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FOREWORD 

I am pleased to introduce to you HIV/AIDS in Ghana: Background, Projections, 
Impacts, Interventions, and Policy. This document is a product of the Ministry of 
Health, National AIDS/STI Control Programme.  It uses readable language and 
colourful graphics to present a complex issue, and I encourage as many people as 
possible to read it. The book provides very useful information on the status of the 
epidemic, its consequences, interventions to slow the spread of the virus, and the 
policies and organisational structures that have been put in place to address all aspects 
of the epidemic.  At the same time, the book is not a final statement on the epidemic  
and the National AIDS/STI Control Programme encourages and welcomes comments 
from people who read it so that future editions can be improved. 
 
The HIV/AIDS epidemic is a very serious problem in Ghana.  Already in 2000, about 
350,000 Ghanaians were infected with HIV, the virus that causes AIDS.  This 
included 330,000 adults and 20,000 children.   In addition, more than 150,000 
Ghanaians have died from AIDS since the beginning of the epidemic in the early 
1980s.  
 
The red ribbon which appears on the cover of this Third Edition has been adopted by 
the world as the universal symbol of solidarity with those who are infected or affected 
by AIDS.  We include it on the cover to represent a shift in the HIV/AIDS programme 
in Ghana from an almost exclusive focus on prevention to a programme which still 
puts a priority on prevention but which has now been broadened to include a 
comprehensive programme of prevention, care and support. 
  
On the one hand, the picture is grim.  Hundreds of thousands of our fellow citizens are 
already infected with a deadly virus that is almost certain to result in their deaths in 
the near future.  And more and more persons are becoming infected every day.  What 
is especially worrisome is that the evidence suggests that the epidemic is still 
expanding throughout the country. The HIV/AIDS epidemic can only undermine our 
efforts to achieve the developmental goals of Ghana. 
 
But on the other hand, there is much that we can do to change the course of the 
HIV/AIDS epidemic in Ghana.  The virus is not spread in the air or water or by 
insects; rather, it is transmitted by certain kinds of human behaviour.  More than 95 
percent of our adults aged 15 to 49 years old −19 out of every 20 − are not infected, 
and all of these uninfected men and women can take positive and active steps to 
protect themselves from HIV.  Reports from Uganda show that it is possible for an 
African country to make important strides in changing the behaviour of individuals 
and the path of the epidemic. 
 
People living with HIV/AIDS also have an important role to play in limiting the 
spread of HIV.  They can help prevent further infections and can improve the quality 
of their own lives through positive behavioural change.  People who have HIV but 
who are not yet ill can live full and productive lives.  People living with HIV/AIDS 
should not be stigmatised or discriminated against; rather they deserve our 
compassion, care, and support. 
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Ultimately, then, the epidemic can be best understood by asking ourselves, as 
individuals, certain questions.  Am I or am I not infected?  If I am, what can I do to 
change my life practices and reduce the chances of infecting others?  If I am not, what 
life should I lead to avoid getting infected?  How can I help those who are infected 
lead humane lives and prevent the spread of infection?   
 
I also wish to call upon all leaders in all sectors to do their part to limit the spread of 
HIV.  If our leaders − political, religious, business, non-governmental, community, 
district and all others − individually a nd collectively do their part, I am convinced that 
we can change the course of this epidemic and limit its impact on the development 
effort in Ghana. 
 
I wish to thank representatives from the following organisations and others for 
contributing to the development of this document: Ghana AIDS Commission; Disease 
Control Unit, Ministry of Health (MOH); Ghana Social Marketing Foundation; Ghana 
Statistical Services; Health Education Unit, MOH; Korle-Bu Teaching Hospital; 
Reproduction and Child Health Unit, MOH; MOH Accra Region; MOH Ashanti 
Region; National Population Council Secretarial, National Headquarters and Eastern 
Regional Office; Population Impact Project, University of Ghana, Legon; Public 
Health Division, MOH; Public Health Reference Laboratory, MOH; School of Public 
Health, University of Ghana, Legon; TB Control Programme, MOH; CIDA Regional 
HIV/AIDS/STD Project; and UNAIDS.  I also wish to thank USAID for financial and 
technical support, and the POLICY Project for technical assistance. 
 
 
__________________________ 
Dr. Kwaku Afriyie 
Honourable Minister of Health 
 
  
 
 



INTRODUCTION 

The HIV/AIDS epidemic has become a serious health and development problem in 
many countries around the world. The Joint United Nations Programme on AIDS 
(UNAIDS) estimates the  number of HIV infections worldwide at about 36.1 million 
by the end of 2000, of which 25.3 million were found in sub-Saharan Africa.  Another 
21.8 million persons have already died from the disease since the beginning of the 
epidemic, mostly in Africa.  And about 600,000 infants now become infected each 
year, about 90 percent of whom are African children.  
 
The virus that causes AIDS has already infected and is infecting many Ghanaians.  
About three percent of the entire adult population of the country is HIV infected.  
Most of these people do not even know they carry the virus.  In 2000, about 330,000 
adults and 20,000 children were already infected.  Between the beginning of the 
epidemic in the mid-1980s and the end of 2000, more than 185,000 persons may have 
already developed AIDS, although not all of these have been officially recorded. No 
cure is available for AIDS, and the disease is becoming one of the most serious 
development issues in the country.  
 
Despite this situation, much can be done to alter the course of the HIV/AIDS 
epidemic in Ghana.  HIV is not spread by casual contact or by mosquitoes or in the air 
or water.  HIV is spread by certain types of human behaviour; therefore, it can be 
controlled by changes in those behaviours.  What is needed is continued involvement 
from all sectors of Ghanaian society to promote interventions to reduce high-risk 
sexual behaviours, treat and control other sexually transmitted diseases, maintain a 
safe blood supply, ensure safe use of needles, and mitigate the problems of those 
already infected with HIV or otherwise affected by the epidemic.  More than 95 
percent of the adult population aged 15 to 49 remains free of the infection and all of 
these people have the opportunity to protect themselves from the disease. This 
briefing book is intended to provide information about the HIV/AIDS epidemic in 
Ghana.  This material is also available as a slide show or interactive computer 
presentation.  The information is provided in four sections: 
 
Background:  What we know about HIV/AIDS in Ghana today 
Projections:  The number of people who might develop AIDS in the future 
Impacts:  The social and economic impacts of AIDS 
Interventions: What needs to be done to prevent the spread of HIV/AIDS 
Policy:  Policy issues and the National Strategic Framework, and 

institutional structure that have been put into place to combat 
the epidemic  

 
Requests for presentations of this material or copies of this briefing book should be 
directed to the National AIDS/STI Control Programme.  The address is located on the 
last page. 
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BACKGROUND 

What is HIV/AIDS? 

Human Immunodeficiency Virus (HIV) is the virus that causes Acquired Immune 
Deficiency Syndrome (AIDS).  HIV destroys the biological ability of the human body 
to fight off opportunistic infections such as pneumonia and tuberculosis (TB).  A 
person can be infected with HIV for a long time without showing any symptoms of 
the disease.  Nonetheless, during that period before a person develops symptoms, he 
or she can transmit the infection through sexual contact to other people. An infected 
woman can also transmit the disease to her infant during pregnancy or delivery or 
while breastfeeding.  HIV can also be spread by transfusions of contaminated blood 
and by sharing needles used for injections and drug use.  AIDS itself is defined in 
terms of how much deterioration of the immune system has taken place as seen by the 
presence of opportunistic infections.  Virtually all infected persons die from the 
disease. 
 
In Ghana, an individual is said to have developed AIDS when he or she presents with 
a combination of signs and symptoms and has a positive HIV antibody test. These are 
grouped into major and minor signs and symptoms.  
 

The major signs and symptoms include: 

• Prolonged fever (more than one month) 

• Prolonged and chronic diarrhoea (usually over a month) 

• Significant weight loss (over a period of time and more than 10 percent of body 
weight) 

The minor signs and symptoms include: 

• Persistent cough for more than one month 

• Persistent skin infection 

• Aggressive skin cancer (Kaposi Sarcoma) 

• Oral thrush (Candidiasis) 

• Recurrent Shingles (“Ananse”) 

• Enlargement of the lymph glands 
 

An individual with two of these major signs and symptoms and two of the minor signs 
and symptoms plus a positive HIV antibody test is said to have the disease AIDS.  

AIDS stands for Acquired Immune Deficiency Syndrome. 
It is a disease caused by Human Immunodeficiency Virus or HIV. 

It acts by weakening the immune system, making the body susceptible to 
and unable to recover from other diseases. 
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HIV Transmission Mechanisms  

In Ghana, as in the rest of Africa, two transmission mechanisms account for most new 
HIV infections in the country: heterosexual contact and mother-to-child (MTC) 
transmission.   Besides sexual contact and MTC transfer, HIV can also be transmitted 
through contaminated blood, for example, through transfusions or the sharing of 
needles or blades that have been in contact with the blood of an HIV-infected person.    
 
• Heterosexual Contact.  The majority of infections (80 percent) are transmitted 

through heterosexual contact.  Although the probability of transmitting HIV 
during intercourse can be quite low, a number of factors increase the risk of 
infection dramatically.  One is the presence in either partner during unprotected 
sex of a sexually transmitted disease (STD), such as syphilis or gonorrhoea.  
These diseases form ulcers and sores that facilitate the transfer of the virus.   

A significant number of Ghanaian adults do suffer from STDs, and many have 
multiple sexual partners but do not use condoms to protect themselves.  As a 
result, most new HIV infections are due to heterosexual contact.  While 
homosexual contact can be an efficient mode of HIV transmission, it is important 
to stress the overwhelmingly dominant role of heterosexual cont act in spreading 
the virus in Ghana.  Programmes designed to slow the spread of HIV will need to 
focus on reducing transmission through unprotected sexual contact.  In the longer 
term, strategies will also have to address the underlying social and economic  
factors contributing to the spread of the disease.  

• Mother-to-Child Transmission.  Many children are infected through mother-to-
child transmission.  They receive the infection from their mothers during 
pregnancy, at the time of birth or through breastfeeding.  About 30 to 40 percent 
of infants born to infected mothers will themselves be infected. The other 60 to 70 
percent will not become infected, but are at risk of becoming orphans when their 
parents die from AIDS.  Mother-to-child transmission of HIV accounts for 
approximately 15 percent of all HIV transmission. 

 
From the pie chart, it is clear that other modes of transmission contribute much less to 
the spread of the disease in Ghana.   Nonetheless, it is still important to guard against 
contaminated blood and blood products, reused needles, and other unsterilised 
medical tools such as knives or razor blades that might transfer the virus.  It is also 
especially important to stop some traditional practices, such as female circumcision, 
that involve cutting and the potential exposure of the blood to HIV.   
 
Equally important is how HIV is not transmitted.  The virus is not transmitted by 
mosquitoes or by casual contact such as shaking hands or kissing or by sharing bowls 
or utensils.  HIV-infected persons need not be shunned or avoided. 
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Incubation Period 

After transmission of HIV, a person does not develop AIDS immediately.  There is 
often a lengthy period from infection with HIV to development of the disease AIDS 
that may last from two to 15 years or even longer.  Some people may survive longer 
than 15 years with an HIV infection while others may develop AIDS within two or 
three years and die soon thereafter.  The average time from infection with HIV to 
development of the disease AIDS is about eight years. That is, on average, a person 
does not develop AIDS until eight years after becoming infected.  For most of this 
period, the person may not have any symptoms and, therefore, may not even be aware 
that he or she is infected.   This contributes to the spread of HIV, since the person can 
transmit the infection to others without realising it.  People with full AIDS, of course, 
remain infectious. 
 
 

HIV Incubation Period (Adults) 

 

 
No one is quite sure why some infected individua ls develop AIDS at a slower or 
faster pace than others.  Countries where the overall health of the population is poor 
may have shorter incubation periods, on average, than countries with better health 
conditions.   

 

- - 2 - 15 years - -

Infectious DeathInfectedNot 
Infected

AIDS
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For children, the incubation period is much shorter because their immune systems are 
not yet fully developed.  Most infants who are infected at birth develop AIDS within 
two years and die soon thereafter.  A few may survive as long as ten years, but all 
infected infants will eventually develop AIDS and die. 
 
 

HIV Incubation Period (Children) 

30 - 40% of babies of HIV 
positive mothers are infected

Infected AIDS DEATH

- - - < 1 - 5 years - - - <1 year
(on average)
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The HIV/AIDS Pyramid 

Since the beginning of the epidemic in 1986 up to December 2000, 43,587 cases of 
AIDS have been reported to the Ministry of Health (MOH).  Most of these have 
already died.  However, reported AIDS represent only the visible part of the epidemic.  
There is much more to the epidemic, often called the “hidden epidemic,” than the 
number of reported cases.  
 
We know that not all AIDS cases are reported.  This can happen for several reasons: 
 

• Some people never seek hospital care for AIDS or have poor access to health 
service units. 

• Some physicians or nurses may not want to record a diagnosis of AIDS because of 
the stigma attached to the disease. 

• Recording and reporting of AIDS cases is inadequate at all levels. 

• People with AIDS do not die from the virus but from the opportunistic infections 
(such as tuberculosis) that invade the body with the breakdown of the immune 
system; consequently, many persons die from these invasive infections before 
they are ever diagnosed as having AIDS. 

• Private laboratories do not report all their figures and are not required to do so.  

 
The following pyramid shows that the number of those who have developed AIDS 
(43,587) is only the “tip of the pyramid.”  The true number of cumulative AIDS cases 
in Ghana is not known, but, according to the projection model used in this study, the 
total was more than 185,000 by the end of 2000.  Many more people have been 
infected with HIV, the virus that causes AIDS.  They have not yet developed AIDS 
but will in the coming years.  The largest part of the pyramid is the estimated 350,000 
who are currently infected.  Most of these do not know their HIV status, and may 
spread the epidemic.  
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Actual AIDS cases are only the “tip of the pyramid.” 

Many more people are infected with HIV but have not yet 
developed AIDS. 

 

 
 
 

43,587 reported cumulative AIDS 
cases (up to Dec. 2000)

185,000 estimated actual cumulative 
AIDS cases (up to Dec. 2000)

350,000 current HIV infections
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Sentinel Surveillance System 

If most people do not know they are infected, how do public health officials monitor 
trends?  In Ghana, the Ministry of Health operates a sentinel surveillance system that 
provides data for estimating the extent of HIV infection.  Each of the ten regions has 
designated two hospitals or health centres to be sentinel surveillance sites.  In 
addition, to two additional sites are included from the Greater Accra Region.  At these 
selected sites, health workers take blood samples from pregnant women as part of 
their standard antenatal care.  These blood samples are then tested anonymously for 
HIV infection.  That is, the blood is tested for HIV after the routine laboratory tests, 
for which the blood was originally drawn, have been done and personal identifiers 
removed. This is the procedure that is recommended by the World Health 
Organization and that is used in almost all countries. 
 
UNAIDS suggests that the best way to understand the extent of the HIV/AIDS 
epidemic is to look at HIV prevalence among 15 to 49 year olds, or the percentage of 
persons aged 15 to 49 who are infected with the virus.   Research has shown that the 
HIV prevalence from antenatal sites is a very good estimate for HIV prevalence 
among the total adult population aged 15-49. 
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Current Estimates of HIV Prevalence 

Medical staff diagnosed the first AIDS cases in the country in 1986.  Once started, the 
HIV/AIDS epidemic seems to have spread slowly but steadily.  About 3.0 percent of 
the population in the 15 to 49 age group is now thought to be infected with HIV based 
on the sentinel surveillance data, and prevalence may still be rising.  
 
Three points are especially important in considering the HIV/AIDS epidemic in 
Ghana.   
 
• HIV/AIDS is extremely serious in Ghana.  The analysis suggests that about 

350,000 Ghanaians were living with HIV in 2000 and this does not take into 
account those who have already died as a result of infection, and more and more 
Ghanaians are becoming infected every day.  Virtually all of these people will die 
from AIDS. 

• The data do not suggest that the epidemic has stablilised. For example, the 
Ministry of Health sponsored sentinel surveillance at all sites each year between 
1994 and 2000.  Analysis of this data indicates that HIV prevalence in the 15 to 49 
year old age group in Ghana rose from 2.7 percent in 1994 to 3.0 percent in 2000.  
Although we do not know the future trend, there is certainly a danger that 
prevalence in Ghana could increase in the future as it has in neighbouring 
countries because of several factors including the worldwide epidemic in other 
sexually transmitted infections. 

• HIV has spread more slowly in Ghana than in many other African countries.  For 
example, in several southern African countries, HIV prevalence among 15 to 49 
year olds is now estimated at more than 20 percent.  No one is quite sure why the 
epidemic has spread more slowly in Ghana and some other West African 
countries.  At the same time, many eastern and southern African countries had 
prevalence rates in the late 1980s similar to those currently found in Ghana, but 
the situation worsened rapidly.  This suggests that an unchecked epidemic could 
result in much higher prevalence levels in Ghana. 

 
In sum, while HIV/AIDS has taken its own course in Ghana, the epidemic is so 
serious that it will have a profound impact on the social and economic development of 
the country well into the future. 
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HIV Prevalence, Ages 15 to 49, 2000 

 
 

 
 
 
 
 
 
 
 
 

 
 
Source: Sentinel surveillance data by region may be found in Disease Control Unit, Ministry 
of Health.  HIV/STD Sentinel Surveillance, 2000.   
 

These data are included in the Technical Note in Chapter VI of this report. 

3% 
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While the sentinel data indicate that HIV infection exists in all parts of the country, 
there are important regional differences.  The bar chart indicates adult HIV prevalence 
by region.  Eastern Region has consistently reported the highest levels of HIV 
infection, followed by Volta, Greater Accra, Western, Ashanti and Central Regions.  
Prevalence in Greater Accra is surprisingly low; in most African countries, some of 
the highest prevalence rates are usually found in the capital city and major urban 
centres.  In Ghana, Greater Accra initially had one of the lower rates in the country, 
but the rate has been gradually increasing.  In 1999 two additional sites were added in 
Greater Accra to help reflect the diversity of population in that region.  Somewhat 
lower rates are found in the northern regions of the country, but there has been a 
narrowing of the differences with other regions as the epidemic progresses. 
 
 

HIV Prevalence, Ages 15-49, by Region 2000 

 
Source:  MOH/DCU:  HIV/AIDS Sentinel Surveillance, 2000 
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A good way to summarise regional differences is to look at prevalence in the three 
geographic regions of the country.  Prevalence in the 15 to 49 year old age group is 
estimated to be 3.6 percent in the southern geographical region and 2.6 in the middle 
geographical region.  However, HIV prevalence was a significantly lower 1.2 percent 
in the northern region in 2000.  The overall national figure, then, can disguise 
important regional differences. 
 
 

HIV Prevalence, Ages 15 to 49, by Geographical Region, 2000 

 
 
 

NORTHERN 1.4

MIDDLE 2.6

SOUTHERN 3.6
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Age-Sex Distribution of Reported AIDS Cases 

The following chart shows the cumulative number of reported AIDS cases through 
2000 by age and sex.  Reported cases represent only a small proportion of all AIDS 
cases; nonetheless, they can provide useful information about the nature of the 
HIV/AIDS epidemic in Ghana.   
 
 

Age-Sex Distribution of Reported AIDS Cases through 2000 

 
Source: Disease Control Unit, Ministry of Health 
 
 
The bar chart illustrates several interesting facts. 

• More than 90 percent of AIDS cases are found among adults between the ages of 
15 and 49. Since this is the most economically productive segment of the 
population, illnesses and deaths in this age group constitute an important 
economic burden.  Many productive years and much investment in education and 
training will be lost.  These illnesses and deaths also have important family 
consequences since most people in this age group are raising young children.  

• To date, about two-thirds of the reported AIDS cases have been females. One 
reason for this pattern in Ghana appears to be that commercial sex workers 
returning from other countries accounted for a significant proportion of infections 
during the early stages of the epidemic.  In either case, because the virus is usually 
transmitted by heterosexual contact, the differences in rates of infection between 
men and women tend to be reduced over time. 

• The peak ages for AIDS cases are 25 to 34 for females and 30 to 39 for males.  
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• The number of reported AIDS cases for females in the 15 to 24 age group is much 
higher than for males in the same age group. This is due to earlier sexual activity 
by young females and the fact that they often have older partners.  

• Children between the ages of 5 and 14 may be a special “Window of Hope.”  If 
these children can be taught to protect themselves from HIV infection before they 
become sexually active, they can remain free of HIV for their entire lives. But 
action must be taken now!  
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II.  PROJECTIONS 

 
Projected HIV Prevalence 

Number of HIV Infections and AIDS Cases 

Annual Deaths among Persons Aged 15 to 49 

Cumulative AIDS Deaths 
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PROJECTIONS 

Projected HIV Prevalence  

To project the number of new infections in the future, it is necessary to make an 
assumption about future levels of adult prevalence in the country.  Does the evidence 
show that the epidemic has stabilised, that prevalence is no longer rising?  Or does the 
evidence suggest that the epidemic is still spreading in the country?  And, if 
prevalence is still on the rise, how high might it go?  
 
The evidence indicates that HIV prevalence is still on the rise in Ghana.  Analysis 
based on the sentinel surveillance data shows HIV prevalence in the 15 to 49 year old 
age group in Ghana rising slowly from 2.7 percent in 1994 to 3.0 percent in 2000. 
  
Experience in other parts of Africa suggests that HIV prevalence in Ghana could rise 
even higher than at present.  For example, as shown on the following map, HIV 
prevalence in many other African countries is much higher than in Ghana.  Higher 
prevalence in other countries may be due to an earlier start of the epidemic in those 
countries, to different behaviour patterns, to the presence of a different strain of HIV 
in the early stages of the epidemic, or to a combination of all these factors.  
 
How high HIV prevalence in Ghana might rise is, of course, an unknown.  If it 
follows the pattern of some neighbouring countries we could see a rise in prevalence 
over the coming years.  But if an expanded and effective programme of interventions 
is put in place it could remain relatively stable or even decline.  For purposes of this 
analysis we will look at two scenarios.   
 

• In the high prevalence scenario HIV prevalence for 15 to 49 year olds is 
extrapolated from the historic trend and is assumed to increase from 3.0 percent in 
2000 to 4.7 percent in 2004, 6.9 percent in 2009, and 9.0 percent in 2014.   

• In the lower prevalence scenario HIV prevalence for 15 to 49 year olds remains 
relatively stable, with a prevalence rate of 4 percent in 2014.  The rate is assumed 
to increase from 3.0 percent in 2000 to 3.3 percent in 2004, 3.6 percent in 2009, 
and 4.0 percent in 2014.  

This report looks at the important differences in impact that these two scenarios 
would have. 
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HIV Prevalence Among Adults, 15 to 49 Year Olds in              
Sub-Saharan Africa, 2000  

 
 
 

Projected HIV Infections for 15 to 49 year olds                     
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Number of Projected HIV Infections and AIDS Cases 

Using the assumptions, the projected number of Ghanaians infected with HIV by 
2000 is probably about 350,000.  Under the high prevalence scenario, that number 
would rise steadily over the next 14 years, reaching 860,000 in 2009 and about 1.2 
million 2014.  Under the low prevalence scenario, the number of total infections 
would rise to 470,000 in 2009 and 568,000 by 2014.  The numbers infected in the 
year 2009 or in 2014 do not include the large numbers of Ghanaians who will have 
died from AIDS over this period of time. 

 

Number of Projected HIV Infections 
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The number of new AIDS cases developing eac h year among those persons living 
with HIV infection is shown in the chart below.  Under the high prevalence scenario, 
the number of annual new AIDS cases would rise from 28,000 in 1999 to 36,000 in 
2004 and 80,000 in 2014.  Under the low prevalence scenario, the number of annual 
new AIDS cases would rise from 28,000 in 1999 to 34,000 in 2004 and 37,000 in 
2014.  
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 Annual Deaths Among Persons Aged 15 to 49  

The impact of the epidemic will be especially severe among adults in the prime 
working ages, 15 to 49.  In the chart below, the blue line shows the projected annual 
number of deaths in this age group in the absence of AIDS.  The line does not 
increase very much over time.  The increase in this line is due to an increase in the 
total population size.  However, with the high prevalence scenario with HIV 
prevalence reaching nine percent by the year 2014, the annual number of deaths in 
this age group will increase dramatically over time, reaching 344,000 annually by 
2014, an increase of 75,000 annually over what it would have been without AIDS.  
With the low prevalence scenario, if HIV prevalence is four percent in 2014, the 
annual number of deaths in this age group will reach 305,000 by 2014, an increase of 
36,000 over what it would have been without AIDS. 
 
This rapid increase in deaths in the productive age group could have serious 
consequences for the economic and social development of the country. 
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Cumulative AIDS Deaths 

Based on projections of AIDS cases, the cumulative death toll would be high.  The 
chart below looks at the cumulative number of deaths from AIDS since the beginning 
of the epidemic in the mid -1980s.  It is a good indicator of the seriousness of the 
epidemic in Ghana. 
 
From the beginning of the epidemic through 2000, the cumulative number of AIDS 
deaths has probably been about 160,000.  The worst is yet to come.  Over the next 14 
years - 2000-2014 - an additional 660,000 persons in Ghana could die from the 
disease.  Under the high prevalence scenario, if HIV prevalence reaches 9 percent by 
the year 2014, the cumulative number of AIDS deaths in that year will have reached 
817,000.  Under the low prevalence scenario, where HIV prevalence is still 4 percent 
in 2014, the cumulative number of AIDS deaths by that year would reach 614,000.  
 
This illustrates the fact that in either case, Ghana will need to mount an expanded 
programme of care and support and will need to develop a comprehensive programme 
to mitigate the social and economic impacts of this epidemic. 
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III.  THE SOCIAL AND ECONOMIC IMPACTS OF AIDS 
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THE SOCIAL AND ECONOMIC IMPACTS OF AIDS 

Orphans as a Result of AIDS 

One serious consequence of AIDS deaths among adults is an increase in the number 
of orphans.  An AIDS orphan is a child under 15 who has lost either their mother or 
both parents to AIDS.  In reality, given the predominance of heterosexual 
transmission in spreading the virus, many children will lose both parents.   
 
As shown in the following chart with the high prevalence scenario of HIV prevalence 
increasing to 9 percent by the year 2014, the number of AIDS orphans would rise 
quickly from 36,000 in 1994 to 390,000 in 2014.   With the low prevalence scenario, 
the number of AIDS orphans would rise to 236,000 in 2014, about 150,000 fewer 
orphans than in the high scenario. 
 
It is important to remember that most AIDS orphans are not themselves infected with 
the virus.  Everything possible should be done to eliminate the stigma and 
discrimination that these children may experience.  Therefore it is usually best not to 
distinguish between AIDS orphans and other orphans, because both will have similar 
needs. 
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There will be a tremendous strain on social 
systems to cope with such a large number of 
orphans and provide them with needed care 
and supervision.  At the family level, there 
will be increased burden and stress for the 
extended family.  This surge in the number 
of orphans is especially difficult in a major 
urban centre where traditional family 
structures are not as strong as in the 
countryside. 
  
Many grandparents will be left to care for young children.  Other families are already 
headed by adolescents and the number of these households is increasing. There will 
be an increased burden to provide services for these children, including orphanages, 
health care, and school fees.  Many orphans will never receive adequate health care 
and schooling, increasing the burden on society in future years.  The number of street 
children will rise, and child labour will become more common as orphans look for 
ways to survive. 
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Mortality 

Ghana faces many serious health problems, all of which have to be addressed from 
the limited resources available for health.  Why, then, should HIV/AIDS command 
more attention from health policymakers and planners than other competing health 
problems?  Yet, in the end, HIV/AIDS is not just one more health challenge among 
many; rather, it is a killer disease of increasing seriousness that will have a significant 
impact on the country.  
 
Part of the problem in recognising the special character of HIV/AIDS is that the 
epidemic is often hidden.  Recall that there is a lengthy incubation period, on average 
about eight years, between the time a person becomes HIV -infected to development 
of the disease AIDS.  Most persons in Ghana who are infected with HIV don’t even 
know it.  Second, no one dies from AIDS directly; rather, infected persons succumb to 
the opportunistic infections, such as tuberculosis, that invade the body with the 
breakdown of the immune system.  Consequently, many AIDS deaths are never 
identified as such. The worst mortality from AIDS lies in the near future, not the past.  
In 1994, for example, AIDS accounted for only about 4.6 percent of all deaths in 
Ghana.  By 2014, however, AIDS will be responsible for 28 percent of deaths. No 
other single cause will come close to being responsible for so much mortality among 
Ghanaians. 
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Population Size and Growth 

What will be the impact of rising mortality from AIDS on the future growth of the 
Ghanaia n population? The following projections assume a continued decline in 
fertility rates in Ghana.  Without the AIDS epidemic the population is predicted to 
grow to about 25 million persons in 2014.  With AIDS causing increased deaths the 
population grows somewhat more slowly to 23.8 million persons in 2014 under the 
high HIV prevalence scenario.  This is a difference of 1.2 million persons. In both 
cases, the population continues to grow rapidly.  High birth rates are a more 
fundamental determinant of the future population size of Ghana than AIDS deaths. 
 
An important point to remember is that the 1.2 million fewer people represent adults 
in the productive age groups who are no longer alive to care for their children and 
elderly parents, and to contribute to the economic well-being of their family and 
community. 

 
 

Projected Population Growth 

 

25.0
23.8

10

12

14

16

18

20

22

24

26

1984 1989 1994 1999 2004 2009 2014

M
ill

io
ns

with AIDS without AIDS



 

 33 

Health Care 

The treatment of the opportunistic infections resulting from AIDS is expensive and 
will place considerable strains on the delivery of health services in Ghana.  The 
demand on health services as a result of AIDS can be seen by looking at health care 
expenditures.  
 
A recent study (Nabila, Antwi, et.al., June 2001) provides some evidence on what it 
costs to treat the opportunistic infections experienced by an AIDS patient in Ghana 
for one year.  This recent estimate in Ghana indicated that the annual cost to treat the 
opportunistic infections experienced by an AIDS patient was about 4.2 million Cedis.   
 
The following chart illustrates the total health expenditures required in Ghana to treat 
these opportunistic infections assuming that 50 percent of all AIDS patients come for 
such health care in a given year.  The expenditures to treat these opportunistic 
infections disease would rise from about 59 billion Cedis in 1999 to 167 billion Cedis 
in 2014. 
 
It was also estimated in the study that the cost of full anti-retroviral treatment for one 
AIDS patient would be much more.  Based on actual experiences at Korle -Bu 
Teaching Hospital, the cost would be about 45 million Cedis for each patient per year.  
Obviously this would result in huge increases in the required expenditures. The 
increasing need for funds to spend on AIDS care threatens to divert spending from 
other important health care needs, or to leave many AIDS patients with inadequate 
care. 
 
The increasing need for funds to expend on AIDS care threatens to divert spending 
from other important health care needs, or to leave many AIDS patients with 
inadequate care.   If funding is diverted from other health needs , then mortality and 
sickness not related to HIV is likely to increase as well, adding to the overall impact 
of the epidemic.   
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Annual AIDS Care Expenditures  
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HIV and Tuberculosis 

Of particular note, HIV is largely responsible for the rapid rise in tuberculosis (TB) 
cases in recent years. The arrival of HIV/AIDS has caused a secondary TB epidemic 
in many African countries.  As many as two-thirds of TB patients may be HIV 
positive.  HIV infection weakens the immune system of otherwise healthy adults.  
Many, perhaps half, of all adults in Ghana carry a latent TB infection, which is 
suppressed by a healthy immune system.  When the immune system is weakened by 
HIV, it can no longer control the TB infection and overt TB disease can develop.∗ 
 
During the yea r 2000, 11,300 new cases of TB were reported in Ghana.  The TB 
Control Programme estimates the true figure to be more than 30,000.  In the chart 
below, the total bar represents the projected number of TB cases.  One portion of the 
total bar represents the number of cases that would have occurred even without AIDS 
and the other portion represents the number that can be directly attributable to the 
AIDS epidemic.  In 1989, about 14 percent of the TB cases could be attributed to 
AIDS.  A 1997 study done in the Komfo Anokye Hospital in Kumasi found the HIV 
prevalence among TB patients was 23 percent.   If the high scenario prevails, in 2009, 
about 57 percent of projected TB cases would be attributed to the HIV/AIDS 
epidemic.   
 

 
HIV and Tuberculosis  

 
 

                                                 
∗ See, for example, A.D. Harries.  “Tuberculosis and Human Immunodeficiency Virus Infection in 
Developing Countries.”  Lancet (1990), pp. 387 – 390. 
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These are almost certainly underestimates, because these new TB cases will transmit 
the disease to others.  Also, the emergence of drug-resistant strains of TB in Africa is 
contributing to an ever -worsening epidemic. 
 
The impact of HIV infection on tuberculosis is an especially serious problem because 
TB is contagious through casual contact.  HIV increases the risk of tuberculosis for 
the entire population. Treatment of TB is very expensive and puts considerable strain 
on the health budget.  AIDS patients who have TB tend to stay in the hospital longer 
than other AIDS patients.  Because of inadequate treatment of some cases of TB 
among both HIV-infected and uninfected people, drug-resistant strains of TB are 
appearing, making it yet more difficult to prevent transmission and more expensive to 
treat the disease.   
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Women 

HIV infects everyone.  Men may be influenced into high-risk behaviour by cultural 
norms concerning labour migration, alcohol use, plural marriages and other aspects of 
social behaviour.  However, women are especially vulnerable to the impact of AIDS 
for a number of reasons. 
 
Research indicates women are two to four times more vulnerable to HIV infection 
than men during unprotected intercourse because of the larger surface areas exposed 
to contact.   Similarly, women are more vulnerable to other sexually transmitted 
diseases, the presence of which greatly enhances the risk of HIV infection.   STDs 
(Sexually Transmitted Diseases) that bring on recognisable symptoms in men are 
often asymptomatic in women and, therefore, remain untreated. 
 
Women are also especially vulnerable to AIDS because they may have limited ability 
to protect themselves from HIV infection. A woman may be at risk of getting HIV 
even though she is faithful to her husband, because her husband has outside sexual 
partners. She may have little or no control over her husband’s actions and no ability to 
protect herself by having her husband use condoms. 
 
AIDS can have a very serious impact on the lives of women when it strikes a family 
member. In many cases, women do not have a secure occupation that can provide a 
steady and adequate income. Thus, if the husband dies, the surviving wife and 
children can be particularly vulnerable.  
 
A woman may also have reduced ability to be a provider for the family if she needs to 
spend a significant portion of her time caring for family members who are sick with 
AIDS. It may reduce the time she has for productive work as well as affect the 
amount of time she can spend caring for children. Since other tasks, such as food 
preparation, must still be done, many women have to work even harder than normal to 
cope with AIDS in the family.  
 
Other socio-cultural and religious influences also play a part in this vulnerability. 
Deteriorating economic conditions that make it difficult for women to access health 
and social services due to poverty worsens this situation. 
 
Gender differences in access to economic opportunities reinforced by cultural 
practices promote the transmission of HIV/AIDS by creating a situation of high 
dependence of women on men, thus endangering their lives through involvement in 
unprotected sex especially with multiple partners. 
 
To combat some of these disadvantages, Ghana’s National HIV/AIDS/STI Policy 
supports efforts that will empower women to recognise their vulnerability to HIV 
infection. 
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Sectoral Impacts  

What makes AIDS so important to national development is that it affects the 
development effort in virtually all sectors. HIV/AIDS is much more than just a health 
problem.  The epidemic  is so pervasive and so devastating that it requires a multi-
sectoral response from all segments of Ghanaian society.  A recent review of the 
response to HIV/AIDS in Ghana strongly recommended strengthening of a multi-
sectoral approach.   
 

 
Health.  It is clear that the cost of AIDS care will have a major impact on the 
allocation of health resources.  Analysis of the costs of HIV/AIDS care will vary 
depending on whether one is considering only the essential drugs for opportunistic 
infections or the full cost of anti-retroviral treatment.   
 
An HIV/AIDS Economic Impact Study in Ghana done in June 2001 found the cost of 
out-patient care including drugs and laboratory services for opportunistic infections 
for an AIDS patient ranges between 36,308 Cedis (US$5.19) and 380,350 (US$54.34) 
per episode of illness.  With the total cost for treating an AIDS patient for 
opportunistic infections for one year is approximately 4.2 million Cedis (US$594.98). 
 
This same study examined several businesses in Ghana and found that the total cost 
for full anti-retroviral treatment, for the few patients for whom this was available, 
amounted to 45 million Cedis per patient per year.  Even with greatly reduced costs 
for anti-retroviral drugs that are currently being negotiated, the cost will not be 
affordable for many companies or individuals in the country.  It is also doubtful if 
these companies can afford to sponsor staff members’ treatment for HIV/AIDS 
assuming three or more staff were to be infected and put on anti-retroviral treatment.  
The availability of anti-retroviral drugs in the country today should not in any way be 

HIV/AIDS Epidemic Affects All Sectors...
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a substitute for other preventive programmes since its affordability in Ghana is very 
questionable, at least for now.    
 
 
Education.  Skilled teachers are a precious commodity in all countries.  But in some 
parts of Africa, they are becoming too sick to work or are dying due to HIV-related 
illnesses.  AIDS among teachers may result in increasing absenteeism and disruption 
in the schools.  Training costs for teachers could rise to replace those lost to the 
epidemic.   
 
For instance, AIDS accounted for seven out of ten deaths among teacher is Côte 
d’Ivoire in 1998; Zambia lost 1,300 teachers in 1998 alone; and in Central African 
Republic schools have been closed owing to staff shortages. 
 
Because an AIDS death to an adult results in the loss of household labour and/or 
income, children are often required to leave school and remain at home or go to work 
to compensate for losses and to avoid school fees.  Girls, in particular, may have to 
give up their educational opportunities.  Orphans often lose the necessary financial, 
material, and emotional support that they need for successful schooling. 
 
Currently Ghana has not collected data on the impact of HIV/AIDS on the education 
sector.  Efforts have to be intensified to study the impact of HIV/AIDS on the 
educational sector. 
 
 
Labour.  The loss of people in the most productive years of their lives will certainly 
affect overall economic output.  Some sectors, particularly those that require trained 
and skilled workers, will be harder struck than others.  The productivity of an 
enterprise will be affected even before an employee dies, due to lost workdays 
because of sickness.  The number of workdays lost to illness for a person with 
HIV/AIDS can range from as few as 30 to as many as 240 days in a year.  Even 
healthy workers may need more time off from work to attend funerals of relatives and 
co-workers.  AIDS can also have a significant impact on health care costs for firms 
that provide health care for their employees. 
 
Studies from countries hard hit by the epidemic show that AIDS has an adverse effect 
on the productive labour force.  In Ghana as well, AIDS may have a significant 
impact on some firms as the study of a Ghanaian firm.  Results of this study are 
illustrated in the following chart.  AIDS related illness and deaths to employees affect 
a firm by both increasing expenditures and reducing revenues.   
 
Expenditures are increased for health care costs, burial fees and training and 
recruitment of replacement employees.  Revenue decreases are a result of absenteeism 
due to illness or attendance at funerals.  Labour turnover can lead to a less 
experienced labour force that is less productive.  With high levels of HIV infection, 
businesses in Ghana would find it difficult to provide treatment, including anti-
retroviral drugs, due to long-term sustainability issues.   
 
HIV/AIDS thus presents a dual challenge in that it is both an extremely serious health 
problem and a major economic concern.  

Economy/Finance Agriculture 
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Impact on Labour:  Increased Cost of Doing Business 

 
 

Economy.  The economic effects will be felt first by individuals and their families 
then ripple outwards to firms and businesses and the macro-economy.  The household 
impacts begin as soon as a member of the household starts to suffer from HIV-related 
illnesses.  Illness prevents the primary breadwinner from working, increases the 
amount of money the household spends on health care, and requires other household 
members to miss school or work in order to care fro the patient.  Death of the patient 
results in a permanent loss of income, either through lost wages and remittances, or 
through a decrease in agricultural labour supply.  Households must also bear the costs 
of funerals and mourning.  When children are withdrawn from school, the household 
suffers a severe loss of future earning potential.   
 
On a macroeconomic level, the impact of AIDS is difficult to assess.  There are 
several mechanisms by which AIDS affects macroeconomic performance.  AIDS 
deaths lead directly to a reduction in the number of workers available, and less 
experienced workers replace those who died, leading to lower productivity.  A 
shortage of workers leads to higher wages, which leads to higher domestic production 
costs, and a loss of international competitiveness.  Reduced savings because of greater 
health care expenditures and a loss of worker income can cause a significant drop in 
savings and capital accumulation.  This leads to slower employment creation in the 
formal sector, which is particularly capital intensive.  
 
 
Transport.  The transport sector is especially vulnerable to AIDS and important to 
AIDS prevention.  Building and maintaining transport infrastructure often involves 
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sending teams of men away from their families for extended periods of time, 
increasing the likelihood of multiple sexual partners.  The people who operate 
transport services (truck drivers, train crews, sailors) spend many days and nights 
away from their families.  Most transport managers are highly trained professionals 
who are hard to replace if they die.  The Government of Ghana and the private sector 
in Ghana face the dilemma of improving transport as an essential element of national 
development while protecting the health of transport workers and their families. 
 
Agriculture.  Most of the agricultural sector in Ghana is subsistence farming; 
evidence from other countries suggests that the decline in labour supply due to 
morbidity and mortality from HIV/AIDS will have a negative impact on production, 
and thus on the food supply for households, increasing the incidence of malnutrition.  
There will be loss of labour supply at crucial planting and harvesting times.  In 
addition, there could also be switching from labour-intensive expor t crops to food 
crops.  Production may also suffer as the timing of general agricultural tasks is 
disrupted as workers fall ill and as others need to take time off to care for them.    
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IV.   INTERVENTIONS TO CONFRONT                        
THE AIDS EPIDEMIC 

 
Interventions 
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Treatments and Vaccines 
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INTERVENTIONS TO CONFRONT                                
THE AIDS EPIDEMIC 

The HIV/AIDS epidemic is already serious enough that it is going to result in the 
deaths of hundreds of thousands  of Ghanaians in the near future.  Nonetheless, much 
can be done to lessen the impact of the disease and eventually bring the epidemic 
under control, so that HIV prevalence never reaches the levels found in many other 
African countries. 
 

Interventions  

There is an international consensus that care and support for those infected with HIV 
or whose families are affected by AIDS must be an integral part of an AIDS control 
programme, and that people living with HIV/AIDS should play a key role in all 
interventions.  Different interventions can be adopted to address the transmission 
mechanisms of HIV.  Collectively, they can slow the spread of AIDS.  
 
Interventions to Limit Transmission through Heterosexual Contact.  The 
major mode of transmission is through heterosexual contact; it is especially in this 
area that interventions have to be intensified in the Ghana.  Interventions include 
promoting abstinence and faithfulness; promoting reductions in the number of sexual 
partners; encouraging delays in the onset of sexual activity among adolescents; 
promoting the correct use and consistent availability of condoms; strengthening 
programmes for STD control; and encouraging voluntary counselling and testing. 
  

 
 

Promoting abstinence before marriage and faithfulness to one partner.  One set 
of interventions focuses on encouraging people to abstain from sex before 
marriage and remain faithful to a single partner.  Abstinence and faithfulness 
could be promoted through a combination of mass media, counselling, and 
education programmes.  Delays in the onset of sexual activity among adolescents 
can have a significant impact on the spread of HIV.  Information, education, and 

 

Interventions to limit sexual transmission 
 
• Promoting abstinence and faithfulness 

• Reducing the overall number of sexual partners  

• Delaying the onset of sexual activity among adolescents 

• Promoting the use and consistent availability of condoms, 
including female condoms 

• Strengthening programmes for STD control 

• Encouraging voluntary counselling and testing 
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communication (IEC) and other programmes that address adolescents and the 
needs of young people are particularly needed.  A reduction in HIV incidence (the 
annual rate of new infections) among today’s young people would not only avoid 
much suffering but it would also be a critical step in controlling the spread of the 
virus. 
 
Reducing the number of sexual partners, especially the number of concurrent 
partners, can also have an effect.  Given the extremely high rates of HIV 
infection among commercial sex workers, a reduction in the number of men who 
have unprotected sexual contact with prostitutes and bar girls can be important in 
bringing the epidemic under control.  Overall, these strategies could make an 
important contribution to reducing the spread of HIV, although they would not be, 
by themselves, a complete solution. 
 
Promoting the use and availability of condoms.  A third intervention is to 
promote condom use through mass media, counselling and education and to 
increase the availability of condoms through expanded public distribution, social 
marketing programmes, and programmes in the workplace.  Special initiatives to 
promote condom use among high-risk populations (such as commercial sex 
workers and long-distance truck drivers) have proven effective in some countries.  
 
From the Ghana Demographic and Health Survey 1998 we know that awareness 
of HIV/AIDS is high in Ghana (97 percent of women and 99 percent of men have 
heard about AIDS).  However, the majority of Ghanaians also believe that they 
are not personally at risk of contracting the HIV virus.  People who believe that 
they have no risk or only a small risk of contracting HIV/AIDS are less likely to 
change their behaviour.   
 
In Ghana, a major HIV/AIDS awareness campaign was launched in February 
2000 involving a consortium of partners including the Ghana Social Marketing 
Foundation, Johns Hopkins University, the National AIDS/STI Control 
Programme and the Ministry of Communication.  Dubbed "STOP AIDS - LOVE 
LIFE,” the campaign has the following objectives: increase risk perception among 
Ghanaians, increase social support for positive behaviour such as condom use, and 
increase compassion for those living with AIDS.  The primary target of this 
campaign is young adults aged 15-24 years. 
 
Components of the campaign have been mass media, interpersonal programmes 
and grassroots activities.  Sub-campaigns have included: promotion of abstinence, 
condom promotion, compassion for people living with AIDS, traditional rulers’ 
initiative, use of music stars, a rural interpersonal programme using audio visual 
equipment, the Journey of Hope programme, and a commercial drivers 
programme.  The Campaign is also working with religious organisations to 
increase compassion for those living with AIDS.  
 
Recent efforts to increase risk perception especially among young people are, 
however, yielding some results as can be seen from the increased sales of 
condoms since the launch of the “STOP AIDS LOVE LIFE” campaign.  One year 
through the campaign, there has been a noticeable increase in condom distribution 
and use to meet the demand generated by the campaign.  Condom sales have 
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increased by 80% over those of 1999.  Distribution is now reaching outlets in the 
community such as tabletops, kiosks, container shops and bars apart from the 
usual pharmacies and chemical shops. 
 
 

Condom Sales in Ghana, 1996-2000 

 
     Source:  UNAIDS:  Country Profile Ghana, July 2001 

 

 
Controlling other sexually transmitted diseases.  Another intervention focuses on 
controlling the spread of STDs such as syphilis, gonorrhoea and chanchroid.  The 
link between HIV and sexually transmitted infections (STIs) has been known for 
many years.  A person with an untreated STI is more likely to pass on HIV during 
unprotected sex.  STIs are known to increase the risk of HIV infection nine fold. 
Although there is a high burden of STIs, awareness of specific STIs is low.  In  
1998, 61.2 percent of women and 72.6 percent of men had heard of Gonorrhea. 
The awareness of other STIs such as Syphilis, Hepatitis and Genital Herpes was 
below 22 percent (GDHS 1998).   Results from sentinel sites in Ghana have 
shown that HIV prevalence among STI Clinic attendants is higher than in the 
general population ranging between 6-40 percent.  Among commercial sex 
workers HIV prevalence is as high as 82 percent.  Most individuals with STIs do 
not seek appropriate care. 
 
A recent study in Mwanza, Tanzania, found that an improved STD prevention and 
treatment programme was associated with a reduction of 42 percent in the number 
of new HIV infections.  Services to detect and control STDs can be critically 
important for managing the HIV/AIDS epidemic. 
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The basic strategies that can be adopted to bring the epidemic in STIs under 
control are limited in number: 
 

• Expand services to vulnerable groups, for example to long-distance lorry 
drivers, youth, or commercial sex workers. 

• Disseminate case definitions and encourage people with STIs to report 
promptly for treatment. 

• Ensure that appropriate drugs are available at all health service delivery points. 
 

Mother-to-Child Transmission.  A mother who is infected with HIV has a 30 to 
40 percent chance of transmitting the virus to her newborn child.  One of the critical 
areas for the reduction of HIV infection is through programmes targeted at the 
prevention of mother-to-child (MTCT).  Various approaches can be used to reduce the 
number of children who are infected. 
 
In Ghana, a pilot project has been launched to test various interventions in Agomanya 
and Atua in the Eastern Region. Interventions under this programme include 
counselling, medical management, counselling on feeding options and the provision 
of Nevirapine (an anti-retroviral drug).  Home-based care also is being encouraged 
under the programme.  This programme also has elements of medical management for 
HIV positive pregnant women. 
 
Blood Transfusion.  Health officials need to continue efforts to avoid infection 
through blood transfusion by keeping the blood supply as safe as possible.  This 
means screening blood through laboratory tests and screening potential blood donors 
through interviews to reject as donors those who have a high probability of infection.  
 
Combined Interventions.  Each of the intervention packages described above can 
make an important contribution to controlling the spread of HIV.  Alone, none is 
likely to solve the problem completely; some people will respond to or be affected by 
one type of intervention while others will respond to or be affected by another.  
Computer simulations suggest that a much larger effect can be achieved by 
implementing all the interventions together in a broad attack on the epidemic. 
 
 
The following information is not specific to Ghana, but is based on simulation 
modelling (see the chart that follows).  It shows the expected impact of interventions 
in an illustrative African city. In the absence of interventions − the base projection or 
the top line on the chart − the HIV adult prevalence rate continues to rise over time.  
An effective blood-screening programme − represented by the second line from the 
top − reduces prevalence only modestly.  However, an effective STD control 
programme brings expected preva lence down by about 12 percent, and condom 
promotion and partner reduction interventions reduce HIV prevalence even more.  
Most importantly, when all four interventions are implemented simultaneously, the 
projected prevalence is nearly 55 percent less in 2005 than it would have been in the 
absence of interventions. 
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Effects of Interventions  

 
 
The fundamental message is a hopeful one.  The simulation modelling suggests that 
with a concerted effort on a number of fronts, a country can turn the rising pr evalence 
curve downward and start to bring the HIV/AIDS epidemic under control. 
 
In 2000, the Ministry of Education (MOE) began implementation of HIV/AIDS 
intervention programmes under guidelines contained in the strategic plan covering the 
next five years.  Prior to this initiative, MOE had integrated Population / Family Life 
Education topics into existing curricula in four career subjects at each level of the 
school programme: Primary, Junior Secondary (JSS), Senior Secondary (SSS), 
Teacher Training and University level.  
 
Key elements of the MOE plan involve: 
 

• strengthening linkages among learners, educators, individuals and communities to 
combat the spread of the disease, 

• training of teachers as motivators and students as peer educators for early 
diagnosis and treatment of STIs, and 

• condom distribution and advocacy.   

Research activities will be sustained throughout the plan period to measure the impact 
of the interventions. 
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Overall, there are several important lessons to be learned concerning intervent ions. 
 

• Pilot tests have shown that interventions can be successful in significantly 
reducing the spread of HIV. 

• It is important to intervene as early as possible with a comprehensive mix of 
proven and effective interventions to reach the largest possible number of people 
and have the maximum impact. 

• The most effective interventions are those that focus on population groups that 
have the most sexual partners.  This is true at all stages of the epidemic. 

• Prevention through behaviour change, condom promotion, and STD treatment is 
many times more cost-effective than either providing hospital treatment for AIDS 
patients or trying to prevent the spread of the virus with anti-retroviral therapy.  

• Applying interventions on a large scale is costly and success is difficult to 
measure.  Nonetheless, there is now evidence from Uganda and Thailand that 
significant reductions in HIV incidence and prevalence can occur at a national 
level.  Both countries recognised the seriousness of the epidemic early and 
implemented strong national programmes to reduce the spread of HIV and to 
provide support for people with AIDS and their families. 
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HIV/AIDS Management 

Voluntary counselling and testing services have been shown in many African 
countries to attract many clients who want to know their HIV status. The public is 
encouraged to make use of such a facility. However, the incentive to be tested is 
stronger when medical services are available for those who test positive. 
 
Care for People Living with HIV/AIDS (PLWHA) including home-based care will be 
strengthened to improve service delivery and mitigate the impact of HIV/AIDS on 
individuals, the family and communities.  Access to prophylaxis and treatment of 
opportunistic infections is being improved.  HAART (Highly active anti-retroviral 
therapy) which is being promoted worldwide is not widely available in Ghana. MOH 
is taking steps to ensure its availability in the near future.  Efforts to make these drugs 
more available and affordable to the clients will be strengthened.  
 
MTCT is estimated to account for about 15% of all HIV transmissions in Ghana. An 
initiative to reduce MTCT in high prevalence areas has started and will be scaled up 
to include all districts in Ghana in the future. 
 
Interventions are in place to reduce HIV transmission in the clinical setting through 
safe blood transfusion, infection prevention measures and provision of post-exposure 
prophylaxis. 
 
Outside clinical settings, strategies are in place to reduce transmission by individuals 
whose work puts their clients at risk of HIV transmission such as Traditional Birth 
Attendants, Wanzams, and beauticians, among others. 
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Treatments and Vaccines 

Treatments.  Highly active anti-retroviral therapy (HAART) has received much 
international publicity in recent years. HAART uses combinations of drugs and can 
inhibit the spread of HIV within a person’s body.  For some HIV -infected persons, 
HAART has been an effective way to prevent the onset of AIDS and prolong life.  
However, several considerations need to be taken into account when considering 
HAART in the context of developing countries such as Ghana.  Most importantly: 
 
• Many HIV-infected persons cannot tolerate the side effects of the drugs and for 

them the combination therapy treatments are useless.  Only about half of 
prospective users can tolerate the therapy.  

• The drugs have to be taken under the strictest conditions, including time of day 
and with meals or on an empty stomach.  Even small variations from the 
prescribed pattern can render the treatment ineffective.  Patients also need 
constant access to sophisticated medical laboratories to track viral counts in the 
body. 

• Perhaps most importantly, the costs of these treatments are prohibitively high. 

The new combination drugs are important in that for the first time a medical treatment 
has proven effective against HIV.  This creates hope for the future.  But for the 
moment, even in the most developed countries, this is a highly expensive experiment 
with an unknown outcome affecting a minority of HIV-infected individuals.  In 
developing countries, the first experimental programmes are just beginning.  
 
It is possible to treat, for a long time, many of the opportunistic infections that 
develop because of the weakened immune system.  These treatments can improve the 
quality of life and delay the death of a person with AIDS. 
 
Vaccines.  For many HIV/AIDS researchers and policymakers, the real hope is for a 
widely available vaccine that can prevent HIV infection in the first place.  Research 
on vaccines continues in many laboratories around the world, with more than two 
dozen experimental HIV vaccines currently being tested.  Some African countries 
have joined the ongoing efforts for the development of vaccines against HIV.  In 
Ghana the HIV sub-types are being identified to aid further research into vaccine 
development.  Most scientists believe that vaccines are not likely to be ready for mass 
use for at least the next five to 10 years, if then.  Even if vaccines do eventually 
become available, there will be problems in producing large quantities and delivering 
the vaccine to large numbers of people. 
 
In brief, it does not appear that either drugs or vaccines will contribute much to 
reducing the spread of HIV by sexual contact in Ghana in the next several years. 

Vaccines against HIV/AIDS are unlikely to be available 
to help reduce the spread of HIV in Ghana  

in the next several years 
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POLICY ISSUES, STRATEGIC FRAMEWORK, 
INSTITUTIONAL STRUCTURES, AND LEADERSHIP 

SUPPORT 

 Intensified efforts are now being directed at combating the adverse impact of the 
HIV/AIDS epidemic in Ghana.  All of these efforts are informed and guided by two 
broad policy documents, namely the Draft National HIV/AIDS/STI Policy and the 
National Strategic Framework on HIV/AIDS. The Policy was developed through a 
participatory process and spells out roles and responsibility for the various Ministries, 
Departments and Agencies (MDAs).  The Policy outlines a clear need for a National 
Strategic Framework which provides the basis for the mobilisation of all sectors in the 
implementation of the Multi-sectoral approach advocated in the Policy.  All of these 
activities have now culminated in the establishment of the Ghana AIDS Commission, 
a body proposed in the National HIV/AIDS/STI Policy document.  The Ghana AIDS 
Commission was launched at a Cabinet Retreat in Akosombo in September 2000.  
 
 

Policy Issues 

The objectives of the draft National Policy are to create the necessary conducive 
environment, through advocacy, to ensure sustained political commitment and support 
for effective action against HIV/AIDS/STIs; to create conditions for behavioural 
change in all areas of sexual and reproductive health; to decrease vulnerability to 
HIV/STIs and to reduce stigmatisation and discrimination; and to reduce the impact of 
HIV/AIDS related morbidity and mortality. 
 
The National Programme and Draft Policy.  The Government of Ghana 
responded quickly to the emerging HIV/AIDS epidemic in the 1980s.  The 
government established the National AIDS/STD Control Programme (NACP) in 1987 
to coordinate the national response to the epidemic.  NACP led in the development of 
a Short Term Plan (STP) for the prevention and control of HIV/AIDS that ran during 
1987 and 1988.  Subsequently, NACP developed the first Medium Term Plan 
(MTP−1) that guided HIV/AIDS prevention and control efforts over the 1989 – 1993 
period. 
 
The Ministry of Health was primarily responsible for implementing the early 
programmes, as was typical in African countries.  However, over time, other public 
sector ministries, the private sector, non-governmental organizations (NGOs) and 
people living with HIV/AIDS (PLWHA) became move involved in programme 
implementation.  A recent review of the national response to the HIV/AIDS epidemic 
stressed the importance of expanding a multi-sectoral approach to the epidemic. 
 
In 1997, NACP led the drafting of a Policy Document on HIV/AIDS.  The purpose of 
the policy is to create a favourable environment for all HIV/AIDS control and 
prevention programmes, and to mitigate the social and personal consequences of HIV 
infection on those persons living with the virus and on those persons who have 
already developed AIDS.  The national policy is still in draft form and has not ye t 
been formally adopted.  
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The objectives of the draft policy are to 

• reduce the impact of morbidity and mortality as a result of HIV/AIDS in the 
general population; 

• ensure that the basic human rights of persons infected with HIV and persons 
with AIDS are protected and upheld; 

• ensure that HIV infected persons and persons with AIDS are provided with 
adequate medical and social care, including counselling; 

• ensure that access to social and economic opportunities remain open to HIV 
infected persons and persons with AIDS; 

• ensure that adequate attention is paid to groups such as women who have been 
found to be vulnerable to HIV; 

• ensure that there is a consistent programme of information and education 
about HIV/AIDS among the general population, especially among youth, and 
that this increased knowledge is translated into an increase in attitudinal and 
behavioural change; 

• decrease vulnerability to infection, reduce stigmatisation and discrimination, 
and minimize the socio -economic impact of the epidemic. 

 
The draft policy emphasises information and education leading to behavioural change, 
especially among youth, and the widespread availability and promotion of condoms as 
keys to limiting the spread of the virus. 
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National Strategic Framework 

The strategic framework is aimed at preventing and mitigating the socio-economic 
impact of HIV/AIDS on individuals, communities and the nation.  Its objectives are to 
reduce new infections among the 15-19 year age group, improve service delivery and 
reduce individual and societal vulnerability and establish a multi-sectoral and multi-
disciplinary institutional framework to co-ordinate programme implementation.  The 
areas of interventions under the framework are prevention of new transmission of 
HIV, care and support for PLWHA, and creating an enabling environment for the 
national response. 
 
To meet the challenge of the HIV/AIDS epidemic, the Government of Ghana 
recognised the need to establish clear policy guidelines and effective organisational 
structures that emphasise the above components.  As part of the expanded multi-
sectoral approach, all sectors and ministries are being requested to design, implement, 
monitor and evaluate their sector-specific HIV/AIDS response.  
 
Strategic Planning and Priorities in Ghana. In April 1998, a team of national 
and international representatives reviewed the national response to the HIV/AIDS 
epidemic to date in Ghana.  Rising prevalence levels suggest the need for an expanded 
response and this team suggested some key elements for an effective strategic 
programme.   
 

• An expanded multi-sectoral approach is a necessity.  To be effective, the national 
response must involve many different government ministries and departments at 
all levels, NGOs, the private sector, and people living with HIV/AIDS. 

• Government has a key role to play, in part through its own activities and in part 
through its ability to mobilise other sectors of Ghanaian society.  Central to the 
government role is the formulation of appropriate policies and laws, which 
establish a framework and a set of key principles for public and private action.  
These laws and policies should also ensure that all those affected by the epidemic 
are protected from discrimination and stigmatisation. 

• Communities need to be fundamentally involved in the design and implementation 
of programmes.  Community participation at all levels is essential for effective 
HIV/AIDS prevention, control, and care. 

• An efficient surveillance and evaluation programme is an absolute necessity to 
guide and target programmes and to ma ke the most efficient use of scarce 
resources.  Biomedical and behavioural research is also needed to help determine 
which programmes work and which do not. 

• Improvement in STD treatment and prevention is now recognised to be one of the 
most effective ways to reduce HIV transmission.  However, curable STDs often 
go undetected, untreated, or inadequately treated.  Improved STD diagnosis and 
service provision will have to be an essential part of an expanded HIV/AIDS 
programme.  This issue receives minimal attention in the draft policy. 

• Providing support services for HIV-infected individuals and for those otherwise 
affected by the epidemic – orphans, for example – is an integral component of a 
comprehensive approach.  Strengthening care and support services will become 
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ever more challenging as the number of HIV-infected persons, the number of 
AIDS cases and the number of AIDS deaths continue to rise. 

 
The HIV/AIDS epidemic is undermining social and economic development in Ghana, 
although improved information is needed for a better understanding of the current and 
future impacts.  Conversely, a vigorous development effort is also needed to combat 
HIV/AIDS, especially insofar as it helps reduce gender inequalities and minimises the 
economic motivations for high-risk sexual behaviour. 
 

 

Some Key Components of a Strategic Programme 
 

• Expanded multi-sectoral approach 

• Supportive policies and laws 

• Access to information and comprehensive services 

• Decentralisation, community participation and individual 
responsibility in all HIV/AIDS programmes 

• Adequate resource mobilisation 

• Effective surveillance, evaluation and research 



 

 57 

Institutional Structure 

The Government of Ghana, recognising that HIV/AIDS is a serious health and 
developmental issue, set up the Ghana AIDS Commission.  This commission is the 
highest policy-making body on HIV/AIDS.  It is a supra-ministerial and multi-sectoral 
body located in Office of the President.  
 
The Commission is mandated to direct and coordinate all activities to fight the 
disease.  It will provide effective leadership in co-ordination of all programmes and 
activities of all stakeholders.  The programmes are to be pursued through advocacy, 
joint planning, monitoring and evaluation to curb further spread of the epidemic. 
 
Specifically the Ghana AIDS Commission is mandated to carry out the following 
functions in the prevention and control of HIV/AIDS.  These include: 
 

• formulating national policies and strategies 

• providing high level Advocacy for HIV/AIDS prevention and control  

• providing effective leadership in the national planning of programmes 

• expanding and co-ordinating the national response 

• mobilising and managing resources and monitoring their allocation and utilisation 

• fostering linkages and networking among stakeholders 

 
The Ghana AIDS Commission is composed of the following membership: 
representatives of ministries, departments and agencies (MDAs), organised labour, 
National Union of Ghanaian Students, Ghana Employers Association, National 
Population Council, National Council on Women and Development, PLWHA, 
National House of Chiefs, and selected individuals and co-opted members. 
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Leadership Support for HIV/AIDS Programmes 

Political, health, and other leaders will be directly involved in HIV/AIDS programme 
implementation.  But political, governmental, non-governmental, religious, business, 
education, and other regional leaders who are not directly involved in the 
implementation of HIV/AIDS prevention programmes must contribute as well.   If the 
leadership of 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.  This section will look at and illustrate 
what individual leaderships groups should do now to help control the HIV/AIDS 
epidemic in Ghana.  
 

 
What can leaders do to help stem the spread of HIV in Ghana?  Some illustrations 
follow but the list could be many times longer depending on the role of the leader or 
the organisation. 
 
Evidence from Uganda 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.  District and national leaders have numerous opportunities to 
share information, such as found in this document, with their constituencies.  This is a 
practical and critically important process to which all well-informed leaders can 
immediately and realistically contribute. 
 
Political leaders can also contribute to a policy dialogue on the HIV/AIDS epidemic 
that keeps the issue high on the national agenda.  One of the factors that seems to be 
helping turn the tide in Uganda is that President Museveni and other leaders have 
spoken out early and often about the HIV/AIDS epidemic and given open and strong 
support to intervention programmes.  This 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. Leaders can contribute to 
the formulation of HIV/AIDS national and district strategic plans and can support 
implementation and funding efforts.  
 
One of the most common problems in addressing the HIV/AIDS epidemic is that 
persons have often avoided learning about or admitting to being infected with HIV 
because of the stigma attached to the disease and because of fear of discrimination.  
However, avoidance limits diffusion of knowledge about HIV in the general 
population and it increases the risk of transmission to loved ones and others.  Political 
and other leaders can help by publicly acknowledging the need to care for and support 
persons living with AIDS and HIV infection and working against discrimination. 

 

Leadership support for HIV/AIDS programmes is critically 
important to the success of interventions. 
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One of the key roles of leadership is to deal with the many legal and ethical 
challenges that the HIV/AIDS epidemic presents.  Discrimination against individuals 
with HIV or AIDS violates their human rights and hampers prevention efforts by 
discouraging people from learning about their HIV status.  A key element of the 
National HIV/AIDS/STI Policy is the guarantee that the human rights of all 
Ghanaians will be respected.  Among the many important human rights issues are: 
 
• Stigma.  Social ostracism and alienation that lead to deterioration of civil, 

economic or political rights can be a consequence of the stigma associated with 
HIV/AIDS.  A common problem experienced in many countries in addressing this 
epidemic is that people often avoid learning about or admitting to being infected 
with HIV because of the stigma attached to the disease and the fear of 
discrimination.  Such avoidance limits diffusion of knowledge about HIV in the 
General population and increases the risk of transmission to loved ones and 
others. 

• Testing for HIV.  HIV testing for individuals should be voluntary.  

• Confidentiality.   Ethical codes regarding confidentiality of AIDS status should be 
enforced.  

• Gende r.  The National Policy supports efforts aimed at empowering women and 
recognising their vulnerability to HIV infection. 

• Employment.  Persons infected with HIV can work productively for many years 
before they succumb to AIDS.  All workers must be protected from discrimination 
based on their HIV status.  

  
 

1. Stigma

2. Information

3. Testing

4. Gender

5. Employment
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Government can go beyond supporting general discussion and advocacy efforts abut 
respecting human rights and ensure that these rights are guaranteed in the legal 
system.  Some of the legal and regulatory issues that government leadership can 
address are: 
 

• Employer-employee rights.  The employer does not have the right to know the 
HIV status of an employee without the consent of the employee. 

• Research.  A legal body with a clearly defined mandate will be established to co-
ordinate HIV/AIDS/STD research. 

• Children.  Children infected and affected by HIV/AIDS will be protected from 
exploitation and discrimination using existing laws. 

• Insurance.  The government will work closely with insurance companies to 
establish guidelines pertaining to policies and benefits for people affected or 
infected with HIV. 

• Counselling.  Guidelines for counselling will be developed that will take into 
account the need for voluntary testing and confidentiality. 

• Drugs.  Clear legal provisions will regulate drug trials and provide sanctions 
against those peddling, cutting up for sale and advertising substances that have no 
proven curative value against HIV. 

• Criminal sanctions. Criminal sanctions will be upheld against all those who 
deliberately infect others. 

 
 
AIDS is much more than just a health problem; rather, it affects all aspects of society 
and all components of the development effort. It is therefore important that all 
government sectors, NGOs, private sector organisations, religious institutions, unions, 
professional societies, and others make their contributions. 
 

Employer-employee 
rights

Guidelines for 
insurance 
companies

Codes for 
voluntary 

counselling & 
testing

Regulations for 
drugs & drug 

trials

Establish sanctions 
for those who 

knowingly infect 
others
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What should a Parliamentarian do now? 

• Provide overall legislative and political support and also initiate legal review of 
laws in population and reproductive health, including HIV/AIDS and ensure that 
resources are made available 

• Share or “diffuse” knowledge about HIV/AIDS among constituents, especially 
information about transmission, fatal consequences and ways to prevent infection 

• Engage in policy dialogue to ensure that the epidemic remains high on the 
national agenda 

• Participate in strategic planning at national and district levels 

• Support the HIV/AIDS programmes of NGOS and sectoral ministries 

• Use influence of position to oppose discrimination against HIV-infected persons 

 

What should a Religious/NGO/Community Leader do now? 

• Integrate messages and information about prevention, care and support into 
ongoing activities, such as youth and adult education 

• Identify and serve as an advocate for vulnerable groups, for example young 
women and orphaned children, subject to sexual exploitation or abuse 

• Develop IEC messages and programmes that stress the importance of family and 
moral values in stopping the spread of HIV, for example remaining faithful to one 
partner or encouraging delays in the onset of adolescent sexual activity 

• Participate in care and support programmes for HIV-infected people 

• Participate in strategic planning activities at district level 

 

What should the Regional Co-ordinating Councils do now? 

• The Regiona l Co-ordinating Councils (RCCs) as the representative of 
Government at the regional level should ensure that all MDAs implement regional 
HIV/AIDS/STIs sector plans.   

• RCCs should establish a Desk Office to coordinate and monitor HIV/AIDS/STIs 
programmes of all MDAs. 

• The RCC should facilitate training for all Heads of MDAs and other regional 
officers in HIV/AIDS/STI prevention and control.  This is to build the capacities 
of officers in-charge of HIV/AIDS/STIs programmes in the various MDAs. 

• Some institutional structures addressing HIV/AIDS/STIs are currently in existence 
(e.g. NGOs, CBOs). Thus, the RCC should give them the needed support to 
function effectively.    
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What should the District Assemblies do now? 

• Maintain oversight responsibility over the district local level response to the 
HIV/AIDS/STI epidemic  

• Budget for HIV/AIDS/STIs activities 

• Ensure that Heads of MDAs in their districts integrate HIV/AIDS/STIs prevention 
programmes into their main-line activities 

• Facilitate the establishment of District HIV/AIDS/STIs Advocacy Networks and 
support both new and existing institutional structures involved in HIV/AIDS/STIs 
activities 

• Encourage Assembly Members to address HIV/AIDS/STIs in their electoral areas 

 

What should a District Planner do now? 

• Develop as much district-specific information about the epidemic as possible, 
make it available, and interpret the implications of HIV/AIDS projections for 
district-level development and integrate the elements of the District Response 
Initiatives on HIV/AIDS into their planning and programming activities 

• Place HIV/AIDS strategic planning high on the district planning agenda  

• Encourage local responses to the epidemic and support involvement of a broad 
range of government and non-governmental organisations 

 

What should a Business Leader do now? 

• Collaborate with the Ministry of Manpower Development and Employment to 
finalise for approval a comprehensive workplace HIV/AIDS policy;  

• Initiate Workplace HIV/AIDS prevention programmes that include STI 
management; and 

• Extend their workplace HIVAIDS education and prevention programmes to cover 
communities close to their facilities. 

The Policy when completed will re-inforce recommendations contained in the 
national policy document that regard the rights of HIV-infected individuals to 
employment, social welfare and compensation.  It should also ensure confidentiality 
as well as provide a workplace environment free of stigmatisation.  The costs of the 
disease to companies must be monitored and programmes put in place to reduce 
anticipated HIV/AIDS impacts.  Companies that have already started workplace 
programmes on HIV/AIDS should share their experience with other business 
organisations. 

 
In their administrative, legislative, and leadership roles, leaders in different areas can 
take measures to support appropriate intervention measures. 
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 SUMMARY 

The sentinel surveillance data in Ghana seem to show that HIV prevalence in Ghana 
during the past few years has been fairly stable in the range of 3 to 4 percent of the 
adult population age 15-49.  Although there is no evidence of a rapid increase in HIV 
prevalence in Ghana during the past few years, most of the neighbouring countries 
have experienced such an increase.  It will require several more years of careful 
monitoring before any definitive statements could be made about stabilisation or 
decline in HIV prevalence in Ghana. And there is certainly a danger that prevalence in 
Ghana could increase in the future as it has in neighbouring countries because of 
several factors including the worldwide epidemic in other sexually transmitted 
infections such as genital herpes.   It is also clear that the number of AIDS cases and 
deaths will inevitably be increasing over the coming years as the 350,000 Ghanaians 
who are currently infected begin to develop the symptoms of AIDS. 
 
 

 
 
 
 
 

It is more important than ever that Ghana 
mount an expanded response to the epidemic, 
especially to prevent the spread of HIV 
among vulnerable groups including 
adolescents and young adults.  
 
 
 
 
An expanded programme of care and support 
will be required to provide the medical care 
needed by those with AIDS and to mitigate 
the social and economic impacts of AIDS on 
families and communities. 
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Frequently Asked Questions  

Since the first edition of HIV/AIDS in Ghana  was published in 1996 many 
presentations based on this booklet have been given to audiences in Ghana. Several 
thousand people have participate d in these presentations and have asked many 
questions. The most frequently asked questions and brief responses are given here. 
 

How and where did HIV originate? 

HIV is closely related genetically to simian (primate) immunodeficiency viruses. 
How, when, and where it came into the human population is not known, but it may 
have been around for some time, infecting only a few people. In the last two decades, 
HIV has become an extremely serious epidemic and has spread throughout the world. 
How to prevent its spread, rather than how and where the virus originated, is the most 
important question facing us today.  
 

Why is Africa, of all the regions in the world, the hardest hit? 

The World Health Organization estimates that 70 percent of all AIDS cases have 
occurred in Africa and the highest HIV rates in the world are now in southern Africa. 
Poverty, the high prevalence of other sexually transmitted diseases, and cultural and 
sexual practices and beliefs all contribute to the rapid spread of HIV in Africa. 
 

Why is there more AIDS in some parts of the country than in others? 

Infection levels are generally higher in major urban areas than in rural areas, but in 
Ghana there have never been very large differences observed between urban and rural 
areas.  Some parts of eastern Ghana have the highest recorded rates in the country.  In 
the early stages of the epidemic, an important factor contributing to the spread of HIV 
was a history of travel outside Ghana.  As the epidemic has progressed, HIV has 
spread throughout the country, and an individual’s history of travel outside Ghana is 
no longer a major contributing factor.  Although the northern belt has always had 
lower HIV prevalence than the southern belt, these differences have been reduced 
over time.  HIV is found in every part of the country, and the same measures are 
required to combat this epidemic in all parts of the country. 
   

Is there a cure for AIDS? Will combination therapy cure AIDS? 

There is no cure for AIDS. Recently, new therapies combining three different 
antiretroviral drugs have proven successful in preventing or slowing the progress from 
HIV infection to AIDS when a person with HIV shows signs of a weakening immune 
system. However, these drugs are expensive and have side effects that may make 
them difficult t o take. They are not a cure, so lifelong treatment may be necessary.  
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Is there a vaccine to prevent AIDS? 

Many trial HIV vaccines are under development, and some are being tested in Africa, 
but the process of developing and testing drugs and vaccines is a long one. An 
effective vaccine is not likely to be available within the next 10 years. Therefore, 
efforts to prevent the spread of HIV through education are the main weapon. 
 

Is there more than one type of HIV? Does the virus mutate? 

There are different strains of HIV. The greatest difference is between HIV-1, which is 
the most common type in the world, and HIV-2, which is found primarily in western 
Africa. In the earliest stages of the epidemic in Ghana HIV-2 was common; however, 
HIV-1 now accounts for more than 90 percent of HIV infections in Ghana. HIV-2 
does not transmit as readily as HIV-1 but still leads to eventual death. There are 
various strains of HIV-1 as well. Originally subtype B predominated in America and 
Europe, type E was in Thailand and Australia, and types A, C and D were in Africa 
and India. Now, however, most strains can be found almost everywhere. HIV mutates 
frequently, which poses a challenge to maintaining immunity or developing an 
effective vaccine. 
 

Are condoms really safe and effec tive if used properly? Can HIV pass 
through the pores of a condom? 

The only 100 percent effective method of avoiding sexually transmitted HIV infection 
is abstinence. Condoms are safe and offer reliable protection against HIV infection if 
used consistently  and properly. The main risk for condom users is from using 
condoms inconsistently or improperly. Latex condoms do not have pores and have a 
thickness of 0.03 to 0.09 mm. They are tested extensively to make sure they meet the 
standards set by the World Health Organization so they are safe and effective. 
 

Can mosquitoes transmit HIV infection? 

There is no evidence of HIV being transmitted through mosquitoes. If it were, many 
more children and elderly people would be infected. The HIV virus in the blood is 
inactivated in the mosquito digestive system, just as it is in the human digestive 
system. When a mosquito bites it injects saliva, which may contain malaria parasites 
but does not contain HIV. 
 

Are the tests for HIV infection accurate? 

Tests for HIV infection are very accurate when done properly by qualified laboratory 
personnel. However, a positive test should always be confirmed with a second, 
different HIV test, since a small percentage of tests may be falsely positive. Also a 
person who has become infected very recently (for a few weeks to months after 
exposure) may test negative before enough antibodies develop within their body to 
show up in a test. 
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Why do some HIV-positive mothers transmit the virus to their babies 
while others do not?   

Mothers with HIV infection in Ghana transmit the virus to their babies between 30 
and 40 percent of the time. Many factors influence the possibility of transmission. The 
amount of virus that the mother has in her body and the function of her immune 
system are the most important factors. But malaria during pregnancy, lack of vitamin 
A and other nutrients, a long or difficult labour or delivery, and duration of 
breastfeeding may also contribute to babies becoming infected. There are now ways 
to prevent mother -to-child HIV transmission—by using antiretroviral drugs in 
pregnancy, labour and after delivery, by giving good antenatal and delivery care, and 
by advising on appropriate feeding.  
 

Can a married couple have different HIV results even though they have 
unprotected sex with each other? 

HIV infection is not transmitted each time a person has sexual intercourse. Especially 
if the infected person has a good immune function, few symptoms, and does not have 
genital ulcers, it may be several years before HIV is transmitted to the spouse. In fact, 
generally more couples in a community have different (discordant) results, where one 
is positive and the other is negative, than where both are HIV-infected. The best way 
for couples to know if they are safe is to go for voluntary counselling and testing as a 
couple, where they learn their HIV results together and can protect themselves if they 
are discordant. 
 

Why can’t the government test everybody for HIV infection? 

There are several reasons why it is not sensible to test everyone for HIV infection.  
Firstly, the cost would be very large, several times as much as what the government 
currently spends for all health services.  Secondly, it would be unethical to test people 
for HIV infection without asking permission of to be tested or providing them with 
counselling to help them cope with a positive test or understand how to remain 
infection free if they are currently not infected.  There are not enough trained 
counsellors or funds to mount such a massive effort. 
 
However, the government encourages people to know their HIV status, especially for 
couples before marriage, when planning to have children, or when certain illnesses 
occur. This testing should be voluntary, counselling by a trained counsellor should 
accompany it, and there should always be a second, different test to confirm HIV-
positive results. More facilities will be offering voluntary counselling and testing 
throughout the country. Improved rapid HIV tests have shortened the time to get the 
results to less than an hour. 
 

Despite education campaigns and increased condom use, HIV is still 
increasing. Why aren’t these programmes effective?   

The AIDS prevention programmes that have been implemented have had an effect in 
reducing the severity of the epidemic. Many people have cha nged their behaviour to 
stick with one faithful partner. Many others have adopted condom use, and others are 
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seeking treatment for other sexually transmitted diseases so these programmes have 
had an effect. Unfortunately, they have not been widespread or effective enough to 
prevent all new infections. In fact, the number of infected people is still increasing. 
Only a much expanded prevention programme, with participation from all sectors—
government, NGOs, the private sector, religious groups, churches, professional 
organizations, community groups—will be successful in reducing the number of 
infected people in the future. 
 

Won’t learning that I am HIV infected cause me to die sooner?  

There is no scientific evidence to show that people who know their status de velop 
AIDS or die quicker. The advantages of knowing one’s status include being able to 
protect sexual partners and to avoid re-infection, changing one’s lifestyle to prevent 
illness and seek early treatment, and making more informed choices in their 
reproductive lives. 
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VI.  TECHNICAL NOTE 

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 to prepare an estimate of national HIV prevalence suitable for advocacy 
purposes. The approach used in Ghana to develop an estimate of adult HIV 
prevalence is described here (also see National AIDS/STI Control Programme, 2001). 
 
The HIV sentinel surveillance system in Ghana is implemented by the National 
AIDS/STI Control Programme, Disease Control Unit, Ministry of Health, in 
collaboration with Regional and District Directors of Health Services, site supervisors 
and on-site laboratory staff of participating districts, and the Public Health Reference 
Laboratory (PHRL).  Data are collected on HIV infection among pregnant women 
attending antenatal clinics using the unlinked anonymous method recommended by 
the World Health Organization (WHO).  During a period of 8 to 10 weeks each year, 
all women attending the selected antenatal clinics for their first visit for their current 
pregnancy are selected for the sample.  The standard sample size at each clinic is 500.  
All women attending the clinic have blood drawn for testing for anaemia.  After the 
names are removed from the blood samples, the samples are tested for HIV.  This 
unlinked anonymous method provides an accurate unbiased estimate of HIV 
prevalence in the sample.   
 
The Public Health Reference Laboratory provides a very thorough quality control 
system to ensure that the testing is accurate.  High quality test kits are utilized.  In 
every site, all samples that test positive for HIV are sent to PHRL in Accra for a 
confirmatory test.  In addition, ten percent of the samples that test negative are also 
sent to PHRL in Accra for quality control to make sure that there are no false negative 
results.  Finally a pre-tested set of both positive and negative blood samples are sent 
to each of the sites for testing to ensure that the laboratories at the sites are capable of 
high quality testing.   The HIV sentinel surveillance system in Ghana, with a sample 
size of 500 at each site (many countries use a sample size of 300), and consistent 
reporting each year, ranks among the best sentinel surveillance systems in any African 
country. 
 
This system of HIV sentinel sero-surveillance was instituted by the Ministry of Health 
in 1990 to complement the AIDS case reporting system. This was in response to the 
recognition of the limitations of AIDS case reporting. These limitations include the 
fact that AIDS cases do not reflect current transmission of HIV infection since the 
median interval between HIV infection and the onset of AIDS is between seven and 
ten years. Moreover, reported AIDS cases represent only a proportion of the AIDS 
cases that have actually occurred (the proportion of actual AIDS cases that are 
reported through the health system is currently estimated to be between 20 – 30 
percent).  We know that not all AIDS cases are reported.  This can happen for several 
reasons:  some people may never seek hospital care for AIDS; some doctors may not 
record a diagnosis of AIDS because of the stigma attached to AIDS; some people with 
HIV infection may die of other diseases before they are ever diagnosed as having 
AIDS; and some rural health care facilities may not have the capability to test for HIV 
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infection.    Therefore, the sentinel surveillance system provides the best means of 
measuring the current prevalence level. 
 
Initially, only a few sentinel sites were used. In 1994, the number of sentinel sites was 
increased to 20 and covered all ten regions of the country.   In 1999 the number was 
further increased to 22 to accommodate two extra sites in Greater Accra in order to 
reflect the diversity of population in Accra / Tema.  
 
These HIV sentinel surveillance data in antenatal clinics represent the best source of 
infor mation available for preparing an estimate of national HIV prevalence and for 
preparing projections of the impact of the AIDS epidemic in Ghana.  Presented here is 
the methodology used for preparing a national estimate. 
 
 
ANC Sentinel Surveillance Data 

HIV prevalence from each of the ANC sentinel surveillance sites for the years 1992 to 
2000 are reported in Table 1.   The National AIDS/STI Control Programme, Disease 
Control Unit, Ministry of Health publishes an HIV Sentinel Surveillance Report each 
year (Ministry of Health, 1994-2000).  These reports provide details of the test kits 
and reagents that are used for the testing, and the results, giving the number tested, the 
number testing positive for HIV, and the prevalence for each five-year age group, for 
each site.  The reports also include information on HIV prevalence at two STD 
clinics, and data on prevalence of syphilis for 1999 and 2000 at each of the ANC 
sentinel sites. 
 
Each region in Ghana is represented by two sentinel sites, and two additional sites are 
included for Greater Accra Region.  The sites are chosen to ensure that there will be a 
sufficiently large sample during the 8 to 10 week surveillance period.  For purposes of 
this analysis, the average prevalence from the sites within each region is calculated to 
represent an estimated HIV prevalence for the region.  These regional averages for 
each year are presented in Table 2.   
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Table 1.    Ghana Sentinel Surveillance Data, 1992 – 2000 

 
                     Percentage of pregnant women testing HIV positive by sentinel site  
 
Region and          
Site    1992 1994 1995 1996 1997 1998 1999 2000 

           
Greater Accra Region          

 Korle-Bu      2.0 2.2 2.2 2.2 
 Adabraka  0.7  1.3 2.2 2.2 3.4 2.0 4.0 
 Amasaman 
(Rural) 

      2.6 2.2 

 Tema 
 

       2.6 3.9 

Ashanti Region          
 Kumasi  4.6 2.4 3.2 3.8 5.5 6.8 4.9 3.8 
 Mampong 
 

  2.0 3.6 2.0 5.2 5.0 3.4 1.6 

Brong Ahafo Region          
 Sunyani  4.0 3.0  2.2 2.0 3.4 2.8 2.1 
 Wenchi 
 

 4.0  3.2 2.6 2.4 2.0 2.2 1.0 

Central Region          
 Cape Coast  3.5 2.4 2.6 0.8 3.4 3.2 3.0 
 Assin Fosu 
 

 2.5 1.2 1.6 1.2 3.6 2.0 2.4 

Eastern Region          
 Koforidua  3.2 2.4 3.8 2.6 4.2 2.4 1.0 2.8 
 Agomanya  18.0 9.4 10.5 12.8 13.4 13.2 8.2 7.8 
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Table 1.    Ghana Sentinel Surveillance Data, 1992 – 2000, continued. 

 
                    Percentage of pregnant women testing HIV positive by sentinel site  
 
Region and          
Site    1992 1994 1995 1996 1997 1998 1999 2000 
          
Northern Region          

 Tamale   1.0 1.0 1.6 1.0  0.8 1.3 
 Nalerigu   1.0 1.0 0.4 0.2  0.6 1.4 
 Bole   3.8 2.7      
           

Upper East Region          
 Bolgatanga  2.0 1.6 1.0 2.8 3.0 1.6 1.0 
 Bawku   2.4 2.4  1.6 1.8 1.6 1.6 
           

Upper West Region          
 Wa  1.8 3.0 0.8 1.8 1.6 2.3 2.2 1.4 
 Jirapa  0.4 2.5 0.3 3.0 1.4  0.6 1.5 
 Nandom   2.0 2.9      
 Hamile   4.3 4.2      
           

Volta Region          
 Ho   2.4 2.4 2.8 3.8 4.0 5.2 4.2 
 Hohoe   2.3 3.2 2.1 4.2 4.2 4.4 5.0 
           

Western Region          
 Takoradi   1.8  4.2 3.8 3.0 4.0 3.0 
 Eikwe   3.0  5.7 5.8 5.8 4.8 3.2 
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Table 2.   Ghana Sentinel Surveillance Data, 1992 - 2000 
                            ANC Data, HIV Prevalence:  Regional Averages 
 
Region   1992 1994 1995 1996 1997 1998 1999 2000 

           
Greater Accra Region  0.7  1.3 2.2 2.1 2.8 2.4 3.1 

           
Ashanti Region  4.6 2.2 3.4 2.9 5.4 5.9 4.2 2.7 

           
Brong Ahafo Region  4.0 3.0 3.2 2.4 2.2 2.7 2.5 1.6 

           
Central Region   3.0 1.8 2.1 1.0 3.5 2.6 2.7 

           
Eastern Region  10.6 5.9 7.2 7.7 8.8 7.8 4.6 5.3 

           
Northern Region   1.9 1.6 1.0 0.6 0.7 0.7 1.4 

           
Upper East Region   2.2 2.0 1.0 2.2 2.4 1.6 1.3 

           
Upper West Region  1.1 3.0 2.1 2.4 1.5 1.7 1.4 1.5 

           
Volta Region   2.4 2.8 2.5 4.0 4.1 4.8 4.6 

           
Western Region   2.4  5.0 4.8 4.4 4.4 3.1 
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UNAIDS and its international working group on monitoring the HIV/AIDS epidemic 
has now standardised on the definition of adult HIV prevalence as the percentage of 
the adult population betwee n the ages of 15 and 49 that is infected with HIV.  Note 
that in previous reports on Ghana prevalence was defined as the percentage of the 
adult population aged 15 years and older infected with HIV.  The reason for adopting 
this new definition is that almost all data used for estimating prevalence comes from 
antenatal care data, representing women aged 15-49.   However, estimates of the total 
number of HIV infections will still include all age groups. 
  
There is also a consensus that the antennal clinic (ANC) data are generally 
representative of the adult population 15-49.  There are a number of reasons to 
suggest that the ANC data would overestimate the prevalence in the general 
population.  However, there are also a number of reasons to suggest that the ANC 
data would underestimate the prevalence in the general population.  The consensus is 
that these factors cancel each other out, and that ANC prevalence can be broadly used 
to represent the general adult population.  This conclusion is supported by researc h in 
a number of different settings that compared the ANC data with population-based 
surveys. 
 
Reasons that would suggest that ANC data would overestimate prevalence in the 
general population include 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 
epidemic 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 for current HIV infections.   
 
On the other hand, studies from several African sites have shown that women 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 under -estimate prevalence among all women aged 15-49.  
 
For the 15-49 age group, these differences tend to cancel each other.  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. (This conclusion is only valid for 
the population 15-49. For some sub-populations, such as 15-19, there are significant 
differences in prevalence between pregnant women and all adults.) Therefore, in this 
analysis HIV prevalence among all ANC clients is assumed to be the same as 
prevalence among all adults 15-49. 
 
 
Preparation of the national estimate of HIV prevalence 

There are several computer models, including the Epimodel that is used by UNAIDS, 
that have been used to analyse sentinel surveillance data and prepare national HIV 
estimates.  These models calculate the curve that best fits the existing data, usually for 
the capital city, other urban areas, and rural areas.  The models then use the data 
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points on the curve to combine the various regions to calculate a national estimate.  
These models are particularly useful when there are only a limited number of sentinel 
sites in a country.  
 
Since Ghana has established a comprehe nsive ANC sentinel surveillance programme, 
with at least two sites in each region, it is possible to calculate a national estimate 
using a very straight -forward approach, with very few assumptions.  The only 
adjustment that is required is to weight the ANC data by the regional population 
distribution so that no site is given greater weight in the national estimate.   
 
It seems that from the beginning of the epidemic in Ghana there has been very little 
differential in HIV prevalence between the metropolitan areas and much smaller 
towns representing semi-urban /semi-rural populations.  It is also evident, however, 
that by the early 1990s HIV had already spread to every part of the country.  In many 
countries there is a clear differential, with urban HIV prevalence initially much higher 
than rural prevalence, but with the rural prevalence gradually catching up as the 
epidemic progresses.  Since there are no truly rural sites represented in the sentinel 
surveillance system in Ghana, it is important to keep in mind that no adjustment has 
been made for any urban/rural differential that might exist. 
 
The method used to calculate national HIV prevalence is to use the regional HIV 
prevalence estimates together with data on regional population size to prepare a 
weighted national average. The resulting national HIV prevalence is used with 
DemProj, a population projections model, and AIM, an AIDS impact model, to 
calculate the number of current HIV infections and to make projections into the 
future. 
 
There are three steps in the preparation of the national estimate of HIV prevalence. 
 
1.  Calculating Regional HIV Prevalence Rates.   Regional HIV prevalence rates 
were calculated by averaging the results from the sentinel sites in each region.  For 
recent years, 1997 to 2000, there were only three sites where data were not reported 
for a particular year, all in 1998.  For these three sites, Tamale and Nalerigu in 
Northern Region, and Jirapa in Upper West Region, the prevalence in 1997 and 1999 
for the site was averaged to give the estimate for 1998.  Since there were only 
minimal differences at any of these three sites between 1997 and 1999, it seems 
reasonable to use the average of these two years as an estimate for 1998.  
 
2.   Calculating the Regional Population Age 15 -49.   For each region, the year 
2000 population was taken from the 2000 Population Census reported by the Ghana 
Statistical Service (GSS, 2001).   The regional total populations in 2000 are indicated 
in Table 3.  The total population of each region is then multiplied by the proportion 
aged 15-49 from the 1984 Census (Ghana Statistical Service, 1987).   The resulting 
population aged 15-49 for 2000 is indicated in the second column in Table 3. 
   
It should be noted that all previous estimates of HIV prevalence and numbers infected 
were based on the projected population from 1984 (Ghana Statistical Service, 1995).  
The analysis presented in this paper uses the actual population count from 2000.  The 
population for the year 2000 projected from 1984 was about 1.7 million higher than 



 

 77 

the actual count in 2000.  We now know, based on the Ghana Demographic and 
Health Survey, 1998 (Ghana Statistical Service and Macro International Inc., 1999), 
that fertility has declined more rapidly than had been projected.  It is also very 
difficult to project mortality trends so far into the future.  Clearly it is better to use the 
actual population count in 2000.  When the final Census report for the 2000 Census is 
published, there are likely to be only very minor adjustments for age misreporting or 
undercounting.  The use of the 2000 Census totals, which are lower than the 
previously projected numbers, will result in somewhat lower estimates of the number 
of people infected, but these new estimates will be more accurate since they are based 
on the actual 2000 census data. 
  
The age and sex distribution of the 2000 Census data are not yet available.  The 
Ghana Statistical Service has advised that the proportion in the 15-49 year age group 
from the 1984 Census be used in calculating the proportion 15-49 in 2000, since the 
proportions change only very slowly over time, and there will have been only a 
minimal impact of the HIV epidemic on the age structure in Ghana up to now, 
although it will become more significant in the future as the number of AIDS deaths 
continue to increase.  These proportions are multiplied by the population in the first 
column in Table 3 to give the population age 15-49 in 2000, reported in the second 
column of Table 3. 
 
3.  Calculating the National HIV Prevalence Estimat es.   The national HIV 
prevalence estimate weighted for the regional population distribution is calculated as 
follows.  For each region, the population 15-49 is multiplied by the regional HIV 
prevalence (15-49) to give the number of adult (15-49) infections.  The regional 
prevalence is given in the third column of Table 3, and the number of adult infections 
(15-49) is given in the fourth column of Table 3.  The regional infection numbers (age 
15-49) are added to give a national total.  The total infections (15-49) are then divided 
by the total population (15-49) to give the national prevalence.   
 
Results.  The results of applying this methodology to the sentinel surveillance data are 
shown in Table 3, which shows HIV prevalence among adults aged 15 and 49.   
National adult HIV prevalence in 2000 is estimated to be 3 percent.  The estimated 
number of infections in Table 3 refers only to the adult population age 15-49.  In 
order to estimate the total number of infections in the population, the AIDS Impact 
Mode l (AIM), described below, is used to calculate infections among children (0-14) 
and older adults (age 50 +).   The AIM model then adds the infections among the 
three groups (0-14, 15-49, and 50+) to give an estimate of the total number of people 
infected with HIV.  For the year 2000, the model estimates that about 350,000 
Ghanaians are infected with HIV. 
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Table 6.    HIV Prevalence Estimates 2000 

 
      

        
Region Population Pop, 15-49 Regional Number    

   Average Infected    
   Prevalence  15-49    
        

Western 1,842,878 840,537 3.1 26,057    
Central 1,580,047 679,262 2.7 18,340    
Gt. Accra  2,909,643 1,463,259 3.1 44,995    
Eastern 2,108,852 933,589 5.3 49,480    
Volta 1,612,299 688,290 4.6 31,661    
Ashanti 3,187,601 1,430,914 2.7 38,635    
Brong Ahafo 1,824,822 808,214 1.6 12,527    
Northern 1,854,994 774,460 1.4 10,455    
Upper West 573,860 238,554 1.5 3,459    
Upper East 917,251 397,445 1.3 5,167    

        
Total 18,412,247 8,254,524  240,777    

     3%   
       Estimated National  

   Prevalence,  2000                      
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What conclusions can be drawn from this analysis? 

The sentinel surveillance data in Ghana seem to show that HIV prevalence in Ghana 
during the past few years has been fairly stable in the range of 3 to 4 percent of the 
adult population age 15-49.  Although there is no evidence of a rapid increase in HIV 
prevalence in Ghana during the past few years, most of the neighbouring countries 
have experienced such an increase.  It will require several more years of careful 
monitoring before any definitive statements could be made about stabilization or 
decline in HIV prevalence in Ghana.  And there is certainly a danger that prevalence 
in Ghana could increase in the future as it has in neighbouring countries because of 
several factors including the worldwide epidemic in other sexually transmitted 
infections such as genital herpes. It is more important than ever that Ghana mount an 
expanded response to the epidemic, especially to prevent the spread of HIV among 
vulnerable groups including adolescents and young adults.  It is also clear that the 
number of AIDS cases and deaths will inevitably be increasing over the coming years 
as the 350,000 Ghanaians who are currently infected begin to develop the symptoms 
of AIDS.  An expanded programme of care and support will be required to provide 
the medical care required for those with AIDS and to mitigate the social and 
economic impacts of AIDS on families and communities. 
 
 
Where did the previous estimate of 4.6 percent come from? 

The estimate of 4.6 percent adult HIV prevalence that has been quoted in several 
reports was based on 1997 sentinel surveillance data adjusted for several factors.  In 
1997, the standard practice was to define adult HIV prevalence as prevalence among 
the population age 15 and over.  It was also standard scientific practice at that time to 
adjust the ANC data to account for the lower fertility of HIV -positive women.  The 
ANC data were reduced to account for the lower prevalence among older adults, and 
increased to account for lower fertility of HIV -positive women. 
 
The 1997 adjustments were calculated as follows: 

• In 1997, the sentinel surveillance data weighted for regional population 
distribution provided an adult HIV prevalence for adults 15-49 of 4.0. 

• The adjustment factors were .918 (for older adults) and 1.25 (for the fertility 
factor).  The calculations were:  4.0  X  .918  X  1.25  =  4.59.  This was rounded 
to 4.6 percent.  This was the standard scientific approach for making national 
estimates at that time.  As indicated in the first section of this paper, new evidence 
has shown that ANC data can be used directly to represent prevalence in the adult 
population, with no adjustments required.  

 
Calculating the number of infections  

The HIV prevalence estimates have been used with the Spectrum model to project the 
consequences of these figures (Stover, 1999 and Stover and Kirmeyer, 1999).  Two 
modules of Spectrum have been used, DemProj and AIM. DemProj projects the 
population by age and sex and displays a full range of demographic indicators while 
AIM calculates the number of people infected with HIV, AIDS cases, AIDS deaths, 
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AIDS orphans and other consequences of AIDS.  The AIM model includes a 
calculation of infected children.  The model calculates the number of infected children 
from the age -specific infection rates among women, the age -specific fertility rates, the 
perinatal transmission rate, the non-AIDS age-specific death rates and the distribution 
of the time from birth to AIDS death for infected newborns.  
 
 In preparing the population projections, the size of the adult population by age and 
sex in 1984 is taken from the 1984 population census (Statistical Service, 1987). The 
population is projected forward from 1984 using the Spectrum model.  The fertility 
and mortality assumptions have been adjusted so that the population projected for the 
year 2000 matches the 2000 figure from the 2000 Population Census of Ghana 
(Ghana Statistical Service, 2001).  First the total fertility rate was adjusted to reflect 
the total fertility rates from the 1988, 1993 and 1998 Ghana Demographic and Health 
Surveys.  The future trends in fertility were based on the assumption of reaching the 
National Population Policy goal of a total fertility rate of 4.0 in 2010 and 3.0 by 2020.  
Then the mortality assumptions (based on Life Expectancy) were adjusted until the 
year 2000 population exactly matched that of the 2000 Population Census. 
 
The model calculates that in the year 2000 a total of about 350,000 Ghanaians are 
infected with HIV. 
 
 
Future projections 

• In this third edition of the booklet HIV/AIDS in Ghana the assumptions about 
future trends in HIV prevalence will take the form of two scenarios.   

• In the first scenario HIV prevalence will increase from the current 3.0 percent to 
9.0 percent in the year 2014.  This reflects trends in neighbouring countries, 
several of which have already reached that level.  

• The second scenario assumes that the trend in HIV will remain fairly stable, with 
a prevalence of 4.0 percent in the year 2014.   

• Analysis of these two scenarios shows the dramatic difference in impact of these 
two scenarios and the importance of mounting an expanded and effective 
response. 

• Ghana has prepared a National AIDS Policy, has formed the Ghana AIDS 
Commission, and is actively pursuing a multi-sectoral programme of HIV/AIDS 
prevention and care.  The results reported here demonstrate the urgent need both 
to ensure the sustainability of the surveillance system and to continue building a 
revitalized and greatly e xpanded HIV/AIDS programme of prevention and care. 

 
Further inquiries on the technical content of this document can be submitted to the 
National AIDS/STD Control Programme.  The address is on the last page. 
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