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GRSP Ghana Poverty Reduction Strategy 

GTZ German Technical Cooperation 

HIV Human Immunodeficiency Virus 

HRAC Human Rights Advocacy Centre 

IDU Injecting Drug Users 

ILO International Labour Organization 

JPR Joint Programme Review 

JUTA Joint UN Team on HIV and AIDS 

LEAP Livelihood empowerment against Poverty 

MARPS Most At Risk Groups 

MDG Millennium Development Goals 

MICS Multi Indicator Cluster Survey 

MLGRD Ministry of Local Government and Rural Development 

MOT Modes of Transmission 

MOWAC Ministry of Women and Children Affairs 

MSM Men who have Sex with Men 

MTCT Mother  to Child Transmission 

NACP National AIDS/ STI Control Programmes 

NAP+ Network of Persons Living with HIV 

NCPI National Composite Policy Index 

NHIS National Health Insurance Scheme 

NSF National Strategic Framework  

NSPS  National Social Protection Strategy 

PMTCT Prevention of Mother to Child Transmission 

POW Programme of Work 

PPP Public Private Partnerships 

RCC Regional Coordinating Council 

RCH  Reproductive and Child Health Services 

RH Reproductive Health 

STI Sexually Transmitted Infections 

SWAA Society of Women against AIDS 
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g. Epidemic and response synthesis, programme data and other relevant data 
sources. 

 
2. Key Informant Interviews were conducted with Ghana AIDS Commission (GAC), 

National AIDS Control Programme (NACP), Key Ministries Departments and Agencies, 
NGOs, UN agencies, Bilateral Partners, development partners, CCM, private sector 
among others. 

3. Stakeholder consultations and validation of the National Composite Index: A stakeholder 
workshop was organized with participants from the UN agencies, bilateral and multilateral 
development partners and the civil society organizations to complete the NCPI 
questionnaire. Thematic groups reviewed the various aspects of the HIV response and 
completed relevant sections of the questionnaire. Each thematic group worked in 
syndicate sessions and reconvened at plenary session to present and discuss results to 
obtain a final score for each section. 

4. Data collection was facilitated by relevant data collection tools including the guidelines 
on construction of core indicators. 

5. A draft UNGASS report was prepared and presented at a stakeholder forum on 17th 
March 2010 for validation and consensus building under the leadership of the GAC 
Research, Monitoring and Evaluation (RM&E) Committee. Feedback from the 
consultative forum was used to finalise the report. 

2.3 The status of the epidemic 
The HIV epidemic in Ghana continues to be a generalised epidemic with a prevalence of more 
than 1% in the general population. (WHO definition for a generalised epidemic is when the 
prevalence is 1% or greater in the general population). According to the annual HIV sentinel 
surveys conducted among antenatal attendants, the HIV prevalence in the country seemed to be 
on a downward trend from 3.6% in 2003, to 2.7% in 2005, increased to 3.2% in 2006,  reduced 
to 2.2% in 2008 (95% CI 2.18-2.22) and increased to 2.9% (95% CI 2.49 -3.31) in 2009 1-3. 
Using the National Estimates and projections for HIV the National HIV prevalence in 2009 was 
1.9% 4. 
 
The HIV prevalence in Ghana varies with geographic areas, gender, age and  residence. In 2009, 
in the 40 sentinel sites, HIV prevalence ranged from 0.7% in North Tongu district to 5.8% in 
Agomanya and Koforidua. Four sites had  HIV prevalence of 5.0% and above in 2009. The 
prevalence in the urban sites was higher than in rural sites. The Regional prevalence ranged from 
2.0% in the Northern Region to 4.2% in the Eastern Region 3. Although all regions with the 
exception of the Eastern showed a rise in prevalence, the trend analysis over several years 
indicate a general decline in HIV prevalence in 9 out of the 10 regions 3. 
 
In 2009, the prevalence was highest in 40 – 44 year groups (4.0%) and lowest in 45 – 49 year 
group, (1.8%). The prevalence in the young people aged 15 – 24 years was 2.1%, which was 
higher than in 2008 (1.9%)3.  
 
HIV prevalence in most at risk group (MARPS) has been consistently higher than the general 
population. In 2009, the HIV prevalence among sex workers was 25.1% which is a decline from 
the 34% in 2006. A modes of transmission study has indicated that low risk heterosexual sexual 
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activity (30.2%), Casual heterosexual sex, (15.5%) and sex with partners of clients of sex 
workers (23.0%) contributed to most of HIV incidence in 2008 5.  
 
Knowledge and behaviour may affect an individual’s  risk of HIV infection. The HIV 
transmission is dependent on a number of behavioural factors these include the number of 
unprotected sex acts, and the number of sexual partners.  Individuals who have multiple partners 
concurrently or sequentially have a higher risk of HIV transmission than individuals who have 
fewer links to a wider sexual network. 
 
 In the general population, though awareness of HIV is almost universal (98%), this has not 
translated into comprehensive knowledge and safe sexual behaviour.  During this reporting 
period, there has been little change in the overall comprehensive knowledge of HIV. In 2006, 
25% of females and 33% of males aged 15 - 24 years had comprehensive knowledge of HIV 
compared with 28% of females and 34% of males 6,7.   
 
The number of individuals with more than one partner in the past 12 months is monitored as a 
proxy to a reduction in sexual partners. In 2008, 11.3% of male and 1% of female respondents 
aged 15 – 49 years had more than one sexual partner in the past 12 months. Thus the males are 
more likely to have more than one sexual partner than the females.  This indicator increased with 
age; 3.1% for males 15- 19 years, 9.6% for 20 -24 years and 44.6% in respondents 25 - 49 years.   
 
Though data on comprehensive knowledge for sex workers was not available, compared to the 
general population, female sex workers had a greater knowledge of HIV prevention and had 
fewer misconceptions. A greater proportion of FSW used condoms than the general population 8. 
 
In 2008 it was estimated that there were 236, 151 adult and children were  living with HIV 
(20,808 children) and there were a total of 22,541 new infections 9, while in 2009, there were 
240,802 adults and children living with HIV (21,202 children).   It was estimated that in 2008 
63,137 adults and 6,086 children needed ART and in 2009 64,978 adults and 6010 children were 
in need of ART. The estimated annual AIDS deaths for 2008 and 2009 were 18,082 and 17,058 
respectively 9. AIDS deaths are estimated to increase in 2010 4. 

2.4 The policy and programmatic response 
Ghana has a positive policy, advocacy and enabling socio-political environment for 
implementing a comprehensive multi-sectoral programme to combat the HIV epidemic. Ghana 
subscribes to the “three ones principles”.  The Ghana AIDS Commission was established by an 
ACT of Parliament as a supra-Ministerial Body with multi-sectoral representation 10. It 
coordinates the national response with the involvement of key Ministries, the private sector, 
traditional and religious leaders and civil society in the design, planning, implementation, 
monitoring and evaluation of programmes.  
 
Through various institutional arrangements such as the Partnership Forum, Technical Working 
Groups and decentralised structures such as the Regional and District AIDS Committees, and 
District Response Management Teams, the GAC interacts with all stakeholders and receives 
input and feedback towards the HIV and AIDS response and modifies priorities and 
interventions.  
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Within this reporting period, key guidelines and polices were developed or updated to guide 
implementation and other already developed policies or were made operational for 
implementation of the national response.   Significant among these were:  

1. Guidelines for management of Opportunistic Infections and Other Related HIV Diseases: 
Ministry of Health October 2008 14. 

2. Guidelines for Antiretroviral Therapy: Ministry of Health September 2008 15 
3. National Guidelines for Prevention of Mother to Child transmission of HIV (PMTCT): 

Ministry of Health, September 2008 16. 
4. National Guidelines for the Development and the Implementation of HIV counselling and 

Testing: Ministry of Health, September 2008 17. 
5. Guidelines for Management of Sexually Transmitted Infections: Ministry of Health, 

September 2008 18.  
6. National Policy Guidelines on Orphans and Other Children made Vulnerable by 

HIV/AIDS: GAC.  January 2005 19. 
7. Early childhood Care and Development Policy: Ministry of Women and Children’s 

Affairs  20.  
8. National Social Protection Strategy (NSPS) 2007 21. 
9. National Gender and Children’s Policy: Ministry of Women and Children’s Affairs 22. 
10. National Domestic Violence Policy: MOWAC, 2008 23. 
11. HIV/TB Workplace Policy for the Revenue Agencies of Ghana: December 2007 24. 
12. HIV/TB Workplace Policy for Serious Fraud office of Ghana, November 2007 25. 
13. HIV/TB Workplace Policy Ministry of Justice December 2008 26. 
14. Growth and Poverty Reduction Strategy (GPRS II) (2006 – 2009), November 2005 

(NDPC) 13. 
 
These policies and guidelines have helped to maintain the momentum of the National HIV/AIDS 
response 
 
Due to availability of funds and immense effort of implementers in 2008 and 2009, prevention, 
care, treatment and support were scaled-up and the number of persons with access to services 
increased. In 2009, 28% of HIV positive pregnant women and 40% of adults and children with 
advanced HIV received ART services. Care services still lag behind the needs and the targets the 
country set for itself.  
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Table 5 shows that the total amount spent on prevention was US$ 6,339,069.00 which fell short 
by $3 million of total required for the programme implementation in that year 41. The total 
amount spent on prevention activities in 2008 compared with 2007 saw an increase from 
US$6,339,069.00 to US$8,550,916. Out of the total amount, funds provided for HIV and AIDS, 
prevention increased from 12.1% to the 22% of the total AIDS funds. 
 
In the same period, the amount spent on treatment care and support reduced from 
US$21,026,047.00 to US$9,554,075, decreasing from 40.09 % to 24.6 % of the total AIDS 
funds.  In 2007, a substantial investment was made to provide treatment care and support for 
PLHIV. This included the capital investments of laboratory machines, including CD4 machines. 
This increased amount spent on treatment care and support in 2007.  The current investments are 
mainly for the Anti-retroviral drugs. 
 
Targeted cost-effective interventions are critical in the response to HIV and AIDS. The Modes of 
Transmission study indicated the contribution of various population groups to HIV transmission 
in Ghana. In Ghana’s generalised epidemic though low risk heterosexual contact contribute 
considerably (30%) to HIV transmission, partners of clients of sex workers (15.5%), Casual 
heterosexual sex (13.2%), MSM (7.2%) and clients of sex workers (6.5%) also contribute 
considerably to HIV transmission 5. Targeting these populations with effective HIV intervention 
would result in reduction in HIV transmission.  
 
The NASA 2008 report also indicates that spending on activities/services excluding ART for 
PLHIV and MARPS was 36.56% and 0.93% respectively of the total spending.  

4.3   National Composite Index  
The purpose of this indicator is to assess progress in the development and implementation of the 
national HIV and AIDS policies and strategies. This index was obtained through interviews with 
government officials using the national composite index questionnaire and a consensus building 
workshop with United Nations Agencies, Bilateral Agencies and the Civil society.  
 
The composite index covers the following broad areas of policy, strategy and programme 
implementation: 
Part A (respondents: Ghana AIDS Commission and MDAs) 
1. Strategic plan 
2. Political support 
3. Prevention 
4. Treatment, care and support 
5. Monitoring and evaluation 
 
Part B (respondents: by UN agencies, Bilateral Agencies, the civil society) 
1. Human rights 
2. Civil society involvement 
3. Prevention 
4. Treatment, care and support 
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of Agriculture. Each of the above named Ministries and their implementing agencies were 
provided with funds for HIV activities. 

The National Development Planning Commission (NDPC) also requires that all sector ministries 
integrate HIV into their annual programmes and budgets before their plans are approved and 
funded. All aspects of HIV intervention areas are integrated into the sectoral plans, each MDA 
however intervenes in areas that it has comparative advantage (e.g. Ministry of Health: care and 
treatment), Ministry of Education; HIV prevention for the youth etc.) 
The NSF I and II benefited from programme reviews (Joint Programme Review I and II) in 2004 
and 2007 to evaluate the level of implementation of the NSF and to inform the interventions for 
subsequent years. In 2008 and 2009 no further evaluation was done. In 2010 a comprehensive 
review will be undertaken to inform the development of the NSF III in 2010.   
 
Based on the new evidence on the epidemic and information on the coverage of services, 
Ghana’s Multi-sectoral strategy has included a wider range of target populations and settings for 
prevention, treatment care and support.  The target population  include women, young people, 
orphans and vulnerable children, MSM, FSW and their partners, refugees, uniform service 
personnel and their families, STI and TB patients, persons living with HIV and AIDS, prison 
inmates and other vulnerable groups such as refugees, market porters etc. The settings in which 
interventions are provided include communities, workplace, schools and prisons. Various cross 
cutting issues have been mainstreamed into interventions. These include HIV and Poverty, 
Human rights and social protection, greater involvement of PLHIV, Addressing stigma and 
Gender empowerment and gender equality.  
 
On the strategic planning level the country continues in its quest towards Universal access to 
prevention, treatment, care and support services by 2010. Using information from Estimates and 
Projections of National HIV prevalence and Impact in Ghana, the National Universal Access 
plan was developed for 2006 to 2010. This document defined strategies and target to be achieved 
by 2010 42. This scale-up plan is being supported with funds from the Global Fund to fight AIDS 
TB and Malaria, other multilateral and bilateral  partners. The plan describes capacity gaps and 
the strategies for strengthening  the health system  through provision of equipment, infrastructure 
and monitoring systems for Health information and logistics management especially for the ART 
programme. The progress of the scale up is monitored programmatically by the National AIDS 
Control Programme at health facility, district, regional and national levels and by the Universal 
Access task team set up for that purpose.  
 
Two reviews have been undertaken to determine the progress towards 2010 and inform 
programmatic decisions. The recent review indicated that in 2009, Ghana achieved and exceeded 
the targets for eight out of the thirteen indicators for 2008. Four indicators are lagging behind 
and are not on track to being achieved at the level of implementation. These were indicators on 
the comprehensive knowledge of HIV and AIDS, PMTCT, ART treatment for adult and children 
and HIV prevalence among  15 – 24 age groups. The report “concluded that concerted and 
coordinated effort should be harnessed to enhance available human, technical and financial 
resources to achieve the Universal Access targets for 2010” 43. This report has revitalised a new 
momentum  to achieve targets.  
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transmission. The consistent use of condoms by the sex workers with all partners would go a 
long way to reduce HIV transmission.  From the Behaviour surveillance study in 2009, only 
4.1% of sex workers said that they did not feel the need to use condoms with their  paying 
partners 8. The percentage that used it during their last sexual act however was not provided. 
 
 
Indicator No 19: Percentage of men reporting the use of condom the last time 
they had anal sex with a male partner  
 
Most –at-Risk-Populations such as Men who have sex with men (MSM)  also contribute 
considerable to HIV infection in the country. From the Modes of transmission study, 7.9% of 
HIV incidence is attributable to MSM and their partners. Thus safer sexual practices in this 
group will reduce HIV transmission. Data for this indicator was not available  for this reporting 
period. 
 
Indicator No 20 and 21: Injecting drug users 
Safer injecting and sexual practice among injecting drug users are essential to reduce the 
transmission from this group of MARPs. Injecting drug users (IDU) risk HIV transmission from 
contaminated equipment and can spread HIV through sexual transmission to the wider 
population and to themselves through sharing of needles. Often the risk is complicated by other 
high risk behavious such as sex work or casual sex thus increasing the risk of HIV transmission 
further.   
 
The MOT study has estimated that IDU contribute to 1.6% to the HIV incidence. Data is not 
currently available on the condom use and use of sterile equipment during this reporting period.  

4.3.5 Prevention 
Prevention programmes continue to be the main stay of the HIV response in Ghana. With a 
National prevalence below 2%, the majority of the population still remains HIV negative and 
needs to be maintained as such.  Prevention, must therefore remain the cornerstone of Ghana’s 
response  to halt and reverse the HIV epidemic in the long term. Combination of evidence-
informed and targeted interventions in HIV programmes is the key for  effective HIV prevention.  
Prevention and Behavioural Change Communication is one of the key intervention areas in the 
NSFII.  
 
Various reviews and surveys have indicated that the HIV response in Ghana has not made the 
expected progress (Refer to page 43). As Ghana progresses towards achieving    Universal 
Access  by 2010, a lot needs to be done if we are to achieve our goals and/or targets set by 2010. 
The GDHS 2008 and the 2007 and 2009 Universal Access report have indicated the areas which 
need to addressed. 
 
The prevention interventions for 2009 were designed to reduce high risk behaviour and exposure 
to risk, and to reduce the vulnerability of those who are unaware of their risk by raising their 
awareness, and “de-stigmatizing” the disease so as to increase access to prevention, treatment 
and care services. 
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Health System HIV Prevention  
HIV and AIDS prevention linked to health systems continued in 2008 and 2009.Interventions 
undertaken to prevent the transmission of HIV included, provision of Safe blood, universal 
precautions in hospital settings, counselling and testing (CT) and prevention of mother to child 
transmission (PMTCT).  

Blood Safety 
The National Blood Transfusion Service (NBTS) and the Public Health Reference Laboratories 
(PHRL) in the Ghana Health Service continue to provide services in the country to ensure that 
the donated blood is screened against infectious diseases.  In Ghana Blood donated is routinely 
screened for HIV, Hepatitis B, Hepatitis C and syphilis.  
 
Indicator No 3: Percentage of donated blood units screened for HIV in a quality assured 
manner 
 
The blood collection and screening is conducted in a decentralised manner through regional and 
district laboratories. In 2009, in Greater Accra 33,294 units of blood were screened in the public 
sector  for HIV with 3.68%, (1224 units of blood) confirmed as HIV positive. Blood screened is 
currently conducted through the  use of antibody tests and not PCR test that identify the HIV 
antigen.  

Prevention of Mother to Child Transmission 
The Declaration of Commitment of UNGASS in June 2001 set the goal of reducing “the 
proportion of infants infected with HIV by 20% by the year 2005 and by 50% by the year 2010, 
by ensuring that 80% of pregnant women accessing antenatal care receive information, 
counselling and other HIV-prevention services and - Increasing the availability of and providing 
access for HIV-infected women and babies to effective treatment to reduce MTCT, as well as to 
voluntary and confidential counselling and testing, breast milk substitutes and the provision of a  
continuum of care” 70. 
 
Ghana has a unique opportunity to achieve its goal. The national antenatal coverage has been 
consistently over 90% of the expected pregnancies 71.   This affords an opportunity for reaching 
at least 90% of pregnant women with PMTCT, but creates a challenge of ensuring that PMTCT 
is provided at all antenatal clinics to achieve this goal. The number of Antenatal clinics and the 
PMTCT uptake at each clinic providing PMTCT is thus critical for achieving this target.  
 
Progress in PMTCT has also been tremendous. In 2009, PMTCT services were provided at the 
national (tertiary), regional, district, health centre level facilities in both public and private health 
facilities. Efforts are far advanced to further decentralise PMTCT to the community level and 
provide PMTCT at community level through Community Based Health Planning Services 
(CHPS).  
 
The number of PMTCT centres increased from 135 in 2005 to 793 functional sites by December 
2009. The number of clients counselling and testing as part of ANC services has increased from 
104,045 in 2007, 257,466 in 2008 and 381,874 in 2009.  The number of positive PMTCT clients 
receiving ART has increased from 2,896 in 2007 to 4,991 in 2008 but decreased to 3,643 in 
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The ratio of school attendance in orphans to non-orphans in 2009 is 0.76. This is a decrease from 
the 2006 MICS survey and 2003 GDHS. Respondents ranked efforts on OVC as 6 in 2007 and 6 
in 2009.   

4.3.9 Civil Society involvement 
The civil society has been involved in the HIV response from the onset through the Ghana 
HIV/AIDS Network (GHANET), NAP+ and other PLHIV associations and Faith Based 
Organizations at all levels. Through interactions with the Ghana AIDS Commission, the civil 
society has played an active role in policy formulation and planning of Interventions at all levels.  
 In 2008 and 2009 the civil society played an active role in the development of POW 2008 and 
2009; took decisions in prioritising areas of intervention and refocusing on prevention 
interventions for 2008 and 2009 and participated in all the relevant national technical working 
groups. 
Different types of civil society organisations are involved at different levels. At the national 
level, umbrella organisations and networks are involved in the national policy formulation and 
planning, these include GHANET, NAP+, Alliance for Reproductive Health, ISODEC, FBOs, 
Society of Women Against AIDS. At the district level local NGOs and CBOs are involved in 
HIV activities targeting specific populations. 
 
Following the challenges identified in 2007, 2008 and 2009, a new approach was used to build 
the capacity of NGOs and CBOs. Umbrella organisations have been used to build the capacity of 
the smaller organisations and this has aided quality of activities implemented at the community 
level.  Out of 227 organisations 29 were selected. These organisations were assessed and prepare 
annual work plan for which (when approved) they are provided with funding based on their 
performance.  
 
Respondents rated the efforts to increase civil society participation in 2007 at 7 for both and 
2009 at 7. Though civil society participation in policy formulation, planning and monitoring has 
improved, the level of funding for implementation had not improved.  

4.3.10 Workplace Programmes 
Workplace Policy Guidelines were published through the collaboration of the Ghana AIDS 
Commission, National Tripartite Committee and ILO and circulated to implementers at all 
levels36. Following the National Workplace HIV and AIDS Policy dissemination, a growing 
number of MDAs, private sector organizations and Metropolitan, MMDAs have adapted the 
generic policy to develop their own workplace policies.   
 
In 2008 and 2009, The German Development Cooperation (GDC) via its technical wing GTZ  
contributed, to the implementation of HIV and TB mainstreaming workplace policy for all staff 
and their families of the public and private sector organizations it is supporting. Through a 
number of innovative Public Private Partnership Projects GTZ has harnessed the support of 
international private companies to partner with local government institutions to support HIV 
workplace programmes. All these programmes have innovatively linked HIV to other diseases 
such as TB, thus broadening the scope and reducing the resistance to implementation of the 
activities. Specific organisations which have benefited from this are CEPS, IRS, VAT and Ghana 
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Expanded Technical Working Group Meeting, Validation Workshop 
  UNAIDS Conf. Room – 17th March 2010 
 NAME ORGANISATION 

1 Getrude Adzo Akpalu Public Health  Consultant  
2 Dr. Agnes Dzokoto Public Health  Consultant  

3 Charity Owusu Danso NAP+ Ghana 

4 Jacob Larbi UNAIDS 
5 James Rosen FUTURES 
6 Dr. John David Dupree NGO Consultant 

7 Rhehab Chimzizi NSH/TBCAP 

8 Kenneth Yeboah Consultant 
9 Desmond Williams CDC 
10 Laura Shelby CDC 

11 Prince Lamtey Department of Social Welfare 
12 Elsie Ayeh UNAIDS 
13 Kyeremeh Atuahene GAC 

14 Derek Aryee GBCA 
15 Kwaku Osei UNAIDS 
16 Emmanuel Obeng ADRA 
17 Jones Blantari Ghana Police 
18 Lucy Owusu Darko OICI 
19 Hilda Hagan MOE 

20 Akua Ofori -Asumadu ILO 
21 Sally Ann Ohene WHO 
22 Josephine Amenuvor  

23 Kinsley Odum Sam SWAA Ghana 

24 Felix Asante ISSER, UG 

25 Gladys Tetteh Yeboah World Vision Gh. 

26 Daniel Omane US Peace Corps 
\27 D. Opam Adjei  Network of NGOs 
28 Kofi Lucas Network of NGOs 
29  Otema Ohene – Asare Ghana Coalition of NGOs in Health 
30 Frank Lartey Jnr NYC 
31 Owiredu Samuel Hanson CEPEHRG 
32 Daniel Owusu Boatey GH. TUC 
33 Christopher Conduah NDPC 
34 Jane Ansah Military Hospital 
35 Henry Nagai FHI 
36 Betty Adu West African AIDS Foundation 
37 Vincent Anane West African AIDS Foundation 

38 Belynda Amankwa WAAF 
39 Josephine Nartey UNIFEM 
40 Anita D’Almeida Danish Embassy 

41 Holger Till GTZ 
42 Dan Norgbedzie CCM Sect. 
43 Jennifer Antwi USG-state 

44 Clive Ashby GAC 
45 Ayugane Theophilus EKN 
46 Leopold  Zekeng UNAIDS 
47 Peter Wondergen USAID 
48 Victoria Alhassan Prisons 
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49 Richard Amenyah GAC 

50 Jane Mwangi UNICEF 

51 Joyce Steiner Christian Council 
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ANNEX 2. National Composite Policy Index (NCPI) 2010 Process 
and Responses 

 
 
 

COUNTRY: GHANA 
 
 
Name of the National AIDS Committee Officer in charge of NCPI submission and who can be 
contacted for questions, if any:  
 
Dr. Angela ElAdas, Acting Director General Ghana AIDS Commission 

 
 
Postal address:   
 
Ghana AIDS Commission,  
P.O. Box 5169  
Cantoments, Accra Ghana  

 
Tel:  233-21-78262/ 782263 
 
Fax: 233-21-782264 
 
Email: Aeladas@ghanaaids.gov.gh 
 
Date of Submission: 29th March 2010 
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ANNEXE 3: Guidelines for UNGASS Report 
The following provides the full template of the narrative part of the Country Progress Report and detailed 
instructions for completion of the different sections included in it. It is highly recommended that the 
UNGASS indicator data are submitted through the Country Response Information System (CRIS) to 
enhance the completeness and quality of the data and to facilitate trend analysis. A data file (CRIS or the 
Excel template included on the Guidelines CD-ROM) is required to be sent at the same time as the file 
containing the narrative Country Progress Report. 

UNGASS COUNTRY PROGRESS REPORT 

 

[Country Name] 

 

Reporting period: January 2008–December 2009  

  

Submission date: [fill in the date of the formal submission of the country report to UNAIDS by e-mail] 

I. Table of Contents 
 

[Instructions: Fill in] 

 

II.  Status at a glance 
 

[Instructions: This section should provide the reader with a brief summary of  

(a) the inclusiveness of the stakeholders in the report writing process;  

(b) the status of the epidemic;  

(c) the policy and programmatic response; and 

(d) UNGASS indicator data in an overview table]   

 

III.  Overview of the AIDS epidemic 
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[Instructions: This section should cover the detailed status of the HIV prevalence in the country during the 
period January 2008–December 2009 based on sentinel surveillance and specific studies (if any) for the 
UNGASS impact indicators. The source of information for all data provided should be included.] 

 

IV.  National response to the AIDS epidemic 

 

[Instructions: This section should reflect the change made in national commitment and programme 
implementation broken down by prevention, care, treatment and support, knowledge and behaviour change, 
and impact alleviation during the period January 2006–December 2007.  

 

Countries should specifically address the linkages between the existing policy environment, implementation 
of HIV programmes, verifiable behaviour change and HIV prevalence as supported by the UNGASS 
indicator data. Where relevant, these data should also be presented and analysed by sex and age groups (15–
19, 20–24, 25–49). Countries should also use the National Composite Policy Index data (see Appendix 7) to 
describe progress made in policy/strategy development and implementation, and include a trend analysis on 
the key NCPI data since 2003, where available. Countries are encouraged to report on additional data to 
support their analysis and interpretation of the UNGASS data.] 

 

V. Best practices 
 

[Instructions: This section should cover detailed examples of what is considered a best practice in-country in 
one or more of the key areas (such as political leadership; a supportive policy environment; scale-up of 
effective prevention programmes; scale-up of care, treatment and/or support programmes; monitoring and 
evaluation, capacity-building; infrastructure development. The purpose of this section is to share lessons 
learned with other countries.] 

 

VI.  Major challenges and remedial actions  

 

[Instructions: This section should focus on:   

(a) progress made on key challenges reported in the 2005 UNGASS Country Progress Report, if any; 

(b) challenges faced throughout the reporting period (2006-2007) that hindered the national response, in 
general, and the progress towards achieving the UNGASS targets, in particular; and, 

(c) concrete remedial actions that are planned to ensure achievement of agreed UNGASS targets.] 




