to the WHO declaration that the lack of
treatment for PLWHA s is a public health emergency requiring urgent action. The initiative aims
to scale up ARV therapy in developing countries and it is expected to put 3 million PLWHASs on
ARV therapy by the end of 2005. ‘

3 by 5 Imtlatlve Impllcatlons for Ghana

The goal of the 3by 5 Imt|at|ve is to prowde universal access to ARV therapy fo those who e
need it within the context of a comprehenswe response to HIV/AIDS. The initiative aims to put. -
2 million PLWHAs on ARV therapy in Africa. Ghana's target is to reach 2,000 PLWHAs by ‘
2004 as an interim target towards universal-access. Ghana will have to scale up ARTto =
29,000 people (an increase of 25-fold) by the end of 2005. This would entail a massive roll--
~outy of all related care- and support activities - mcludmg VCT; ART; client selection; Ol -
management counselling; PMTCT; nutrition for PLWHASs; mformatlon education, and | ,
communication (IEC); community mobilisation and support; and home-based care. Clearly, -
achieving this target will present critical challenged to the health system - particularly the need

to address priority human resources reqwrements

Other challenges facmg Ghana include '
. - Strengthening health systems, particularly faboratory capacny, momtonng, and quallty

assurance -
= Addressing the problem of limited human resources (quantlty and quality)
L Training/re-training most health workers on ARV therapy
= Strengthening programme coordination and collaboration ~
n Addressing the issue of user-friendly ARV formulations for children

Providing nutritional support

- Developing treatment guidelines that address drug resistance
Addressing the issue of low treatment literacy in the population
Developing programmes to reduce stigma and discrimination.

Ensuring that these critical programme inputs are provided will require political Ieadersyhip,
stewardship, development of appropriate standards for practice, development of
comprehensive care and treatment plan as part of the overall response.

Source: WHO.2004.Report to the Technlcal Working Group (TWG) on HIV/AIDS Presented at the 2004 TWG
Meeting, Accra. .

Promoting Sustainable Capacity Building at the
Subnational Level

The enormous programme challenges associated with scaling up various interventions will
demand tremendous increases in capacity, especially at the community level. NGOs, faith-based
organisations (FBOs), and other civil society groups, as well as government agéncies that work at
the district level, must be able to recognise, initiate, and support effective local responses’
involving community mobilisation and care and support interventions. These
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increases in capacity will require their exposure to state-of-the-art knowledge and the excharige
of programmatic experience.

Effective strategies to build capacity for long-term sustainability of programmes include the
following:

* Strengthening the organisational capacity of community and faith-based organisations to
better implement HIV/AIDS-related activities to meet the needs of PLWHAs. Capacity can
be developed in management skills, planning, monitoring and evaluation, resource
mobilisation and networking, and provision of trammg and support to lay/community
counsellors.

¢ Strengthening early interventions with at-risk youth

* Promoting collaboration and coordination among partners (GAC, District Assemblies,
GHS/MOH, DRI, etc.,) for long-term local responses and identifying new public-private
partnership opportunities. Example interventions include building capacity of NGOs to
provide VCT services, training health staff about blood safety in.both private and public
institutions, addressing stigma and discrimination, training district assemblies (including
members of executive and finance and administration committees) on planning and
budgeting for HIV/AIDS. '

Broadening training to include all health workers, not just those providing ARV therapy.

Promoting Programmes for Orphans and Vulnerable
Children

-

Given the current disease burden of HIV/AIDS, as discussed in previous sections of this report,

the number of AIDS orphans will continue to rise over the next decade. These children have the
same basic needs as other children, economic and food security, education, nutrition, health, and
emotional well-being. However, HIV/AIDS erodes the capacity of families and communities to
respond to these needs. Already, AIDS is having and will continue to have negative impacts on
many children.

While the response from community and civil society groups has been minimal in some areas, in
many others, communities are being mobilised and are establishing systems to identify, protect
and provide basic necessities to the most vulnerable children. For example, in Manya Krobo, the
Queen Mothers Orphans Care Initiative is helping to care for orphans and vulnerable children in

- their various communities. This initiative builds upon the traditional cultural structures of care’.
The children remain integrated into a family unit where they receive shelter, food, and education.
Currently, in Upper Manya 50 percent of caregivers are Queen mothers. '

Specific interventions must ultimately be based on identifying programme needs as well as
strengthening existing community resources in a manner that does not undermine them. In
recognition of this, the GAC and its partners, with technical and financial support from
POLICY/Ghana and USAID, have begun drafting a policy guideline on orphans and

* In Ghana; the traditional role of Queen mothers often limited them to advising chiefs, settling family issues,
and serving as custodian of local customs and values. Since the onset of HIV/AIDS, however, the role of
Ghana's Queen mothers has evolved dramatically.
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vulnerable children to direct and support implementation of programmes. These policy
guidelines will provide a common, holistic vision within a human rights framework that gives
equal importance to the survival, growth, and development of children. The guidelines are
designed to help governmental agencies, including the district assemblies and the HIV/AIDS
focal persons, work with NGOs, FBOs, and other civil society groups to provide more effective,
holistic support to children within their families and communities. : '

Building an Enabling Envirohment Through Cohtinued
Political Commitment at the National and Subnational
Levels | “

While political, health, and other leaders will be directly involved in N7 22e &g
HIV/AIDS programme implementation, nongovernmental, BE&/IRNI 2T CRE
religious, business, education, and other regional leaders who are critically ,f,,,po,;mm
not directly involved in the implementation of HIV/AIDS Ipemsemyyegys
prevention programmes must contribute as well. If the leadership of EETeVN7,%8

Ghana all do their share, this epidemic can be turned around.
Experience with health programmes in many developing countries
shows that strong leadership support can be critical to success.

programmes an d

interventions.

Examples of the types of support that leaders can provide are outlined below; however, numerous
. other types of activities are possible, depending on the role of a given leader or organisation.

Disseminating accurate information. Evidence from Ghana and elsewhere suggests that the
spread, or “diffusion,” throughout the population of information about the epidemic, its extent,
the nature of the disease, how HIV is spread, the fatal consequences, and how individuals can
protect themselves and their loved ones, is key to achieving widespread changes in high-risk
behaviour. -National, regional and district leaders have numerous opportunities to share
information with their constituencies. This is a practical and critically important process to which
all well-informed leaders can immediately and realistically contribute.

Participating in policy dialogue. Political leaders can also contribute to a policy dialogue on the
HIV/AIDS epidemic that keeps the issue high on the national agenda. In countries such as
Uganda and Thailand, one factor that appears to have helped turn the tide against HIV/AIDS is
that leaders spoke out early and often about the HIV/AIDS epidemic and offered open and strong
support to intervention programmes. This outspokenness gives both visibility and credibility to
HIV/AIDS intervention programmes and helps develop a consensus about the most effective and
acceptable prevention and mitigation strategies. HIV/AIDS statements should be included in
speeches at all realistic opportunities. Parliamentarians and other leaders can contribute to the
formulation of national and district strategic HIV/AIDS plans and can support implementation
and funding efforts.

Fighting stigma and discrimination. One of the most common problems in addressing the
HIV/AIDS epidemic is that people often avoid learning their HIV status or admitting to being

infected because of the stigma attached to the disease and because of fear of discrimination. This
avoidance limits diffusion of knowledge about HIV in the general population and it
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increases the risk of transmission. Moreover, @M endbling environment provides the
discrimination against individuals with HIV or @ygaiillfaa ol e avaAd YT
AIDS violates their human rights and hampers [FZI4ZEY NS SR LA Oou Tl 2
prevention efforts. A key element of the Nationa] enabling environment involves promoting.
HIV/AIDS/STI Policy is the guarantee that the Pt te iy LAl Sl dir

human rights of all Ghanaians will be respected.
Political and other leaders can help by supporting
this policy, publicly acknowledging the need to
care for and support PLWHAs, and working

against discrimination.

redzcbilzg stigma and discrimination, and
_encouraging wulespl ead partzc:patton in |
pollcy and programme development, ‘
among other actlvzttes

Continuing the Response

The purpose of this document is to provide information that can be used by various stakeholders
in the development and implementation of HIV prevention and mitigation programmes in Ghana.
Although the HIV disease is at epidemic proportions and threatening to claim the lives of
hundreds of thousands of Ghanaians in the foreseeable future, more than 96% of the adult

The Natid;ial .
HI V/AIDS and ST, e
,V;Poltcy recently

a pro,yed by the .

_environment in which

_ prevention and care

' will be successful.

Ghanaian population is not infected with HIV. Indeed, it is

[ possible to stamp out HIV/AIDS from Ghanaian society. But
L | doing so will require efforts at the individual, family, community
i and national level, not only to avert HIV infection, but also to
| address the social, emotional and economic impacts that the
"i = disease is currently presenting to some sectors of the society.
_ Governments, NGOs, civil society groups, businesses,

| development partners, and others working in concert with the
|| Ghana AIDS Commission and the Ministry of Health/Ghana
¥ Health Service already have begun to develop and implement
£ innovative strategies to respond to the HIV/AIDS epidemic in the
| country. Readers should ask how their organisations or
& communities can help in this response.
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Appendix: Estimating National HIV Prevalence and
its Impact in Ghana Using Sentinel Survé.illance Data

Sentinel surveillance systems for HIV are designed to provide information on trends to policy
makers and programme planners. The data are useful for understanding the magnitude of the
HIV/AIDS problem in certain geographic areas and among special populations and for
monitoring the impact of interventions. These data also can be used together with SPECTRUM
computer models to prepare estimates of national HIV prevalence and the various
epidemiological and economic impacts suitable for advocacy purposes and planning. This
technical note provides a synopsis of the steps used to develop the national HIV estimates and -
AIDS Impact Model (AIM). ‘

The estimate of HIV prevalence among all adults aged 15-49 rests on the assumption that
prevalence among pregnant women attending antenatal clinics is a good indicator of HIV among
all male and female adults (15-49) in the general population.

There are a number of reasons to suggest that antenatal clinic (ANC) data would overestimate the
prevalence in the general population, including differences in the age distribution of pregnant
women compared to all women 15-49, the proportion of the population 15-49 that is sexually
active, and differences between female and male prevalence. ANC data represent sexually active
women, with fertility higher at younger ages. In addition, as the AIDS epidémic matures there is
clear evidence that women are at a greater physiological risk and are socially more vulnerable,
and thus tend to have higher HIV prevalence than men. This has been true in Ghana since the
beginning of the epidemic. UNAIDS is now using a female to male ratio of 1.3:1 in mature
epidemics for current HIV infections.

~ However, there are also a number of reasons to suggest that the ANC data would underestimate

the prevalence in the general population. Studies from several African sites have shown that
womén with HIV have lower fertility than those without infection by approximately 20 percent.
HIV-positive women are thus less likely to be pregnant and, as a result, ANC data tend to
underestimate prevalence among all women aged 15-49.

For the 15-49 age group, the consensus is that these factors cancel each other out and as a result,
prevalence among pregnant women is widely felt to be a good indicator of prevalence among all
adults 15-49, without any adjustments. Notably, this conclusion is only valid for the population
15-49. For some subpopulations, such as 15-19, there are significant differences in prevalence
between pregnant women and all adults. As a result UNAIDS recommends that ANC prevalence
can be used to represent prevalence among all adults 15-49 in generalised epldemlcs such as in
Ghana.

Table 1 -displays data from the Ghana sentinel surveillance system from 1992 to 2003 that were

used in estimating national HIV prevalence. The estimates were prepared in consultation with

stakeholders from a number of organisations, including NACP (Ministry of Health), WHO,
UNAIDS, West African Regional Programme on HIV/AIDS, Ghana School of Public Health,
Ghana Statistical Service, Reproductive and Child Health Programme, Population Impact
Project (University of Ghana), and the POLICY Project. This work has built on previous
activities in 2001 (NACP, 2001, August) and 1999 (NACP, 1999)
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that prepared estimates for those years. The work has also benefited from new models produced
by UNAIDS Reference Group on Estimates, Modelling, and Projections (2002, W1-W16).

Curve Fitting and Estimating National Adult HIV Prevalence

The Estimation and Projections Package (EPP)* was used to fit the rural and urban epidemic
curves to the HIV prevalence data for all urban and rural sentinel sites in Ghana. EPP is a simple
epidemiological model that produces the basic epidemic curve shapes found in-most HIV
epidemics. The EPP curves smooth the annual fluctuations inherent in sentinel data as a result of
- sample size issues and other potential errors, and provide a picture of the entire course of the
epidemic from the start to today:.

The model can also be used to project future prevalence for a short time into the future’in this case,
up to 2004. In some cases, the model provides a good fit to the surveillance data and the curve can
be used without further modification. In other cases, experts in consultation with stakeholders
need to use their best judgment to determine the shape of the prevalence curves’.

The assignment of sentinel sites to the rural/urban population was based on the definition of a
rural and urban settlement used by NACP, as defined by the Ghana Statistical Service. Urban
and rural EPP models were then fit to come up with an agreed-upon estimate of national adult
HIV prevalence from 1984 to 2005. Values from these curves (rather than the actual sentinel
site point estimates) were used to estimate national prevalence. This estimated prevalence was
then used to calculate additional indicators of interest about the HIV/AIDS epidemic.

* The EPP program is available free of charge. The program and manual can be downloaded from
http://www.unaids.org

® Data from the rural site was adjusted downward based on the best judgement of the stakeholders, to make it more
representative of the national rural population.

53




Table 1: HIV Prevalence by Sentinel Site by Year

Sentinel sites 1992 1994 | 1995 | 1996 | 1997 | 1998 | 1999 | 2000 | 2001 | 2002 zc@
Wenchi 4.0 - 3.2 2.6 2.4 2.0 2.2 1.0 3.4 3.2 5.4 |
Mampong - 2.0 3.6 2.0 5.2 50 | 34 1.6 4.8 2.4 5.4 |
Bolgatanga - 2.0 1.6 1.0 2.8 3.0 1.6 1.0 1.6 2.8 3.0 ]
Tamale - 1.0 1.0 1.6 1.0 - 0.8 1.3 1.6 2.4 3.6 |
ICape Coast - 3.5 2.4 2.6 0.8 34 | 337 3.0 36 | 2.6 7.6 |
a 1.8 3.0 0.8 1.8 1.6 2.3 2.2 1.4 6.0 3.4 3.2 ]
Bawku - 2.4 2.4 - 1.6 1.8 1.6 1.6 3.6 3.8 3.2 ]
Korle-bu - - - - - 2.0 2.2 2.2 2.2 4.3 2.2 4.2 ]
Eikwe - 3.0 - 5.7 5.8 5.8 4.8 3.2 5.8 6.0 6.1
Takoradi - 1.8 - 432 3.8 3.0 40 | 3.0 4.0 4.1 40
ssin Fosu - 2.5 1.2 1.6 1.2 3.6 2.0 2.4 2.6 2.6 3.2 ]
Kumasi 4.6 2.4 32 | 38 |55 6.8 4.9 3.8 3.4 4.2 5.0 |
Adabraka 0.7 - 1.3 2.2 2.1 3.4 2.0 4.0 2.3 4.0 5.2 |
Uirapa 0.4 2.5 0.3 3.0 1.4 - 0.6 15 1.7 1.7 1.8
Agomanya 18.0 | 9.4 105 | 12.8 | 13.4 | i3.2 | 8.2 7.8 6.6 7.0 97|
Sunyani 4.0 3.0 - 2.2 2.0 34 238 21 11 34 2.0
Koforidua 3.2 24 3.8 2.6 4.2 2.4 1.0 2.8 6.4 8.5 2.6
ema - - - - - - 2.6 3.9 2.5 6.5 3.4]
Hohoe - 2.3 3.2 2.1 4.2 40 44 5.0 2.8 3.2 4.2 |
" Ho - 2.4 2.4 2.8 3.8 4.0 5.2 4.2 2.6 3.2 2.0 |
Nalerigu - 1.0 1.0 0.4 0.2 - 06 - 14 1.7 1.6 0.6 |
Amasaman - - - - - - 2.6 2.2 29 - -
Asunafo - - - - - - - - - - 3.6
" Bole - 3.8 2.7 - - - - - - - -
Fanteakwa - - - - - - - - - - 6.6
Hamile - 43 | 42 - - - - - - - -
Mamobi - - - - - - - - - 42 42
Nandom - 2.0 29 - - - - - - - -
Navrongo - - - - - - - - 24 5.1 4.4
North Tongu - - - - - - - - - . 2.0
Obuasi . - - - - - - B - 6.0 3.7
Sefwi Asafo - - - - - - - - - - 2.4
Nadowli - - - - - - - - - - 1.3

Soﬁrce: Ghana Health Service. 2003 HIV Sentinel Report.

Estimaling Adult Population, HIV Indicators, and The AIDS impact Analysis

To get a sense of the impact of the HIV/AIDS epidemic in Ghana over the last 18 years, two
modules of SPECTRUM were used, DemProj and AIM. DemProj was used to project the
national population of Ghana by age and sex and to display a full range of demographic
indicators. AIM was used to calculate HIV/AIDS indicators such as the number of HIV
infections, AIDS cases, AIDS deaths, AIDS orphans, the number of people who need ARVs,
impact of HIV/AIDS on life expectancy, and other such factors. |

¢ SPECTRUM is a system of policy models that includes modules for making demographic and HIV/AIDS projections. It has
been developed by the USAID-funded POLICY Project. The model and manual can be downloaded from the Futures Group
" website (hitp://www.FuturesGroup.com).
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The demographic projection is based on the census of 1984 and 2000. The population by age and
sex in the base year (1984) is from the population projection reported in “Statistical Service.
1987. 1984 Population Census of Ghana, Demogmphzc and Economic Characteristics: Total
Country. Statistical Service, Accra.”

The bases for the other demographic inputs were as follows:

. Total fertility rate and age distribution of fertility:

1984 1984 Census

1988 Demographic and Health Survey

1993 Demographic and Health Survey

1998 Demographic and Health Survey

1998-2015 Population policy goals as defined in National Population Policy,
Revised Edition. National Population Council, 1994.

BARRERR

* Life expectancy without AIDS (1984-2000)-1984 Census: Analysis of Demographic Data.
Volume 1. Preliminary Analysis Report. Ghana Statistical Service, 1995.

* Population policy goal rate of annual increase (2001-2015)-National Population Policy,
Revised Edition. National Population Council, 1994.

* Model life table: Coale-Demeny North.

* Sex ratio at birth-1984 Census: Analysis of Demographic Data. Volume 1 Prehmma.ry
Analysis Report. Ghana Statistical Service, 1995.

* International migration-The effect of international migration on the national population was
assumed to be zero since there is minimal net migration.

Additional HIV/AIDS assumptions were derived as follows:

e Adult HIV prevalence-Using curve fits from EPP projections made for 1984-2004. We don't
know exactly how the state of the epidemic might be many years from now. Hence, for
purposes of this projection, the 2004 estimated prevalence rate was kept constant for the
period 2004-2015 to provide a scenario of what the situation might be like if the current
prevalence remains the same.

» Start year of epidemic - Assumed to be about 1984 since the first AIDS cases were identified
in 1986.

* Incubation period - Following UNAIDS recommendations, the median time from infection

to AIDS death for adults is assumed to be 9 years (8.6 years for males and 9.4 years for females).
For children a faster progression to death is used (UNAIDS Reference Group on Estimates,
Modelling, and Projections, 2002, W1-W16).

* Age distribution of HIV prevalence - For both males and females, rates have been calculated
from the distribution of cumulative reported AIDS cases (1986-2003) from the HIV Surveillance
Report (NACP, 2003). The reported rates have been adjusted five years younger to account for
the lag from HIV to AIDS.

Range of Uncertainty for Estimates

- There are many sources of potential error involved in preparing these estimates. Prevalence
estimates at ANC sites may have an error of £3-5 percentage points depending on sample size.
There are also some uncertainties in finding the best fitting curves for the urban and rural sites and
equating prevalence from about 24 antenatal clinics to represent the entire
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country. UNAIDS recommends that the error range around national estimates in generalised
epidemics with good surveillance systems such as Ghana, is £20% (UNAIDS Reference Group
on Estimates, Modelling, and Projections, 2002, W1-W16). For this report, only point estimates

were reported.
Further inquiries on the technical content of th1s document can be submitted to the NACP at the

address on the title page.
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