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1. Introduction 
The HIV pandemic continues to challenge the development and economy of Ghana. 
Over two decades, from 1986 to 2006, 121,050 cases of AIDS were reported by the 
Ministry of Health, and in 2006, about 297,000 Ghanaians are estimated to be living 
with HIV.1, 2 Though the prevalence rate in Ghana has remained below 5%, for over the 
past 16 years, the number of persons living with HIV continues to rise daily. 1, 2 
 
Through the Ghana AIDS Commission, the Government has marshalled a 
comprehensive multi-sectoral response to prevent new infections, treat and care for 
persons living with HIV (PLHIV) and mitigate the impact of the disease. Through the 
implementation of the National Strategic Framework NSF I (2001 - 2005) and NSF II 
(2006 - 2010) various structures have been put in place, capacity has been built and 
resources mobilised towards an effective response.3, 4 
 
This report is a national progress report and serves as a follow up to the Declaration of 
Commitment that was signed by the countries including Ghana at United Nations 
General Assembly Special Session in HIV/AIDS (UNGASS) in 2001.  An interim 
review of advancement towards the UNGASS targets took place in 2003 and 2005. 
This report covers the period 2006 and 2007 and represents a comprehensive set of 
standardized data on the status of the epidemic and progress in the response. This 
exercise is underpinned by Ghana’s National Monitoring and Evaluation framework 
indicators which encompass most of the indicators utilised in this UNGASS Report. 

2. Methodology 
The methodologies used in the compilation of this report were as follows: 
1. A desk review of secondary data from data sources which include: Ghana AIDS 

Commission’s Monitoring and Evaluation Report, 2006, 5  HIV Sentinel 
Surveillance Report 2006, 6  Multiple Indicator Cluster Survey (MICS) 2006, 7 
Ghana Demographic and Health Survey, 2003,8 Annual reports, specialised surveys 
in specific population groups, patient tracking systems, programmatic data, the 
National Composite Policy Index, draft Joint Programme Review (JPR) 2007 
report,9  Annual Programme of Work 200710  and National Strategic Framework 
2006 – 2010 4.   

2. Interviews with relevant authorities who collate data and have in-depth knowledge 
in the selected indicators.  

3. Utilization of the template provided for the UNGASS report 2007.11 
4. Review, consensus and validation of the data with key stakeholders of the Research 

Monitoring and Evaluation Committee of the Ghana AIDS Commission. 
 
 
 
 
 



 7

3. Status at a glance 

3.1 Stakeholders in the report writing process  
In order to obtain information for this report all efforts were made to include a wide 
range of stakeholders. Respondents were mainly from the national level but reports 
used for the desk review included data from the decentralized levels. Stakeholders 
included in the process were the Ghana AIDS Commission, Key Ministries 
Departments and Agencies, UN Agencies, Bilateral Partners, International Non-
Governmental Organizations, Civil Society Organizations and the Private Sector. (See 
Annexe 1 for full list) 

3.2 The status of the epidemic  
The HIV epidemic in Ghana is categorised as a generalised epidemic and the median 
HIV prevalence monitored by the HIV Sentinel Surveillance was on a downward trend 
from 3.6% in 2003, to 2.7% in 2005 but increased again to 3.2% in 2006. 2, 6  Using the 
National Estimates and Projections for HIV, the National HIV prevalence in 2006 was 
2.22%.2 
 
The HIV prevalence in Ghana varies according to geographic area, gender, age, sexual 
behaviour, and, to some degree, urban-rural residence. In 2006, the HIV prevalence at 
sentinel sites ranged from 0% to 8.4%. Four out of 40 sites (10%) had an HIV 
prevalence higher than 5%,   Urban areas recorded a slightly higher prevalence than 
rural areas.  
 
The rise in the mean HIV prevalence in 2006 was noted in all age groups with the 
exception of the 40- 44 and 45 to 49 age groups. The HIV prevalence in the 15-24 age 
group which had declined consistently for three years, saw a rise from 1.9% in 2005 to 
2.5% in 2006. This increase is also noted in 15 - 19 year group which increased from 
0.8 % in 2005 to 1.4% in 2006 in the 20 - 24 year group and increased from 2.4% in 
2005 to 2.9% in 2006.6 These results indicate the need for greater emphasis on youth 
prevention programmes to achieve the target of a 25% reduction by 2010.12  
 
In most at risk population such as female sex workers the HIV prevalence has been 
consistently more than tenfold higher than the general population. A recent study 
among Men who have sex with men also revealed a prevalence of 25.1%. 13  
 
Knowledge and behaviour may affects an individual’s of risk of HIV infection. Though 
awareness of HIV is almost universal (98%) this has not yet translated into 
comprehensive knowledge and appropriate behaviour.  In 2006, a slight reduction in 
knowledge of prevention messages and a slight increase in the HIV misconceptions was 
noted in respondents aged 15-24.  
 
Despite  the implementation of a comprehensive communication programme, compared 
to 2003, in 2006 higher risk sex had increased slightly or remained the same in both 
men (from 83% to 87.9%) and women (from 50% to 51%). However, a rise in condom 
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use in this population from 28% to 33.4% in women and 44% to 52 % in men aged 15-
49 years was noted.7, 8 
 
Condom use in the female sex workers has also been significantly higher than the 
general population 98%. .14  
 
In 2006, 121,050 cumulative cases of AIDS had been reported by the Ministry of 
Health. It is estimated that 297,205 (all ages) (279,089 adult and 18,116 children) 
Persons were living with HIV in 2006 and 312,030 persons (290,202 adults and 21,828 
children) in 2007. The total number of PLHIV in need of ART in 2006 was 68,017 
(63,821 adults and 4,196 children) and is 74,060 (69599 adults and 4,461 children) in 
2007. 2 

3.3 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. 15  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. Critical in this process are the regional and district 
Monitoring and Evaluation focal persons, integral to the Regional Coordinating 
Councils and District Assemblies, who are responsible for managing information in the 
national response.  
 
The National Response has benefited from improved strategic planning in the period 
under review.  A Joint Programme Review of the NSF I, and the development of NSFII 
was conducted in a more comprehensive, consensual manner with greater stakeholder 
involvement. NSFII is thus more comprehensive and focussed on country needs.   
Planning processes and monitoring have been improved and relevant documents such 
as the Annual Programmes of Work, National Monitoring and Evaluation Plan have 
been developed to support the process. 
 
According to the Joint Programme Review, there seems to be a waning support of the 
political leadership to HIV and AIDS in Ghana. There is the need to re-activate 
political leadership to HIV and AIDS.9 
 
The National Behaviour Change Communication strategy has been developed and 
implementation has started in earnest including a national stigma-reduction campaign 
to encourage attitude and behavioural changes at all levels of society.  
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Within this reporting period, key guidelines and polices were developed to guide 
implementation and other already developed policies were made operational for 
implementation of the national response.   Significant among these were:  

• Workplace Policy Guidelines which have been disseminated and a growing 
number of MDAs, private sector organizations and Metropolitan, MMDAs are 
utilizing the document to develop their own workplace policies.   

• Integrated Management of Adolescent and Adult Illnesses (IMAI), Prevention 
of Mother to Child Transmission (PMTCT) training packages, TB/HIV and 
Nutrition training manuals as were adapted to the Ghanaian situation and are 
being utilised to train and to guide implementation. 

• Policy of Orphans and Vulnerable Children was developed and is being 
operationalized.  

Due to increased availability of funding in 2006 and 2007, prevention, care, treatment 
and support were scaled-up and the number of persons with access to services 
increased. 16% of HIV positive pregnant women and 16% of adults and children with 
advanced HIV accessed ART services. Care services still lag behind the needs of the 
country. 

3.4 UNGASS Indicators 
Table 1: UNGASS indicators  
National Commitment and 
Action  

Indicator value 
2003 

Indicator value 
2006 

2007 Comments 

1. Percentage of donated blood 
units screened for HIV in a 
quality assured manner 

 100% 100%  

2. Percentage of adults and 
children with advanced HIV  
infection receiving 
Antiretroviral therapy 

Adults  and 
Children 0.41% 
Adults 0.41% 
Children 0.0% 

 Adult and Children 
15.57% 
Adult 15.9 
Children 10.51 

 

3. Percentage of HIV Positive 
pregnant  women who 
received anti-retrovirals to 
reduce the  risk of mother to 
child transmission 

2005* 
2.7% 

2006  6.2% 
 
 

2007 as at  
September  
10.1 %  

 

4. Percentage of estimated 
HIV-positive incident TB 
cases that received treatment 
for TB  and HIV 

   Data not  
available 
collection is just 
starting 

5. Percentage of women and 
men aged 15- 49 who 
received an  HIV test in the 
last 12 month and who know  
their results  

GDHS 2003 
Women 2.3% 
Men 3.2% 

  No report in 
2006 
Data  will  be 
collected in 
2008 DHS 

6. Percentage of  most at risk 
populations that  have 
received an HIV test in the 
last 12 months and who 
know their results 

 Roamers 
48% in Accra 
22%  in Kumasi,  
Seaters, 
45% in  Accra  
40% in Kumasi  
All sex workers 

 Approximate 
values 
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National Commitment and 
Action  

Indicator value 
2003 

Indicator value 
2006 

2007 Comments 

38.7% 
7. Percentage of most of  risk 

populations reached  with 
HIV prevention programmes   

   Numbers 
available but not 
percentages 
because no data 
available on the 
number  of  
most at risk 
populations 
(denominator) 

8. Percentage of orphaned and 
vulnerable children aged 0 – 
17 whose households 
received free basic external 
support in caring for the 
child 

 1.07%   

9. Percentage  of schools that 
provided life skills-based 
HIV education in the last 
academic year 

 58.2%   

10. Current school attendance 
among orphans and among 
non-orphans aged 10-14 

Non –orphans 
81% 
Orphans 65% 

Non –orphans 
85.8% 
Orphans 88.9%  

  

11. Percentage of young 
women and men 15-24 who 
both correctly identify ways 
of preventing the sexually 
transmission of HIV and 
who reject major  
misconception about HIV 
transmission 

 Women  - 25.1% 
Men  - 33.0% 
Total 27.06 % 

 Data not 
collected in a 
comprehensive 
manner in 2003 

12. Percentage of  most at risk 
populations who both 
correctly identify ways of  
preventing that sexual 
transmission of  HIV and 
who reject major 
misconception about HIV 
transmission 

   Not available in 
2006 and 2007 

13. Percentage of young and 
men aged 15-24 who have 
had sexual intercourse before 
the age of 15 

Women - 7% 
Men – 4% 

  Not avail able 
for 2006 and  
2007 awaiting 
2008 DHS 

14. Percentage of  women and 
men aged 15-49 which have 
had sexual intercourse with 
more than one partner in t he 
past 12 months 

Women -  21% 
Men – 38 % 

2006 
Women – 22% 
Men – 40% 

  

15. Percentage of  women and 
men aged 15-49 which have 
had sexual intercourse with 
more than one partner in the 
past 12 months reporting the 
use of a condom during their 
last sexual intercourse 

Women – 28% 
Men     -  44% 

2006 
Women -33.4% 
Men  55.3% 

  

16. Percentage of female and 
male sex workers reporting 
the  use of a condom with 
their most recent client 

 2006 
FSW- (98 - 100%) 
with paying 
partner 
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National Commitment and 
Action  

Indicator value 
2003 

Indicator value 
2006 

2007 Comments 

91% every time 
5.3% almost every 
time 
3.3% sometimes 
0.3% rarely 
33.7% Non paying 
partner  

17. Percentage of men 
reporting the use of condom 
the last time they had anal 
sex  with a male  partner 

 2006 
48.1% 

  

18. Percentage of  injecting 
drug users reporting the  use 
if condom the last time they 
had sexual intercourse 

   Not thought to 
be applicable 

19. Percentage of injecting 
drug users reporting the  use 
of sterile injection equipment 
the last time they injected 

   Not thought to 
be applicable 

20. Percentage of  young 
women and men aged 15 – 
24 who are HIV infected 

2003 - 3.0% 
2005 - 1.9% 

2.5% in 2006   

21. Percentage of most at risk 
populations who are  HIV 
infected 

 FSW 
Roamers 
36.8% in Accra 
24.0% in Kumasi 
Seaters 
52.2% in Accra 
39.3% in Kumasi 
All sex workers 
38.7 
MSM  
25% 

  

22. Percentage  of adults and 
children with  HIV known to 
be on treatment 12 months 
after initiation of 
antiretroviral therapy 

   Data not 
available. 
Study needs  to 
be done 

23. Percentage of infants born 
to  HIV-infected mothers 
who are infected 

   Data not 
available 

Global Indicators     
24. Amount if bilateral and 

multilateral financial flows       
(commitments and 
disbursement) for the benefit 
of  low and middle-income 
countries 

    

25. Amount of public funds 
for research and 
development of preventive 
HIV vaccines and 
microbicides 

 0% 0% No research 
being conducted 
in preventive 
vaccines or 
microbicides 

26. Percentage of 
transnational companies that 
are present in developing 
countries and that have 
workplace HIV policies and 
programmes 

 100%  Estimated no 
survey 
conducted 
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National Commitment and 
Action  

Indicator value 
2003 

Indicator value 
2006 

2007 Comments 

27. Percentage if international 
organization that have 
workplace HIV policies and 
programmes 

 100%  Estimated no 
survey 
conducted 



4. Overview of the HIV epidemic 
The HIV pandemic continues to challenge the development and economy of 
Ghana. From the first recorded case of HIV in 1986, to December 2006, 121,050 
cases of AIDS had been reported by the Ministry of Health, and about 297,000 
Ghanaians were estimated to be living with HIV.1, 2  
 
The HIV epidemic in Ghana has been classified as a generalised epidemic. The 
HIV prevalence among pregnant women has been consistently above 1%. The 
sexual networks in the general population are sufficient to sustain the epidemic 
independent of sexual transmission from sub-populations at higher risk for 
infection.  
 
From 1992 to 2006, the HIV sentinel surveillance implemented by the NACP in 
pregnant women between 15- 49 years, has been the main source of information on 
HIV trends in Ghana.  The median prevalence seems to have stabilised around 
3.0% over the last decade.9 It rose from 3.4 % in 2002 to 3.6% in 2003, and 
declined in 2004 to 3.1%, and 2.7% in 2005. In 2006 the HSS showed a rise in the 
prevalence to 3.2%.6 (figure 2) The HIV Sentinel Surveillance (HSS) for 2007 is 
ongoing and results will be available in early 2008.  
 
Within the same year, the HIV prevalence varies considerably in geographic 
region, gender, age, occupation, and, to some degree, urban-rural residence. In 
2006, the HIV prevalence ranged from 0% (North Tongu) to 8.4% (Agomanya) at 
different sentinel sites and ranged from 1.3% in the Northern Region to 4.9% in 
the Eastern Region (as depicted in figure 1). Four out of 40 (10%) sites have a 
prevalence higher  than 5%, (Fanteakwa 5.1%, Sefwi Asafo 5.4%, Eikwe 5.6% and 
Agomanya 8.4%)  three of these are rural sites. Urban areas recorded a slightly 
higher prevalence than rural areas.6 
 
Figure 1:  HIV Prevalence by Region 
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1.0
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Six regions have HIV prevalence above 3% and thus there is the need for these 
higher prevalence areas to be specifically targeted for interventions. 
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In 2003, the Ghana Demographic and Health Survey (GDHS) was conducted with 
HIV testing, this provided added population based data such as information on 
non-pregnant women and men. In this survey 2.7% of women and 1.5% of men 
were HIV positive.8  With the availability of information from the Ghana 
Demographic and Health survey with HIV testing and the availability of new 
methodologies to estimate the HIV prevalence using the UNAIDS/WHO Epidemic 
Projection Package. A new methodology for estimating the HIV prevalence was 
developed.  
  
Thus though, the median HIV prevalence from the HIV Sentinel Survey for 2006 
result stands at 3.2%, the national prevalence estimated using the UNAIDS/WHO 
Epidemic Projection Package was 2.22% in 2006.2  This does not represent a 
reduction in HIV prevalence but is due to change in methodology.  
 
The rise noted in the mean HIV prevalence in 2006 was noted in all age groups 
with the exception of the 40 - 44 and 45 - 49 age groups. HIV prevalence in the 15-
24 age group is indication of new HIV infections. Ghana has made a commitment 
to reducing HIV infection by 25% by 2015. Even though the HIV prevalence in 
this age groups had declined consistently for three consecutive years, in 2006 a rise 
in HIV prevalence was noted from 1.9% in 2005 to 2.5% in 2006. This increase is 
also noted in the age group which showed the following result: 15 -19 year group, 
0.8 % in 2005 to 1.4% in 2006 and 20 - 24 year group 2.4% in 2005 to 2.9% in 
2006.16  These results indicate the need for greater emphasis on youth prevention 
programmes to achieve the target. This is depicted in the figure 3 and 4 below. 
                                                            
Figure 2: Trend in HIV Prevalence – Age Group and Year 2002- 2006 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Source: National AIDS Control Program, Ghana Health Service, HIV Sentinel Survey 2006 Report 
6 
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Figure 3: HIV prevalence in 15 - 24 year age group in 2002-2006  
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Despite the relatively low prevalence in the general population, a consistently high 
HIV prevalence was seen in female sex workers (FSW) since 1992. Surveys 
conducted by West Africa Project to Combat AIDS (WAPCAS) among seaters 
(home based) and roamers sex worker in Accra in Kumasi mainly attending STI 
clinics indicated a HIV prevalence between 24% and 52% 14 (as seen in table 2) .   
 
In 2006 a survey conducted by the Academy for Educational Development in FSW 
in the community and who operated in areas of low socio-economic class revealed 
similar high HIV prevalence. Though these two types of studies cannot be 
compared directly due to different methodologies, it provides an indication of the 
prevalence of HIV in these populations. The details are indicated in the Table 2 
and Figure 5 below.  
 
Table 2: HIV prevalence among sex workers in Ghana in 2006 
Sites Type of sex worker HIV Prevalence 

Roamers 36.8% Accra 
Seaters 52.2% 
Roamers 24.0% Kumasi 
Seaters 39.3% 

 
The prevalence is considerably higher among sex workers than among the general 
population and there are marked variations over the years. The average prevalence 
in 2006 among FSW is 38.7%. 
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Figure 4: Trend of HIV prevalence among sex workers 
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Source: Ghana AIDS Commission, Monitoring and Evaluation Report 2006 
 
Similar studies shave been undertaken among most-at-risk groups including Men 
who have sex with men (MSM) Informal Miners and long distance truck drivers 
have been under taken and revealed an HIV prevalence of 25.1% in MSM and 4% 
in long distance truck drivers.17, 18, 19 
 
The main drivers or contributing factors of the epidemic in Ghana are: 

• A youthful population; 41% are under the age of 15 years  
• Urbanization and migration 
• Poverty 
• Low condom use 
• Negative cultural practices 10 

 
The increased prevalence translates into increased number of persons with HIV 
and needing services.  In 2005 and 2006, 14,449 and 16,055 cases were reported at 
Public health institutions respectively. In 2006, the AIDS cases comprised 11.896 
out patients, 3383 in patients and 776 deaths and the female to male ratio of AIDS 
cases was 1.38. 20, 21 
 
Using the National Prevalence Estimate and Projection it is estimated that 297,205 
(all ages) (279,089 adult and 18,116 children) persons were living with HIV in 
2006 and 291,398 persons (all ages) (279,089 adult and 18,116 children) in 2007. 
The total of PLHIV were in need of ART in 2006, are 68,017 (63,821 adults and 
4,196 children) and 74,060 (69,599 adults and 4,461 children) in 2007.2 
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Estimated annual AIDS deaths for 2006 were 18,535 and 17,348 for 2007. This is 
a decline in AIDS deaths from 2005 where the estimated AIDS deaths are 18,991.2 
If accurate this decline may be due to improved services for PLHIV. 

5. National Response to the AIDS epidemic 
The national response was initially guided by short term and medium term plans of 
the National AIDS Control Programmes. Since the introduction of the Multi-
sectoral response coordinated  by the Ghana AIDS commission  it is guided by  the  
National Strategic Framework I (NSF I) and the National  Strategic Framework II 
(NSFII).3, 4  
 
The NSF I guided the country through the implementation of five major 
intervention areas a) prevention of new transmission, b) care and support c) 
creating an enabling environment d) decentralisation implementation and 
institutional arrangement e) research monitoring and evaluation. This triggered the 
enactment of several policies and guidelines to create an environment conducive to 
the delivery of effective HIV AND AIDS services and stimulated the development 
of Policy documents. These  include The National HIV/AIDS  and  STI Policy,22 
the National HIV/AIDS Workplace Policy, Guideline for clinical management 
(including Opportunistic management guidelines, ART guidelines, Voluntary and 
counselling guidelines, PMTCT guidelines,  Blood safety among others) and  
National Monitoring and  Evaluation Plan to direct implementation of a more 
coordinated  and effective response.12, 23,  24  
 
Over the five years of implementation there was increased awareness, community 
participation and support from development partners.25 
 
Following the implementation of the NSF I and in view of the positive 
developments and the changing HIV and AIDS environment, a comprehensive 
consultative review of the National response was conducted. This included a 
review of NSF I, new evidence from KAP studies and other research and 
consultations with stakeholders such as MDAs, private enterprises, public and 
private health facilities, development partners and the civil society. This resulted 
into the development in the National Strategic Framework II. 
 
The goals of the National Strategic Framework II (2006 – 2010) are as follows:  

• Reducing new infections among vulnerable groups and the general 
population;  

• Mitigating the impact of the epidemic on the health and socio-economic 
systems as well as infected and affected persons; and 

• Promoting healthy life-styles, especially in the area of sexual and 
reproductive health. 

 
NSF II is based on seven key intervention areas around which a comprehensive 
response was developed. These are: 
1. Policy Advocacy and enabling environment 
2. Coordination and management of the decentralised response 
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3. Mitigating the social cultural legal and economic environment impacts 
4. Prevention and behavioural change and communication 
5. Treatment, care and support 
6. Research, surveillance, Monitoring and evaluation  
7. Mobilization of resources and funding arrangements 
 
This is more comprehensive than NSF I which had only five interventions areas.  
 
An accompanying Annual Programme of Work provided the framework for the 
national response from 2006 to 2010 and spells out the Strategic Objectives, Key 
Interventions and Priority Activities for the HIV and AIDS agenda. The APOW 
describes the priority activities and expected outputs to be achieved for HIV and 
AIDS interventions for 2006 with key funding partners identified for priority 
activities with  explicit focus on the vulnerable and aims to take forward 
governments agenda as defined also in the Ghana Poverty Reduction Strategy.  
 
The process of assessment, analysis of NSF I and consultative nature of the 
development of the NSF II provided better planning, budgeting and funding  and 
direction for implementation of prioritised activities  in 2006 and 2007.   

5.1 National Indicators 

5.1.1 National Commitment and Action 
With the increasing scale-up of the AIDS response, tracking the funding for HIV 
and AIDS and its source is a measure of national commitment and action to the 
response. The purpose of this indicator is to aid national decision making, monitor 
the scope and effectiveness of their programmes.  
 
Data in this section is taken from the National AIDS Spending Assessment 
(NASA) study for 2005 and 2006. The study indicated that total spending on HIV 
and AIDS activities in Ghana increased from $28,414,708 in 2005 to $32,067,635 
in 2006 an increase of 11.4 %. In 2005 and 2006 the large proportion of the funds 
was from international organizations.26 
 
The implementation of the APOW funding was channelled by the Government of 
Ghana (GOG) and the development partners through three main funding 
mechanisms. The pooled, earmarked and direct funding mechanisms as seen in 
table 3.  
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Table 3: Breakdown of 2006 APOW Budget by Funding Source and Intervention Area 

Intervention Areas 
Pooled 
funding 

Earmarked 
funding 

Direct 
funding Total 

Total 
% 

Policy, Advocacy and 
Enabling Environment 265,556 152,057 780,750 1,198,363 2%

Coordination and 
Management of the 
Decentralized Response 640,645 488,995 1,763,163 2,892,803 6%

Mitigating the Economic, 
Socio-cultural and Legal 
Impacts 717,672 183,403 523,000 1,424,075 3%

Prevention and BCC 1,581,900 4,148,607 11,477,160 17,207,667 33%

Treatment, Care & Support  2,959,540 24,687,473 27,647,013 53%

Research, Surveillance and 
M&E 526,898 261,404 766,262 1,554,564 3%

Mobilization of Resources 
and Funding Arrangements 31,875 0 0 31,875 0%

Total 3,764,546 8,194,006 39,997,808 51,956,360 100%
Source: National AIDS spending assessment 2005 and 2006, Level and flow of resources and 
expenditures to confront HIV 26 
  
As seen in Table 4, in 2005, most of the funds were focused on Prevention 
Programmes (39 %); Programme development and strengthen health care systems 
for HIV and AIDS activities (32 %) and Treatment and care (16 %). In line with 
needed scale up of Care and Treatment activities, and available funding for this 
purpose from the Global Fund AIDS TB and Malaria in 2006, the treatment and 
care component saw an increase from about 16 % of total expenditure in 2005 to 
about 22 % of total expenditure in 2006. The total expenditure for Treatment and 
Care increased from $4,682,149 in 2005 to $7,050,088 in 2006 representing a 50% 
increase whilst expenditure on prevention programmes dropped by 34 % from 
$11,157,054 in 2005 to $7,352,150 in 2006.26 
 
Table 4:  Total Spending on Key Priorities, 2005 and 2006 

Key areas of Expenditure 
2005 
(US$) 

 Perce
nt (%) 

2006 
(US$) 

Perc
ent 
(%) 

Prevention Programmes 11,157,054 39.27 7,352,150 22.93 

Treatment and care components   4,682,149 16.48 7,050,088 21.99 

Orphans and Vulnerable Children (OVC)  354,865 1.25 344,997 1.08 
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Key areas of Expenditure 
2005 
(US$) 

 Perce
nt (%) 

2006 
(US$) 

Perc
ent 
(%) 

Programme development and strengthen 
health care systems for HIV and AIDS activities 9,133,721 32.14 12,820,701 39.98 

Human Resources for HIV and AIDS activities  130,246 0.46 
130,6 

20 0.41 

Social mitigation 46,669 0.16 164,425 0.51 

Community Development and Enhanced 
Environment to Reduce Vulnerability  214,902 0.76 995,591 3.10 

HIV- and AIDS-Related Research (excluding 
operations research)  2,695,102 9.48 3,209,063 10.01 

Grand Total 28,414,708 100.00 32,067,6350 100 
Source: Ghana AIDS Commission Ghana National AIDS spending assessment 2005 and 2006, 
Level and flow of resources and expenditures to confront HIV AND AIDS 26 
 
The decrease in funds allocated for prevention intervention and the increase in 
funds allocated for treatment and care components between 2005 and 2006 is in 
line with the rapid scale up of care and treatment services in the health sector to 
towards achieving universal access by 2010. It is important to recognise the high 
investments required at the early stage of rolling out ART programme and this is 
reflected by the increased funding for this purpose from Global Fund to Fight 
AIDS, TB and Malaria (GFATM), World Bank as well as other bilateral agencies.  
 
Taking into account the generalised epidemic in Ghana, the general population 
formed the largest beneficiary group in both 2005 and 2006. The general 
population received 77 % and 56 % of the total spending in 2005 and 2006 
respectively. The share of funding to People Living with HIV (PLHIV) increased 
from about 17 % in 2005 to almost 30 % in 2006. This showed an increased 
commitment to greater and meaningful involvement of PLHIV. The other groups 
who benefited included accessible groups and vulnerable groups and most at risk 
groups.26  

However, there was no reported spending on some of the most at risk populations, 
such as male commercial sex workers and intravenous drug users (IUDs) in both 
years as few programmes targeting these groups exist and these have not been 
identified as priorities. Most at risk groups for which some funding exists are 
female sex workers and their clients and PLHIV. 

In 2006, a greater diversity of groups were funded for prevention programmes 
compared with 2005; in all 40 % went to accessible groups (mainly in school 
youth), 6 % to vulnerable groups (orphans and vulnerable children). 

Though there is commitment in allocation of funds some Non–Governmental 
Organisations indicated that they faced various challenges in securing funding for 
HIV – related programmes and activities. Among them are transfer problems and 
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delay in getting the funds; long bidding process and the slow response by the GAC 
in the disbursement of their funds. On the part of Development Partners and UN 
Agencies they confirmed that the late submission of reports by NGOs also delayed 
subsequent disbursements of funds. Many NGOs lacked the requisite 
administrative capacity for an effective implementation of their programmes and 
they suggested that DPs should contribute in building the capacity of recipient 
organisations in financial planning, management and reporting.26 

As a show of commitment the Government at the decentralized district level are 
directed to use 1% of their Common Fund for HIV and AIDS activities. According 
to the Monitoring and Evaluation report for 2006, 101 out of 138 (73.2%) districts 
are providing at least 1% of their common fund for HIV and AIDS interventions.5 
 
However despite this increased support from the districts government support 
Government of Ghana (GOG) share of total HIV and AIDS expenditure has been 
very low. Apart from its contribution to the Ministry of Health which provides for 
ART drugs when other funding is not immediately available. GOG contribution 
over the years has only been 10% of the total cost of funding.  

5.1.2 National Composite Policy Index 
The purpose of this indicator is to assess progress in the development and 
implementation of national HIV and AIDS policies and strategies. This indicator 
was arrived at through interviews with key stakeholder using the national 
composite index questionnaire.(please refer to Annexe 1 for list of stakeholders)  
 
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 

Strategic Planning 
Ghana has a positive policy, advocacy and enabling socio-political environment 
for implementing a national program to combat the HIV epidemic. Ghana 
subscribes to the “three ones principles” and the involvement of key Ministries, the 
private sector, traditional and religious leaders and civil society also have 
contributed substantially.   
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Ghana is mitigating the impact of HIV and AIDS by mainstreaming HIV and 
AIDS interventions into a number of national programmes, such as the Poverty 
Reduction Strategy and the sector wide approach. This ensures that HIV 
prevention, treatment care and support as well as impact alleviation programmes 
are mainstreamed into broad based gender policies. 
 
The strategic planning process has improved in the national HIV response in 
Ghana in the past few years. As described above a comprehensive consultative 
review was undertaken in 2005 of the NSFI (2001 - 2005) which led to the 
development of the NSF II (2006 -2010). This multi-sectoral plan was used as the 
basis for the sectoral strategic plans which were developed by the ministries 
departments and agencies. In 2006 and 2007, GAC developed Annual Programmes 
of Work which spelled out strategic objectives, specific activities, and expected 
outputs of the interventions by all of its implementing partner and enabled a yearly 
assessment of progress and prioritization of activities for the coming year. In 
addition, in 2006, GAC produced a Monitoring and Evaluation 2006 Report 5 
which covered the extent of progress achieved on 32 indicators in the seven 
thematic areas of the NSF II. Thus the progress in 2006 was reviewed in a 
consultative manner with key stakeholders and has resulted in some changes and 
refocusing of activities for 2007 and currently for 2008.  
 
The National Monitoring and Evaluation Plan for HIV/AIDS in Ghana 2006 -
2010, as well as several tools have been developed to support monitoring and 
evaluation of the implementation by MDAs, decentralized level private sector 
organizations and the civil society organization.Error! Bookmark not defined.  
 
The committee set up for the development of the NSF II involved multi-lateral, 
bilateral partners, Ministries Departments and Agencies, the private sector as well 
as the civil society. The civil society, particularly has taken an active role in the 
development of the multi-sectoral strategy and framework as well as the M&E 
framework with a representative of the civil society; Ghana HIV/AIDS Network 
and the National Network of Person Living with HIV (NAP+). Multilateral and bi-
lateral agencies made inputs into the multi-sectoral strategy and ensured their long-
term plans were incorporated into the strategy and later further aligned their 
program to the strategies and an APOW.   
 
As part of the joint programme review (JPR) undertaken in 2004/2005 and 
consultative processes before the development of the NSF II, as well as the 
assessment  of the achievement of  the MSHAP, target populations were identified 
and prioritised for interventions during the NSF II and in the APOW 2007. 
 
Many key Ministries, Department and Agencies have sectoral plan which are being 
funded through pooled, earmarked or direct funding. The ministries that have 
sectoral work plans are Health, Education Science and Sports, Manpower, Youth  
Employment, Transportation, Ministry of Defence,  Ministry of  Interior (Police, 
Prisons), Ministry  of Women and  Children, Ministry of Tourism, Ministry of 
Justice,  Ministry of Trade and Industry and the Ministry of Agriculture, others are 
Ghana Employers Association, Trade union congress, Ghana  Business Coalition 
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The sectoral plans address target populations and ensure that various settings and 
cross cutting issues are addressed.  The NSF II, in its behaviour change component 
targets the general population as well as specifically targeting women, youth, sex 
workers and their clients, prisoners, employees at various workplaces and other 
workers in the informal sector.  The NSF II specifically outlines The treatment, 
care and support support for PLHIV and orphans and vulnerable children. Based 
on the Ghana’s constitution and the HIV/AIDS Policy the strategic framework is 
underpinned on fundamental human rights, participation of PLHIV and addressing 
stigma and discrimination 
 
The uniformed services have strong HIV programmes some which started from the 
previous NSF I through NSF II and has been supported by both GAC and NGO 
Programmes exist for the Military, Police, Prisons and Customs Excise and 
Prevention Service (CEPS). Generally these programmes include Behaviour 
Change Communication including peer education programmes, condom provision, 
HIV counselling and testing STI services. In 2006 and 2007, in the military and 
Police service care, treatment and ARV services were established. Generally 
testing is of a voluntary in nature however, in the military HIV testing prior to 
peace keeping is mandatory. This however has been improved to include pre-test 
and post-test counselling and follow up treatment care and support through Armed 
Forces HIV programme. 
 
Though funding for MDAs are available through the GAC, MDAs need to present 
their proposals and implementation plans to the GAC for funding and approval. 
According to the GAC’s Monitoring and Evaluation report for 2006, 17% of 106 
Ministries Departments and Agencies had workplans that were approved and 
funded by Ghana AIDS Commission. This is an improvement on 2005 where only 
15% were approved and funded.5 
 
On the strategic planning level the country continues in its quest towards Universal 
access to prevention and care services by 2010. Using information from Estimates 
and Projections of National HIV prevalence and Impact in Ghana document  the 
National Universal Access plan was developed from 2006 to 2010.27 This scale up 
plan will be supported with funds from The Global fund for AIDS TB and Malaria, 
other multilateral and bilateral development partners. The plan describes capacity 
building for health workers, strengthening of health system by the 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. .  
 
Respondents ranked strategic planning at 7/10 for 2005 and 8/10 for 2007. The 
reasons given for improvement were: 

• Sufficient funding for the scale up of activities 
• Increased overall funding from partners 
• Improved stakeholder participation through the partnership forum Global 

Business coalition and Technical Working groups 
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Political Support 
The Ghana AIDS Commission was established by an Act of Parliament as a supra–
ministerial body with multi-sectoral representation.22  28   It is a national 
coordination body with well defined terms of reference and has active Government 
participation. It is chaired by the President of the Republic of Ghana and the Vice 
Chairman is the Vice President. It has a defined membership with the Ministers of 
State from the Ministry of Finance, Health, Education, Manpower Development 
and Employment, Local Government and  Rural Development,  Youth and Sports, 
Tourism, Roads and Transport,  Food and  Agriculture,  Defence, Women and 
Children’s Affairs, Interior, Justice, Trade and Industry and Information and other 
MDAs It also has representation from, The Trade Union Congress, Christian 
Council, Christian Health  Association of  Ghana, Ghana HIV/AIDS Network and 
the National AIDS Control Programme, Ghana employers Association and the 
civil society  representative including people living with HIV Associations, The 
Ghana HIV/AIDS Networks and the private sector.  Seven technical committees 
exist, these are; steering committee, prevention and advocacy committee, project 
review and appraisal, legal and ethics, care and support, resource mobilization, 
Research Monitoring and Evaluation committees and each of these committees 
have broad representation from MDAs, private sector, development partners, civil 
society including PLHIV and advice the Commission.  
 
The GAC has a functional secretariat responsible for the day-to-day coordination, 
management of funds and supervision of HIV and AIDS related activities.  
 
Through various institutional arrangements such as the Partnership forum, 
Technical Working Groups and decentralised structures such as the regional and 
district AIDS committees the GAC interacts with all stakeholders and receives 
input and feedback towards the HIV and AIDS response and modifies priorities 
and modifies interventions. In 2006 a Partnership forum was organized with 
MDAs, bi-laterals and multi-lateral institution as well as the civil society 
organizations including PLHIV. This meeting reviewed progress of 
implementation in 2006, and reviewed the annual program of work for 2007 and 
pledged commitment of support for the 2007 APOW. 
 
The institution of proper mechanisms in 2006 and 2007 resulted in  greater 
involvement of all stakeholders, greater commitment, improved coordination, and 
strengthening of structures for the HIV and AIDS response. The GAC continued to 
provide information on its priorities and needs, technical guidance and materials. 
Of note is the Monitoring and Evaluation tools to be used by stakeholder at 
different levels (the District, region, civil society, Faith based organizations and 
MDAs.)  
 
HIV and AIDS activities have over the years received strong political support. This 
includes government and political leaders who inculcate HIV and AIDS messages 
in their speeches, regularly chair important meetings, allocate of budget HIV 
programmes and effectively use government and civil society organizations to 
support AIDS programmes. 
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Despite the positive institutional structures that have been established, respondents 
reported that enthusiasm for addressing the HIV epidemic appears to be declining 
at the national level. Apart from the Vice President who spoke publicly about HIV 
and AIDS several times (4) and consistently chaired the meetings of GAC, in 2006 
and 2007, the national leadership including the Executive, Parliament, the 
Judiciary branches of government, and the leadership of political parties, have 
reduced publicly speaking about HIV.  Possible reasons cited for this are reduced 
support for advocacy programme where parliamentarians are supported to speak 
about HIV/AIDS, the apparent stabilization of the national prevalence from 2003 
to 2005 and competing issues that the political leaders currently need to confront.  
 
The main challenges identified by respondents in the area of political support 
were: 

• insufficient funding for activities,  
• inadequate human resources and inadequate capacity,  
• complacency on the part of individuals and Government  as a result of 

perceived low HIV prevalence 
 

Respondents rated political support efforts in HIV and AIDS programmes in 2007 
at 8. In the 2003 and 2005 political support was rated at 8 and 9 respectively. 
However, the scope of questions has been increased. In all, the respondents 
thought that political support had improved in some areas however the number of 
times the leadership mentioned HIV AND AIDS had dropped.  

Human rights 
Though Ghana does not have a specific HIV law as it pertains in some countries, 
laws and policies exist which protect PLHIV against discrimination, address their 
specific rights and needs as well as protecting vulnerable populations such as 
women, young people and PLHIV.  
 
Many of Ghana’s laws and policies support the human rights issues related to HIV 
and AIDS. Notable among them are: 
 

• Ghana’s Constitution 1992 
This protects persons against discrimination and upholds basic human rights. 
Specifically; 

o Article 17 “ All persons shall be equal before the law, A person 
shall not be discriminated against on the grounds of gender, race, 
ethnic origin, region, creed or social economic status”29 

o Article 18 “no person shall be subjected to interference with the 
privacy of …. Correspondence or communication except in 
accordance with law as may be unnecessary in a free and 
democratic society”29 This deals with disclosure and 
confidentiality.  

Other laws are: 
• The labour Act, 2003 (Act 651): This deals with workplace discrimination 

including issues of annual leave, sick leave and termination.30  
• Labour Decree, 1967, NLCD 157 31 
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• Industrial relations Act 1965, Act 299 32 
• Workman Compensation  Law 1987 33 
• Factories, Offices and Shop Act 1990, Act 328 34 
• Patients Charter 2002 35 
• Ghana AIDS Commission Act, 2002 (Act 613): deals with the setting up of 

the Ghana AIDS Commission 15 
• The Children’s Act 1998 (Act 560): deals with the rights of children and 

the right to education, health care and shelter.36 
• The Domestic Violence Act 2007: that protect women and men  against 

domestic violence. 37 
• The laws also deal with issues of Wilful and or negligent transmission and 

the responsibilities of PLHIV such as Criminal Code 1960 (Act 29) section 
76. 38 

• The quarantine Ordinance CAP 77 (Law # 2, 1915) and the Infectious 
Disease Ordinance CAP 78 (Law# 2, 1908) will reviewed and consolidated 
into a new Public Health Act to make the right to health care basic to all 
Ghanaians. Under the Public Health Act HIVAIDS shall be a notifiable 
condition without identification of individuals.  

 
Polices that impinge on HIV and AIDS exist. The difficulty, however is that 
polices are administrative measures which do not wield the same level of 
compulsion as laws.39  
These include: 

• The National HIV/AIDS and STI Policy.  This policy particularly mentions 
protection of human rights.22 

• Ghana Growth and Poverty Reduction Strategy II40 
• Orphans and Vulnerable  Children Policy 41 
• National Social Protection Strategy 42 

 
Some laws and regulations, however exist that present obstacles to effective HIV 
prevention, treatment and care and support for vulnerable sub-populations. These 
include  

• Criminal Code 1960 (Act 29) section 276: this criminalises prostitution and 
soliciting for sex. 43   

• Criminal  Code 1960-97 Chapter 6, Sexual Offences Article 105: 
Whoever is guilty of unnatural carnal knowledge— 
(a) of any person without his consent, is guilty of first degree felony; 
(b)of any person with his consent, or of any animal, is guilty of a 
misdemeanour. 44  
 

These laws criminalize prostitution and men who have sex with men and thus 
make organizing prevention programmes in these groups more challenging.  
 
With all these laws available the issue of having an explicit HIV Law still remains 
a debate. 
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A number of mechanisms are in place to ensure that the laws are implemented. 
These are: 

• The  National  Labour  Commission (NLC) 
The National Labour Commission was set up under section 135 of the labour 
Act, 2003 (Act 651) 30 and its function includes settling industrial disputes, 
investigating labour-related complaints in unfair labour practices and taking 
necessary measures to prevent labour disputes. The commission receives 
complaints from workers, trade unions and individuals on infringements of the 
Act. Provisions are made under the act for correction of such infringements; 
this includes unfair termination of employment. 
 
• Commission on Human Rights and administrative Justice (CHRAJ) 
This commission allows PLHIV seek redress for discrimination and human 
rights abuses.  
 
• The Police Service 

o Domestic Violence Unit 
In support of the increasing advocacy, the Ghana Police Service 
established a Women and Juvenile Unit (WAJU) with a mandate to deal 
specifically with cases of abuse of women and children.  This unit was 
later renamed the Domestic Violence Victim Support Unit (DOVVSU) 
to cater for the increasing cases of abuse against women, men and 
children. DOVVSU currently has 40 offices across the country. This 
can also be used by PLHIV.  
 

o Law enforcement agencies received training from UNICEF on how to 
effectively handle victims of abuse. Hence DOVVSU combines 
criminal prosecution with counselling in dealing with reported cases.  

• The Judiciary: The Judiciary have received specific training to address HIV 
issues and to have a better understanding of HIV matters. 

• African Commission on Human and People’s Rights provides an avenue to 
seek redress when PLHIV or their guardians are not able to obtain justice in 
their own countries after exhausting all avenues locally. 

As part of workplace programmes a monitoring system has been established 
document situation of discrimination. Efforts are being made at integrating this 
system into the normal monitoring and inspection system in companies.  

A legal aid system also exists in Ghana and was established and operates under the 
Legal Aid scheme Act (ACT 542) of 1997. 45   It provides an effective Legal 
Service to the poor in the Ghanaian society at minimal cost to enable them defend 
and prosecute the Human and Legal rights so that all citizens can go about their 
economic, social and political activities in freedom and with a sense of security.  
The Legal aid system provides Legal assistance to any person for purpose of 
enforcing any provision of the constitution and in connection with any proceeding 
relating to the constitution if the person has reasonable grounds for taking, 
defending, prosecuting or being a party to the proceedings. 
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It also provides legal assistance to any person if he/she earns the minimum wage or 
less and desires legal representation in: 

• A criminal matter, 
• A civil matter relating to landlord and tenant, Insurance, inheritance (with 

particular reference to the interstate Succession Law, 1985 (PNDCL. 111)) 
• The maintenance of children and such other civil matter as may from time 

to time be prescribed by Parliament or, 
• If in the opinion of the Board, the person requires legal aid. 46 

This system can thus be used to incorporate PLHIV and allow them to seek 
redress. 
 
A number of awareness programmes have been organized for PLHIV associations 
and NAP+ to educate them  on their rights and responsibilities. 
 
The Ghana AIDS Commission has involved PLHIV in all aspects of government 
HIV policy design and program implementation. PLHIV are represented on the 
Ghana AIDS Commission, on Country Coordination Mechanism. Other at risk 
populations such as uniformed service officers are also involved however FSW 
and men who have sex with men have so far not been involved.  
 
The National HIV/AIDS Policy addresses various aspects of the HIV arena. It 
provides for prohibiting HIV screening for general employment and also raises the 
issue of wilful HIV transmission. It ensures equal access for women and men to 
prevention services and ensures access for women outside the context of 
pregnancy. However most at risk populations are targeted for prevention but not 
specifically for care and treatment.  
 
In Ghana, a national directive was given to keep prevention and treatment services 
at a cost. Condoms are sold at two for one Ghana pesewa (aprox. two for one cent), 
Counselling and testing services at 50 Ghana Pesewas (aprox. 50 cents), and ART 
service are 5 Ghana Cedis per month (aprox. US$5). However, the inability to pay 
should not be a barrier to services.  In order to improve access for women, PMTCT 
services are free.  
 
In the areas of research on human subjects the country has policies that oblige 
individuals researching in human subjects undergo ethical scrutiny through an 
ethical review board.  A national review board exists and institutional ethical 
review boards have also been set up by the Heath Research Unit of the Ghana 
Health Service and   by Noguchi Memorial Institute for Medical Research. Studies 
requiring the use of drugs in clinical trials must first be cleared by the Food and 
Drugs board.  
 
Stigma reduction programmes are also currently being carried out in the country. 
Notably “who are you to judge” campaign being run by the Ghana Sustainable 
Change. Though the media, personalities regularly speaking out against Stigma 
and discrimination. 
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Respondents rated polices and laws to promote and protect human rights at 
different levels ranging between 4 and 6 for 2007 (average of 5) and ranging 
between 3 and 5  (average 3.67) in 2005.  

Knowledge and Behaviour Change  
HIV epidemics are perpetuated primarily through sexual transmission of infection 
to successive generations of young people. One of the most important prerequisite 
for reducing the rate of HIV infection is accurate knowledge of how HIV is 
transmitted and the strategies for HIV prevention as well as appropriate behaviour 
change. Ghana, due to its large young population (60% below the age of 18 years) 
may be particularly at risk of HIV infection if the young people display behaviour 
that promotes the transmission of HIV. Monitoring the knowledge and behaviour 
of young people is key in attaining the countries goals.  To monitor progress, a 
number of indicators need to be measured over time. 
 
 In Ghana, though awareness of HIV and AIDS has been high; 98% in women and 
99% in men, specific knowledge of HIV prevention and misconceptions about 
HIV and AIDS that propagate stigma and discrimination against PLHIV have 
varied over the years. 8 
 
Percentage of young women and men 15-24 who both correctly identify ways 
of preventing the sexual transmission of HIV and who reject major 
misconception about HIV transmission 
 
In 2003, according to the Demographic and Health Survey, knowledge of HIV 
prevention methods was high. In the 15-24 year age group, 72.2% of women and 
75.1% of men, identified using of condoms and limitation of sex to one uninfected 
partners as was to prevent HIV. Seventy-nine per cent (79.2 %) of the women and 
81.9% of the men aged 15-24 identified abstinence as an HIV prevention method. 
In the same survey however, only 31.5% of women and 39.9% and men aged 15-
24 years rejected two most common misconceptions about AIDS.8 
 
Since the time of the survey, prevention interventions have been undertaken in the 
country as a whole and for the youth in particular. From the Multi Indicator Cluster 
Survey (MICS), conducted in 2006, in the 15-24 year group, 67.6% of women and 
71.3% of men, identified the use of condoms and limitation of sex to one 
uninfected partners as ways to prevent HIV. Only 33.4% of women and 42.2% and 
men aged 15-24 years rejected two most common misconceptions about AIDS. 
These results seems to indicate a slight reduction in the knowledge of prevention 
messages and a slight increase in rejecting HIV misconceptions.7  
 
For comprehensive knowledge, 25.1% of young women and 33% of young men 
aged 15-24 years correctly identified ways of preventing sexual transmission 
(chances of being infected by the HIV can be reduced by limiting sex to one 
uninfected  partner who has no other partners and through condom use) as well as 
rejected three common misconceptions (it is possible for a healthy looking person 
to have HIV, a person can get AIDS  from mosquito bites,  by supernatural means 
and through sharing food with an infected person).7 Though this indicator was not 
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measured comprehensively in 2003 and cannot be compared directly with the 
indicator in 2006, when the questions are compared separately there seems to have 
been little change in the HIV knowledge over the three year period. 
 
The result of a behaviour surveillance survey undertaken in 2006 which addresses 
these questions directly can be used for comparison when the  result are available 
in December 2007. The questions can also be integrated into the 2008 DHS for 
further comparison. 
 
Percentage of most at risk populations who both correctly identify ways of 
preventing that sexual transmission of HIV and who reject major 
misconception about HIV transmission 
 
No data or survey was conducted that incorporated this indicator. This will be 
considered in future surveys 
 
Percentage of young women and men aged 15-24 who have had sexual 
intercourse before the age of 15.    
According to the Demographic and Health Survey 2003, 7 % of women aged 15-
24 years and 4 % of men had had sex before the age of 15 years.8  In the same 
year, 43 percent of women and 26% of men aged 20-24 had had sex before age 18 
years.8  
 
This indicator could not be measured in 2006 and 2007 from available data since 
the MICS survey 2006 did not include this particular question.  In 2008 the DHS 
will be conducted and this information can be calculated.  
 
To provide an indication of the sexual behaviour among the youth, other indicators 
were reviewed.  
 
In the DHS in 2003, 29% of women and 19% of men aged 15-19 years had had 
their sexual debut, 23%% of women and 14% of men aged 15-19 years had had 
sex in the last 12 months.8 
 
In the MICS conducted in 2006, 35.7% of women and 21.8% of men aged 15-19 
years had had their sexual debut, 28.3% for women and 15% for males had had sex 
in the last 12 months. It is evident at that age there is higher sexual activity in 
females compared to males. Though, this does not give the value of the indicator 
directly it gives an indication of increased early sexual activity in this age group 
for both men and women from 2003 and 2006. 7 (see figure 6).  In the same age 
group, in both sexes 1.9% had more than one sexual partner. The MICS also 
indicates that in 2006, in young people (15-24yrs), women were more likely than 
young men to have had sex in the year preceding the survey. A larger proportion of 
(5.6%) men had sex with more than one partner compared to women (1.7%).  
 
From these indicators it is evident that the sexual activity among young people 
increased from 2003 to 2006. In 2006, implementation of the Behaviour Change 
Strategy commenced targeting vulnerable groups and most at risk groups. It thus 
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expected that sexual activity in the youth will reduce. The DHS in 2008 will 
provide more information of the outcome of these new interventions. 
 
There is thus the need to address and target sexual behaviour programmes among 
the young people in all HIV programmes.  
 
Figure 5: Proportion of 15-19 years who have ever had sex 1993 -2006 

33

59

19

38

19

29

22

38

0

10

20

30

40

50

60

Perercentage

1993 1998 2003 2006

Year

Proportion of 15 to 19 years who have ever had sex

male
female

Percentage of women and men aged 15-49 which have had sexual intercourse 
with more than one partner in the past 12 months 
 
The spread of HIV thrives upon unprotected sex among people with number of 
partnerships.  Individuals who have a multiple concurrent or sequential partners 
have a higher risk of HIV transmission and acquisition. 
 
To effectively monitor the HIV transmission, it is necessary to monitor behaviour 
that put general population, most at risk as well as vulnerable populations at risk. 
This is part of the second generation surveillance system. In 1993, 1998, 2003 
DHS were conducted, in 2006 a behavioural surveillance survey was conducted 
and a MICS was conducted.  The results of the BSS will be available in January 
2008 and will not form part of this report. The results of the MICS will be 
compared to the DHS of the previous years. 
 
In 2003, for the 15 - 49 age group, 21% of women and 38% of men had had higher 
risk sex in the past 12 months indicating a slight increase in higher risk sex in 15 – 
49 age group. Fifty per cent of women and 83% of men aged 15 -24 had engaged 
in higher risk sex. In 2006, men were two times more likely than women to have 
higher risk sex (22% compared with 40.1%). For youth aged 15- 24 reported, 
about half of women (51.5%) reporting having higher risk sex 87.9% of their male 
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counterparts reported the same behaviour.8 This indicates that higher proportion of 
men in all age groups engage in higher risk sex and that despite behaviour change 
communication efforts little has translated into change in reducing higher risk 
behaviour in all age groups as well as the young people. 
 
Percentage of women and men aged 15-49 which have had sexual intercourse 
with more than one partner in the past 12 months reporting the use of a 
condom during their last sexual intercourse 
 
Having higher risk sex and using a condom is considerably reduces the likelihood 
of HIV transmission. To further analyse the higher risk behaviour the percentage 
of women and men aged 15-49 which have had sexual intercourse with more than 
one partner in the past 12 months reporting the use of a condom during their last 
sexual intercourse was assessed.  
 
In 2003, results indicate that only 28% and 44% for women and men aged 15-49, 
used condoms during higher risk sex and 33% of women and 52 of men aged 15-
24 year used condoms during higher risk sex. This indicates that men are more 
likely to use condoms that women during higher risk sex.8  
 
In 2006, 33.4% of women and 53.5% of men aged 15- 49 used condoms during 
higher risk sex. This showed an increase in condom use in both women and men. 
In the youth aged 15 - 24 years, 41.8% of women and 55.7% of men used condoms 
during higher risk sex.   
 
This thus indicates that though high risk sexual behaviour has increased or 
remained the same, condom use during high risk sex has increased. This could 
reduce the risk of HIV if the condom used is correct and consistent. This is 
depicted in Figure 7 below. 
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Figure 6:  Indicators of Higher risk sex in Ghanaian men and women 15- 49 
years, 2003 to 2006  
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Percentage of female and male sex workers reporting the use of a condom 
with their most recent client. 
 
Though Ghana, has a generalised epidemic there are still populations in which HIV 
prevalence is high and when these population have multiple sexual partners and 
sexual networks that bridge the general population they play a significant role in 
the HIV transmission. In Ghana, sex workers play this role.47 The adoption of 
prevention behaviours including the consistent use of condoms in this population 
group will break the HIV transmission cycle and go a long way to reduce their risk 
of infection and the transmission of HIV in the country.  
 
Specific data on this indicator for 2006 is not yet available and will be available 
with the release of the 2006 BSS. The survey of female sex workers revealed that 
all sex workers (98 - 100%) used condoms. About 91% used it every time, and 
5.3% used almost every time, 3.3% sometimes and 0.3% rarely with their clients. 
With regards to their non-paying partners however only between 22.8% and 36.8% 
used condoms. Testing for HIV in the last 12 months however, resulted in a greater 
likelihood of having used a condom at last intercourse with a non-paying partner.14   
 
Percentage of men reporting the use of condom the last time they had anal sex 
with a male partner 
Men who have  sex  with men are at high risk of HIV, due to the  number of  
factors; a closed  sexual  network, the physiology of anal  sex and lack of access to 
adequate preventive and care service. The consistent, correct use of condoms can 
substantially reduce of sexual transmission of HIV. Conducting studies in MSM 
are very challenging. In 2006 a study was conducted in MSM. About 25% of the 
MSM sampled were found to be HIV positive and 48.1% used condoms the last 
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time they had anal sex with a male partner. This indicates a high HIV prevalence 
among MSM and moderate condom use.13  This is the first major study done on 
MSM, further studies in the future will indicate the trend of HIV prevalence and 
condom use.  
 
Percentage of most at risk populations that have received an HIV test in the 
last 12 months and who know their results.  
 
In order to protect themselves and to prevent infecting others. It is important for 
most for most at risk populations to know their HIV status. Knowledge on one’s 
status is a critical step in the decision to seek care.   
 
In 2006, a survey in sex workers between 20 - 50% of different categories of sex 
workers living in different location (Roamers about 48% in Accra and about 22% 
in Kumasi, Seaters, about 45% and in Accra and 40% in Kumasi) did know their 
HIV status.14  
 
A survey among long distance commercial drivers in 2006, 22% had been 
previously had an HIV test, however only 17% of the long distance drivers knew 
their HIV results.17 

Prevention 
Prevention programmes have been the corner stone of the HIV response in Ghana. 
The NSF I focussed on prevention programmes as the key technical intervention. 
The reduction of new infections among vulnerable groups and the general 
population remains one of the goals of NSFII. Since 2006 prevention interventions 
have continued and have been scaled up. After the review of 2006 activities, 
prevention interventions were one of the priority interventions and were focused 
on vulnerable populations, the youth, sex workers, prisoners, uniformed services 
and refugees.   
 
The National Integrated Behaviour Change Communication and IEC Strategy was 
published in September 2005 and was operationalized to stimulate a coordinated 
and targeted a Behaviour Change Communication and IEC programmes in 2006 
and 2007. Based on this strategy prevention messages were focused on the key 
messages of abstinence, be faithfulness, condom promotion, reduction of number 
of sexual partners, engagement in safer sex, avoid commercial sex, reduction in 
stigma and discrimination programmes and greater involvement of men in 
reproductive health programmes. The Programmes also included blood safety and 
blood donation campaigns. 
 
GAC in collaboration with the Ghana Sustainable Change Project and other 
stakeholders intensified the national campaign on stigma reduction to encourage 
attitude and behavioural changes at level of society. 
 
In line with HIV /AIDS and STI Policy, The Youth and Reproductive Policy and 
NSF II and APOW was developed to guide strategies for education of the youth in 
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Primary, Junior and Senior High schools and teacher training schools in HIV and 
AIDS. 
 
The Ministry of Education Science and Sports is responsible for the supervision 
and coordination of all pre-professional educational activities and programme.  
The Ministry established a series of HIV prevention programmes including 
Population and Family Life Education Programmes which developed curricula for 
youth counselling, peer education and HIV and AIDS life skills education into the 
curricular of teacher training colleges.  
 
Following a baseline conducted in 2003, MOESS indicated that teachers trained in 
life skills based education was 4% various new interventions were under taken 
namely; the AIDS Alert Programme funded by UNICEF, The Teachers Agents of 
Dissemination and Change (TAD) funded by DFID. These were implemented from 
2005 to 2007. Through initial training in HIV high prevalence regions and 
cascaded training in the regions and districts, a total of 27,310 out of total of 
160,604 teachers were trained by the end of 2005. In 2006, the total of 47,569 (out 
of a total of 192,317) teachers were trained in the academic year were.5 
 
The percentage of teachers who have been trained in life-skills cased HIV 
education and who taught it during the academic year increased from 4% in 2003 
to 17% in 2005 to 24% in 2006. A further survey for 2007 is currently on going. 
The percent of schools that provided life skills-based HIV education in 2005/2006 
were 36.8% and 58.2% in 2006/2007.5  
 
Out-of-school youth have been targeted through mainstreaming HIV interventions 
in programmes of the Non-formal education unit of the MOESS. These have not 
been as effective as programmes for in-school youth. In addition a number 
development partners; UNICEF, UNFPA, JICA and USAID as well as District 
Assemblies have provided support to some NGOs, CBOS and FBOS for HIV 
prevention programmes in out-of-school youth. These provide life skills training, 
and promote, abstinence, partner reduction and condom use for the sexually active.  
 
In 2006, HIV prevention programmes were scaled-up to reach at most at risk 
populations. These included increased focus on sex workers and their clients, 
MSM and Prison inmates as a national strategy. Though the estimates for the total 
population of MSM and FSW are not available prevention programmes have 
targeted and reached a number of them. 
 
Table 5: Prevention Programmes for Most at Risk Groups 
 Target group Number reached 

FSW – Seaters 2,272 
FSW- Roamers 21,624 
Non- Paying partners 99 
PLHIV 1650 

Number of MARGs reached 
through prevention 
programmes  

MSM 2,985 
FSW 1,771 Number of high risk clients 

seen at VCT MSM 44 
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Using the HIV prevalence data and most at risks groups and populations as a 
guide, districts with High HIV prevalence and high congregation of most at risk 
groups were targeted for prevention interventions. This resulted  in availability of 
some HIV prevention programmes in all districts; Blood safety, Universal 
Precautions  in health care settings, PMTCT, IEC on risk reduction, IEC on stigma 
and discrimination, HIV counselling and testing, Reproductive health services and 
STI management, School based AIDS education for  young people.  
 
The following interventions were available in most districts (i.e. > 50%) Risk 
reduction for sex workers, Programmes for other vulnerable sub-populations, 
programmes for out of school youth, HIV prevention in the workplace and 
counselling and testing. Risk reduction for men who have sex with men (MSM) 
are available in only some districts.  
 
Respondents rated NCPI score for policy effort for HIV prevention in 2005 and 
2007 at 5/10 in 2005 and 7/10 respectively. The progress is due to the development 
of the Behaviour Change Communication Strategy, discussion to address issues for 
most at risk groups and vulnerable populations. 
 
The overall implementation of HIV prevention programmes was rated at 2 in 2005 
compared with 7 in 2007. 

Treatment, Care and support 
Care, treatment and support interventions were addressed in NSF I and were 
targeted as priority areas for scaling up in the NSF II and are detailed in Universal 
Access Strategy.27  The strategy indicates the scale-up of all care and treatment 
interventions, including PMTCT, ART Counselling and Testing.  It clearly outlines 
the scale-up to the district and community level and targets all populations.  
 
Care, treatment and support interventions in Ghana are championed by the 
Ministry of Health, the Ghana Health Services and its partners. The package of 
intervention provided includes: 

• Counselling and Testing 
• Prevention of Mother to Child  Transmission 
• Sexually Transmitted Infection Management 
• Condom Promotion 
• Safe Blood 
• Post Exposure Prophylaxis 
• Health  Promotion and Demand Creation 

 
The scale-up for these services is targeted at all of the 138 districts in the country.  
It includes, capacity building, infrastructural and equipment support. Through 
cascading of the training session, capacity has been built at the national, regional, 
and district levels. 
 
Counselling and testing 
Counselling and testing is available in all 138 districts at 421 public and private 
facilities across the country. In 2004, 15,490 clients accessed the services, as 
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against 30,046 in 2005 and 71,307 in 2006; while 154,899 persons had accessed 
the service from January to September 2007. This indicates rapid increase in 
access to service over the reporting period. 48 Through this increased access to 
services the sites have been able to identify 20,430 HIV positive clients. These 
services are provided in both private and public health institutions. The increase in 
services is due to increased human and infrastructural capacity building supported 
by GFATM, DFID and partner contributions through GAC pooled funding.  
 
Prevention of Mother to Child Transmission 
Prevention of Mother to Child Transmission, which started services in 2002 also 
saw a rapid scale up in the period under review. By September 2007, 407 PMTCT 
sites had been established in 138 districts and a total of 635 service providers had 
been trained. 
 
In 2005 a total of 20,296 clients received PMTCT services, out of which 748 were 
HIV positive and 584 received ART. In 2006, 36,155 received PMTCT services 
out of which 1,378 are positive and 1,239 received ART. As at September 2007, 
109,334 received PMTCT services, 3250 were positive and 2011 received ART.  
There has therefore been a five-fold increase in the number of clients accessing 
PMTCT from 2005 to 2007.  Details can be seen in table 6 below. 
 
Table 6: PMTCT service in 2005 to 2007 
INICATOR 2005  2006 2007* 
No of clients received PMTCT 20,296 36155 109,334 
No of Clients  Positive 748 1378  3250 
Percentage of clients  positive 3.7% 3.8% 3.2% 
Clients on ART 584 1239  2011 
Percentage of positive  clients on ART 78% 89.9% 84.7% 
Estimated number of HIV–infected Pregnant women in 
the last 12 months  

19670 19747 19918 

Percentage of HIV  infected pregnant women who 
received antiretroviral s to reduce the risk of  mother 
to child transmission 

2.7% 6.3% 10.1% 

* January to September  2007 
Source : 1, 2National AIDS/STI Control Programme, Ghana Health Service, Annual Report 2006 
National HIV/AIDS /STI Control Programme, Half Year Programme Report, August 2007 
 
The percentage of HIV positive pregnant women receiving ARVs has increased 
from 2.7% in 2005 to 6.3% in 2006 and is likely to increase further by the end 
2007.  The target for this indicator is 80% by 2010. Every effort must therefore be 
made to increase the uptake of PMTCT at the health facility level to increase the 
identification of HIV positive pregnant women to let them have access to ART 
services.  
 
In addition, in 2006 a new combination ARV prophylaxis regimen were initiated 
for PMTCT which requires a longer  period of ARVs starting from the 28th week 
of gestation is being  provided at the regional level. 
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Blood Safety 
The National Blood Transfusion Service (NTBS) and the Public Health Reference 
Laboratories (PHRL) in the Ghana Health Service collaborate to ensure safe blood 
collection, screening for a number of infectious diseases (Malaria, Hepatitis B, 
Hepatitis C, and Syphilis) including HIV. 
 
Blood collection and screening is done in a decentralized manner at regional, 
district and some smaller health facilities which provide blood transfusion services. 
 
In Ghana all samples are screened according to its mandatory screening policy for 
blood transfusion. Blood samples are initially screened and positive samples are 
confirmed with second test. All initial HIV positive samples and all samples 
testing positive for other tests are discarded and not used for transfusion. Samples 
which are positive for any of the other test are also discarded. Quality control 
systems have been established and internal and external quality checks are being 
undertaken regularly. 
 
In 2006, the PHRL in Accra screened 24,894 donor samples and 1.7% was HIV 
positive. This information represents information for only Accra Area Centre, 
Korle-Bu, it is not nationwide. However, from 2007 according to the PHRL, the 
information will cover the whole country. Efforts are being made to manage and 
collate data centrally. From the WHO Global Database on Blood Safety (GDBS) 
2006, the total number of whole blood units collected in 2006 was 62,000 (for the 
whole country) and 100% of the blood units was screened for HIV I and II. 5 
 
Clinical Care and Treatment 
A comprehensive effort was made by all partners to scale up ART services in 2006 
and 2007. Care, treatment and support interventions were addressed in NSF I and 
were targeted as priority areas for scale up in the NSF II and are detailed in 
Universal Access Strategy.27  The strategy indicates the scale up of all care and 
treatment interventions, including PMTCT, ART Counselling and Testing.  It 
clearly outlines the scale-up at the district and community level and targets all 
populations.  
 
The scale up has been in the public sector through support by the Global Fund for 
AIDS TB and Malaria, and with public private partnership engaged the private 
sector through support from DFID, the Treatment Acceleration Programme 
supported by the World Bank, The Rainbow Network supported by Family Health 
International.   
 
ART services started in Ghana in the public sector with three sites in 2003, 13 sites 
in 2005. As at September 2007, health personnel in 91 sites had been trained in 
ART, 48 sites are functional and the remaining 43 sites would start providing 
services by the end of the year. This resulted in 197 PLHIV being initiated on ART 
in 2003, 2028 by 2004, 4060 by the end of 2005, 7,338 by 2006 and 11,534 by 
September 2007.   The details are seen in the table 7 and 8 below: 
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Table 7: Service data for PLHIV on ART 
Indicators 2003 2004 2005 2006 Sep 2007*
Total number of PLWHA on ART  (adult and children) 197 2028 4060 7338 11,534 

 
Total estimated number of adults and children with 
advanced  HIV infection needing ART  

50389 57391 62989 68017 74060 
 

Number of children on ART (< 15 years)    27 149 271 469 
Number of female  children on ART    117 210 
Number of  male children on ART    51 259 
Percentage of children on ART (< 15 years) 0 0.72 3.74 6.46 10.51 
Estimated number of adults with advanced HIV infection  47804 53621 59005 63821 69599 

 
Percent of adults with advanced HIV on ART 
 

0.41 
 

3.73 6.63 
 

11.07 15.90 
 

Number of Adults on ART  (15 years and above)           
Female 112 1166 2380 4382 7,138 
Percentage  Women with advanced HIV on  ART 0.42 

 
3.85 
 

7.04 11.85 17.55 

Male 85 835 1531 2685 3,927 
estimated no in need of treatment 21351 23355 25196 26833 28922 
Percentage men with advanced HIV on  ART 0.40 3.58 6.08 10.01 13.58 

Source 1, 2,Error! Bookmark not defined.16 National AIDS/STI Control Programme, Ghana Health Service, 
Annual Report 2006 
National HIV/AIDS /STI Control Programme, Half Year Programme Report, 2007 
*January to September 2007, Update for Care and Treatment data, NACP  
 
 
Table 8: ART Adult service data 2004 – 2006 

2004 2005 2006 Cumulative all sites 
Male  Female Male  Female Male  Female 

No of client receiving HIV clinical care 1518 2241 1640 2873 2138 3783 
No of clients on  ART 750 1054 699 1214 1144 2012 
No of clients on OIs Prophylaxis  1466 2132 1227 2107 1530 2576 
No of  clients lost to follow up 1 2 22 8 8 23 
Clients lost due to death 43 32 50 24 24 27 

Clients do not only receive ART, many more clients receive clinical care and Opportunistic  
Infection Prophylaxis. 
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Figure 7: Percentage of adults and children with advanced HIV on ART 
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Source: National AIDS/STI Control Programme, Ghana Health Service, Annual Report 2006 
National HIV/AIDS /STI Control Programme, Third quarter data report, October 2007 
 
The results indicate that there is a gradual increase in the percentage of adults and 
children with advanced ART assessing ART services. The percentage of children 
in ART has increased considerably from 0% in 2003 to 10.5 % by September 
2007. (figure 9). 
 
The percentage for adults increased from 0.41% to 15.9%. This is in line with the 
considerable increase number of ART sites from three in 2003 to 49 functional 
sites and 41 potential sites (where capacity building had been undertaken and 
ARVs are available but are yet to start treatment) by September 2007. With more 
sites to start services by the end of 2007 and in 2008 this number is likely to 
increase further. 
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Figure 8: Percentage of adults with advanced HIV on ART, 2003 -2006 
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The data indicates that the percentage of women on ART has been consistently 
higher than men and the gap between men and women have increased over time.  
This may be due to entry points to care from PMTCT which links women to ART 
services and indicates  the need to develop behaviour change programmes to 
improve the access of PLHIV especially men to ART.   
 
No systematic nationwide study has been conducted to assess the prevalence of 
TB/HIV infection co-infection in the country. However, it is estimated that the 
influence of HIV on TB has been increasing. Hospital studies have shown the 
prevalence of HIV in TB patients is 23-30%.49, 50   HIV and TB collaboration 
started in 2006, The TB and HIV collaborative policy (Implementation of TB/HIV 
collaborative activities in Ghana: Technical Policy and Guidelines) 51  was 
developed to ensure implementation at all levels. Though data is not yet available 
for the number of HIV positive incident cases that received treatment for TB and 
HIV, TB patients are receiving HIV testing and Direct Observe Therapy service 
deliverers trained in HIV counselling which were 2,316 and 58 respectively by 
March 2007.52 Data on the co-management of TB and HIV will be collected in the 
next reporting period. 
 
Home-Based Programmes are largely limited to Faith based organisations (FBOs).  
The Christian Health Association of Ghana (CHAG) organized a ToT and Co-
ordinators trained a total of 320 Community Health Volunteers (CHVs) including 
20 PLHIV. In 2006, the number of these Community-Based Volunteers increased 
to 563 (76%). 9 
 
To support ART service the Ministry of Health has organized a 13-member 
National Experts Committee called the Technical Working group for ART. This 
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committee give technical input for the planning, implementation and monitoring of 
care and treatment services in the country and support the NACP in the 
development of guidelines and training. Regularly (monthly) meetings are held to 
discuss issues in treatment, care and support.  
 
The NACP has developed a number of guidelines, protocols and tools for the 
implementation of the Care and treatment services at the service delivery level. 
These include: 

• Integrated Management of adolescent and Adult Illnesses (IMAI) 
• Prevention of Mother to Child transmission, training package 
• TB/HIV training manuals 
• Nutrition training manuals 
• Guidelines for the Accreditation of facilities for the delivery of HAART 

 
Regular training has also been conducted to strengthen capacity for service 
delivery. 
 
Care, treatment and support services are available to varying extent in district 
where they are needed. Most care and treatment services have been situated to 
provide geographic equity. Efforts are thus made to have services available in all 
districts. The following services are provided in all districts, sexually transmitted 
infection management, PMTCT, Counselling and Testing, psychosocial support for 
PLHIV and their families, and co-trimoxazole prophylaxis in PLHIV.  
 
Services available in most districts (> 50%) include Nutritional care, Paediatric 
AIDS care, Home Based Care, Palliative Care, HIV and TB collaborative services  
 
Services that are available only in some districts are: nutritional care, TB infection 
control in HIV treatment and care facilities and Workplace HIV Care and 
Treatment services.  
 
Respondents rated the effort in the implementation of HIV treatment, care and 
support programmes in 2005 at 4/10 and 5/10 (different respondents) and the rate 
in 2007 at 7/10 and 8/10.  The progress was due to an increase in the number of 
health facilities providing services, the increased capacity of health service staff in 
providing the services and availability of the required logistics, commodities and 
equipments for care, treatment and support services. 

Impact Alleviation 

Orphans and vulnerable children 
In 2006, it was estimated that 18,535 adults died of AIDS. It is expected that by 
2007 AIDS will claim the lives of 17,348 in their productive lives. With the death 
of these adults their children will be orphaned and will have to face life without the 
presence of one or both of their parents, putting them at risk of poverty and 
causing them to adopt behaviours that will increase their vulnerability to HIV. 
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Considerable progress has been made in support of orphans and vulnerable 
children. With the increasing recognition of the implication of the situation of 
families and communities, support for OVC has intensified during this reporting 
period. The National Policy Guidelines on Orphans and Vulnerable Children was 
disseminated in 2006. An action plan is being develop in conjunction with 
UNICEF for the implementation of the Policy Guidelines.  
 
Studies have indicated that the key services needed by orphans and vulnerable 
children are education, nutrition and health. 53 Several approaches are being used to 
support orphans and vulnerable children: 

• The extended family approach; where children are supported and taking 
care of by their extended family. 

• The Institutional level support; where institutions support children such as 
the Department of Social Welfare, Ghana Education Service and Ghana  
Health Service provide support through their institutions such as  
orphanages. 

• Cultural or traditional approach; through traditional institutions. An 
example is The Queen Mothers Association in Manya Krobo, who have a 
well organized programme for OVC and collaborates with the DSW. The 
children have been integrated into the families of the Queen Mothers rather 
than being cared for in orphanages. 

• Support from NGOs: Some NGOs also are actively involved in OVC 
programmes e.g. the Social Support Foundation, PRO-Link and  Parker 
International, were providing school uniforms, school bags, books and 
nutritional support to OVCs. 

• Support from Faith based organisations such as the St. Martin de Porres 
Hospital in Agomanya. These often provide support for education, health 
care, clothing and food.53 

 
Since 2005 numerous efforts have been made to improve services further. 

• The capacity of the Department of Social Welfare has been enhanced to 
monitor orphans and vulnerable children. 

• Life-cycle indicators have been developed to facilitate monitoring. 
• Core-staff have been trained and indicator tested in 21distircts. 
• Draft Guidelines for the operation of orphanages have been put in place. 
• District Response Initiative Survey on profile and location of Orphans and 

Vulnerable Children service providers was completed.54 
 
In 2006, a baseline survey was conducted to obtain information on the OVC 
situation in Ghana to enable the DSW and other relevant stakeholders develop 
community based intervention strategies and provide indicators for monitoring. 
Following the study a comprehensive programme for OVCs was started. Through 
this programme 1,443 caregiver were supported for 2,530 OVCs in 21 high 
prevalence districts. The support encompasses healthcare, education and social 
grant scheme which provided monthly stipends. With each monthly stipend the 
guardians must ensure that the children are enrolled and retained in school, receive 
full EPI immunisation, have NHIS card and have a birth certificate. It is expected 
that this scheme will be expanded to reach 25,000 households in 2008 
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In 2007 with the increasing CT, PMTCT and ART services the DSW efforts were 
made to link up the social welfare units within Public Health facilities to improve 
identification of OVCs. 
 
Work has also improved with various civil society organisations working with 
OVC such as Ghana National Collation on the rights of the child, Hope for African 
Children International (HACI), Plan Ghana and Orphanage Africa. 
 
In 2006, the estimated number of OVCs were 133,753, thus the services reached 
only 1.07% of children. There is therefore the need to rapidly scale up services. 
 
Current school attendance among orphans and among non-orphans aged 10-
14 years.  
 
In Ghana, according to the MICS study, 1.6 % of children aged 10 -14 have lost 
both parents. Among these 90 % are currently attending school.  Among children 
age 10 -14 who have both parents alive and living with at least one parent, 86 % 
are attending school. (see Figure 11) 
 
Figure 9: Current school attendance among orphans and among non-orphans 
aged 10-14 years 
Sex Percentage school attendance 

in  double orphaned children  
Percentage school attendance 
in  non-orphaned children 

Male 87.8% 86.7% 
Female 90.1% 84.7% 
Total 88.9% 85.8% 
 
The ratio of school attendance in orphans to non-orphans in 2006 is 1.04. These 
results indicate that being orphaned does not affect the school attendance 
negatively. This an  improvement over 2003, where the ratio was only 0.8.7, 8  
 
This improvement may be due to the Free Compulsory Universal Basic Education 
(FCUBE) and the capitation grant. It also indicates that these services are adequate 
to ensure school attendance for orphaned children 
 
For the reasons described above, overall the respondents rated the efforts to meet 
the needs of OVCs and other vulnerable children at 2 in 2005 and 7 in 2007.  

Civil Society involvement 
The civil society has been involved in the HIV response from the onset. Through 
the Ghana HIV/AIDS Network and the NAP+ and other PLHIV associations, Faith 
Based Organizations have been involved in the HIV response at all levels. Through 
interactions with the Ghana AIDS Commission, the civil society played an active 
role in policy formulation and planning of Interventions at all levels.  In 2005 and 
2006 the civil society played an active role In the Joint Programme Review of the 
NSF I and the development of the NSF II.  They are also represented on the Ghana 
AIDS Commission, and in various committees of the secretariat. In 2006, the civil 
society took active part in developing the annual programme of work and took 
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decisions in prioritising areas of intervention and refocusing on prevention 
interventions for 2008. 
 
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, CBOs are involved in HIV activities targeting specific 
populations. 
 
The civil society has had access to financial support for a variety of activities 
through the window C of the call for proposals. In 2006 care, treatment and 
support was prioritised for funding at the national level. Unfortunately few 
organisations were involved in these types of activities apart from NAP+ and thus 
in 2006 the financial support provided to the civil society reduced. This has been 
recognised as a challenged and will be addressed in 2008 programme of work.  
 
In addition, decentralisation of funding mechanisms to districts has raised some 
challenges for the civil society. District assemblies have not been able to 
adequately engage the civil society working in their districts and this has had 
implications on their funding levels. 
 
Respondents rated the efforts to increase civil society participation in 2005 at 6 and 
2007 at 7. Though civil society participation in policy formulation, planning and 
monitoring has improved, the level of funding for implementation reduced. 

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 levels.  A growing number of MDAs, private sector 
organizations and Metropolitan, MMDAs are utilizing the document to develop 
their own workplace policies.   

The ILO carried out a workplace HIV and AIDS Education Project in Ghana. This 
project focused on overcoming HIV and AIDS employment related discrimination 
and  reducing risk behaviours among 4,700 workers for twelve target enterprises 
and one target group from the informal economy.  
 
In 2006, National Workplace HIV and AIDS Policy was published through the 
support of the ILO and disseminated at all levels. Some of the MDAs have adapted 
generic policies for used in their setting and a growing number of ministries 
(MDAs) private sector organization and Metropolitan and District Assemblies 
(MMDAs) are utilizing the documents to develop work place programmes. These 
include the Ministry of Local Government and Rural Development, Private sector, 
Ghana Business coalition. Unfortunately many of the policies have not yet been 
operationalised. 
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In 2006, 18 Workplace programmes were approved and funded by the GAC. This 
is a slight increase over those supported in 2005.5 Through the Ministry of Local 
government, workplace training programmes are currently ongoing in 69 districts.  
 
National Business Coalition was established to coordinate, monitor and enhance 
business sector participation in the national response.  Its interim board comprises  
of  the Chief executives of the Chamber  of Commerce and Industry,  Chamber of  
Mines,  Association of  Ghana  Industries, Association of Bankers, Ghana 
Employers Association, Private Enterprise Foundation,  State Enterprise 
Commission, Ghana AIDS Commission  and the  Trade Union Congress. A study 
is currently ongoing to determine the workplace policies available for its members. 
 
In 2007 some multi-national companies (such as Coca Cola, Shell etc and Stanbic 
and Barclays bank) have put in place international policies. These have been 
adapted to the Ghanaian setting.  
 
GTZ is supporting a number of innovative projects through its Public Private 
Partnership project. 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 Water Company.  
 
Percentage on international organizations that have workplace HIV policies 
and Programmes 
 
No specific survey has been conducted in International organizations. However, all 
UN agencies and have developed and integrated HIV policies. All major 
development partners have HIV policies and have conducted training in conflict, 
emergency and disaster management. Thus this indicator is scored at 100% 
 
The percentage of transnational companies that are present in Ghana and 
have workplace HIV policies and programmes  
 
Most major transnational companies utilise international polices in Ghana. Many 
of the mining companies who work in other countries with high HIV prevalence 
have elaborated HIV policies. However, these policies need to be adapted to 
Ghana’s low prevalence setting to focus in prevention as well as care and 
treatment. Thus this indicator is scored at 100%. Table 9 shows the overall results 
of the national composite index discussed above. 
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Table 9: Results of National Composite Policy Index (NCPI) in 2007  
Area\Score 2005* 2007 
Strategic Plan   
Strategic Planning efforts in the  HIV and AIDS programme 7 8 
Political Support  8 
Human rights 3 

3 
5 

4 
5 
6  

Average 3.7 5 
Effort to enforce the existing policies  laws and  regulations 3 

1 
4 
3 

Average 2 3.5 
Prevention   
Policy efforts in support of HIV prevention  7 
Efforts in implementation of  HIV prevention programmes  

2 
4.5 
5 

7 
8 
6.5 
7 

Average 3.8 7.1 
Care and support   
Efforts in the implementation of care and treatment  5 

4 
8 
7 

Average 4.5 7.5 
Efforts to meet needs  of OVC  6 
Civil society/ involvement 6 7 
Monitoring and evaluation 6 8 
Total   33 60.1 
Average 5.50 6.68 
*Status in 2005 rated in 2007. 
On the whole the results show that respondents thought that there was an overall 
improvement in all areas. The results of the three UNGASS surveys are depicted 
in Table 10. The table compares different areas and scores in 2003, 2005 and 
2007. With the exception of Policy formulation and mitigation of programmes, 
most areas scored higher in 2007 than in 2005 and showed an overall 
improvement.This may be due to excessively high ranking in 2005. 
 
Table 10: NCPI Trend Analysis using previous surveys 

Area of Policy 2003 2005 2007 
Strategic plan 8 9 8 
Policy Formulation 6 9 5 
Political Support 7 7 8 
Organizational structure 8 9 - 
Program resources 5 6 - 
Research Monitoring and Evaluation 5 7 8 
Legal and regulatory environment 7 8 - 
Legal and regulatory enforcement 5 6 - 
Human rights 3 4 5 
Enforcement of human rights 2 3 3.5 
Prevention 5 7 7.1 
Care and Support coverage 2 3 7.5 
Quality 7 8 8 
Mitigation programs 7 8 6 
Total 77 94 66.1 
Average 5.5 6.7 6.6  
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6. Best practices 
Through the implementation of the seven thematic areas stakeholders have noted a 
number of best practices that have facilitated the HIV response and added value 
and quality to the implementation of the response.  

A supportive policy environment  
In the two years under review immense efforts were made at developing specific 
policies to guide the implementation of the NSFII. These policies have added 
quality to the services at all levels.  

Innovative preventive programmes 
In the year under review greater efforts has been made at reaching Most at Risk 
populations especially MSM. This has been challenging considering the legal and 
moral environment surrounding this sub-population.  Prevention programmes have 
provided baseline information on MSM and provided them with condoms and 
prevention messages. 

Scale-up of care, treatment and/or support programmes 
Process of Scale-up 
From 2004, a massive effort was made to scale up care, treatment and support 
programmes. Through a well defined and planned process. Guidelines and training 
tools were developed and sites were trained through a cascade system.  An initial 
pool of trainers were trained at the national level and these trained, regional teams 
who in term were responsible for training district teams. Through these training  
the capacity  of the  staff were built and the number of sites expanded gradually 
from five at the  end of 2004, 5 at the end of 2005,  46 at the end of 2006 and 91 by 
September 2007 (though all are not are currently providing ART).  
 
To ensure that the scale up was comprehensive VCT, PMTCT services were scale 
up in a similar fashion but were provided to more sites and scale up was faster. 
ART was provided alongside treatment of Opportunistic Infections 
 
Public-Private Partnerships 
To ensure equity and geographic coverage, public-private-partnerships were 
utilised to engage the private sector. This was done through the Treatment 
Acceleration Project (TAP) supported by the World Bank in collaboration with the 
Ministry of Health with technical assistance from WHO and the Rainbow network 
supported by FHI.  
 
The primary goal of TAP is to strengthen each country's capacity to scale up 
comprehensive care and treatment programs for People Living with HIV (PLHIV).  

TAP makes use of private/public partnerships in which implementing partners (IP) 
facilitate the provision of these services so that they are effective, affordable and 
equitable.  The Implementing partners are Family Health International (FHI),  
National Catholic Health Service (NCHS) and Private Enterprises Foundation 
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(PEF). PEF provides linkages between the TAP sites and the surrounding 
communities. PEF also has the role of working with businesses and trade 
associations to create workplace HIV and AIDS awareness and encourage 
utilization of TAP's comprehensive care services at the facilities. Through TAP 
care and treatment services, specifically VCT, PMTCT and PMTCT Plus, Home 
Based Care, Treatment for OIs, STIs and ART services are scaled-up 

TAP has been able to strengthen links between public and private facilities within 
a district to provide services to different clientele and share equipment such as 
chemical analyzers and CD 4 machines, thereby improving access to care.  TAP 
has been a learning experience, lessons drawn from the program will help to 
strengthen the ART program and facilitate an increase in patients on ART. 

Adherence Monitors 
Another best practice in the ART programme is the use of adherence monitors.  
These adherence monitors are relatives, friends etc of the PLHIV, who support the 
client to take their ART drugs regularly. This enhances adherence to ART. 
 
Data managers 
Acknowledging the challenge of data management in health facilities providing 
ART, the NACP has engaged other staff for the data management.  This has 
greatly improved data entry management including reporting. 
 
Models of Hope 
Models of Hope are a group of PLHIV who assist at the ART clinics. This group 
provide counselling, support and relieve the health workers of some simple tasks, 
thereby reducing their work load.  
 
Infrastructure development and equipment 
Through support from various partners such as DFID, GTZ, and GFATM financial 
resources have been harnessed to provide support for various care and treatment 
services. In 2006 alone, 16 CD4 machines were provided to health facilities.  
Computers and accessories were provided for CT /PMTCT and ART sites for data 
entry and audio-visual equipment was provided to improve demand creation and 
all sites were refurbished. 
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7. Major challenges and remedial actions  
(a) Progress made on key challenges reported in the 2005 UNGASS Country 
Report 
 
In the 2005 UNGASS report the key challenges identified were: 

• Changing attitudes and behaviour towards PLHIV 
• Promoting sexual reproductive health among general population 
• Reaching people at high risk of contracting HIV  
• supporting care givers 
• Expanding programmes VCT, PMTCT,  HAART and  Post–exposure 

prophylaxis  
• Mainstreaming HIV and AIDS activities into the Ghana National Poverty 

Reduction Strategy  
• Human capacity 

A number of activities were undertaken for BCC and prevention. In 2006 and 
2007, the National Integrated Behaviour Change Communication and IEC Strategy 
were disseminated to decentralized levels. The national response targeted youth in-
and-out of school, transactional sex workers, uniformed services, PLHIV, chiefs 
and opinion leaders. The media was engaged to intensify their campaign. The 
Stigma reduction campaign was launched. 
 
The scaling up and focus on care and treatment in the past two years have resulted 
in expansion of care and treatment programmes in all districts in the country. 
 
b) Challenges faced throughout the reporting period (2006-2007) that 
hindered the national response, in general, and the progress towards 
achieving the UNGASS targets: 

• Though there was in an improvement on previous years, there was still 
inadequate coordination  of the HIV response of the different agencies by the 
Ghana AIDS Commission 

• Late provision of funding for MDAs and NGOs resulting in late or non 
implementation of planned activities.    

• Reduced funding for prevention programmes  
• Stock out of some HIV commodities for a period of time. 
• Inadequate skilled human capacity. 

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

• Strengthen the core function (coordination) of the Ghana AIDS 
Commission 

• A concerted prevention campaign to address misconceptions  with 
specifically targeted messages for behaviour change for specific population 
groups 

• Create demand for the ART services currently being provided with special 
emphasis on men. 
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• Strengthen the capacity of PLHIV and the civil society organisations to be 
part of the continuum of care and strengthen linkages between the 
community and the health care system. 

• Continue a concerted scale-up of PMTCT services, by creating demand to 
ensure  that the  services have an impact at the population level 

• Implement developed policies  such as workplace policies,  
• Greater involvement of Civil Society by providing more funding for civil 

society and  building the capacity of civil society to provide and care and 
support 

• Improve capacity for monitoring and evaluation at all levels to better 
monitor UNGASS indicators. 

• Strengthen  data collection at all levels 

8. Support from the country’s development partners 
Key support received from development partners 
In 2006 and 2007 development partners contributed aptly to the national response 
by the provision of technical and financial support to the Ghana AIDS 
Commission and other implementers in the country. 
 
Partners were engaged in the review and validation of the Joint Review in 2004 
and development of the NSF II as well as in the development of the Annual 
Programme of Work. Partners provided input and information of their planned 
activities and these were integrated in the NSF II.  
 
Partners have also been actively involved in the committees of the Ghana AIDS 
Commission especially in the Research Monitoring and Evaluation, the care and 
support and the prevention and advocacy committees take part in regular meetings. 
Partners also provided adequate information on their funding envelope. 
 
The key development partners who provide financial support for the HIV AND 
AIDS response in Ghana are The Global  Fund for AIDS TB and Malaria, Bilateral 
agencies such as USAID, Royal Netherlands Embassy (RNE), GTZ,  DFID, 
DANIDA and JICA and UN agencies; UNAIDS, WHO, UNDP, UNICEF, 
UNFPA, UNESCO ILO  and UNHCR. These funds are provided to the GAC’s 
pooled fund or earmarked funds or directly to implementing partners usually 
international NGOs, local NGOs or MDAs for implementation.   
 
In 2006 development partners contributed $39,997,808 of direct funding for the 
HIV response and $8,194,006 for earmarked funding and $3,764,546 for pooled 
funding to the GAC. 
 
Support was provided mainly to strengthening the health care system, prevention 
programmes, care and treatment as well as research. Table 11 below provides 
detailed support provided specifically for intervention programmes. 
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Table 11: Breakdown of 2006 APOW Budget by Funding Source and 
Intervention Area 

Intervention Areas 
Pooled 
funding 

Earmarked 
funding 

Direct 
funding Total 

Total 
% 

Policy, Advocacy and 
Enabling Environment 
 

265,556 152,057 780,750 1,198,363 
 
 

2%

Coordination and 
Management of the 
Decentralized 
Response 640,645 488,995 1,763,163 2,892,803 6%

Mitigating the 
Economic, Socio-
cultural and Legal 
Impacts 717,672 183,403 523,000 1,424,075 3%

Prevention and BCC 1,581,900 4,148,607 11,477,160 17,207,667 33%
Treatment, Care & 
Support  2,959,540 24,687,473 27,647,013 53%

Research, Surveillance 
and M&E 526,898 261,404 766,262 1,554,564 3%

Mobilization of 
Resources and Funding 
Arrangements 31,875 0 0 31,875 0%

Total 3,764,546 8,194,006 39,997,808 51,956,360 100%
Source: National AIDS Spending Account 26 
 
In 2007, $43,425,662 was approved by funding partners for the HIV AND AIDS 
response through the GAC. 
 
(b) Actions that need to be taken by development partners to ensure 
achievement of the UNGASS targets 
 
To ensure the achievement of the UNGASS targets, partners will need to take the 
following remedial actions. 

• Continue support  to the coordination of the  GAC 
• Ensure  that there is adequate information flow and feedback to the GAC 
• Ensure that where direct funding is provided to the implementing agencies 

reports are presented to GAC this will strengthen GAC’s coordination, 

9. Monitoring and Evaluation environment 
The National strategic Framework 2006-2010 is based on the Three Ones 
Principles; one national coordinating body of the multi sectoral response, one 
national HIV/AIDS framework and one national monitoring and evaluation 
system. The National Coordinating Body, the Ghana AIDS Commission is 
responsible for monitoring and evaluation (M&E) of the national HIV/AIDS 
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response. The national M &E system is based on the principle of one national M 
and E system. It has six defined sub-principles:  

• One National M & E Unit 
• One national multi-sectoral M & E plan 
• One national set of standardised indicators 
• One national level data management system 
• Effective information flow 
• National M&E capacity building 5 

 
This M&E function is carried by the Policy Planning Monitoring and Evaluation 
Unit. This is led by the Director of Policy Planning Research Monitoring and 
Evaluation and supported by the Research Coordinator, an Information 
Coordinator and Monitoring and Evaluation (M&E) Coordinator. Two personnel  
are to be recruited to monitor, MDAs, RCC and District Assemblies. 
 
A research monitoring and evaluation technical committee supports the GAC it is 
comprised of GAC, academic experts, development partners, M&E specialist, 
MDAs, NGOs and PLHIV, USAID, UNAIDS, UNICEF, University of Ghana, 
University of Cape Coast, Ministry of Health,  Ministry of Food and  Agriculture, 
Noguchi Memorial Institute for  Medical Research, NACP, WAPCAS, SHARP, 
GTZ and  (Wisdom Association PLHIV association). The RM&E committee is 
responsible for creating a national set of indicators for monitoring and evaluating 
progress of the national response. There seems to be an overlap of the committees 
functions and may require a review.  
 
Ghana has embraced a decentralised implementation policy. This allows regional 
districts and communities to focus on challenges and goals specific to their 
constituency. Structures at the national, regional and district levels are utilised to 
participate actively in M&E. Regional AIDS Committees, District AIDS 
Committees and their respective HIV/AIDS focal persons are responsible for 
supporting the M&E activities. 
 
A national M&E plan was developed in line with the National HIV/AIDS strategic 
Framework 2006-2010. This plan clearly defines the indicators to be measured 
under each thematic area, the measurement tools and methodologies, time frames 
for measurement and dissemination plans. This plan has included some of the 
UNGASS indicators including the national composite plan. 
 
In 2006 operational manuals were developed for M&E at all levels. These were: 

• Monitoring and Evaluation Handbook National Level volume I 55 
• Monitoring and Evaluation Handbook Decentralised Levels volume II 56 
• Monitoring and Evaluation Handbook Civil Society volume III 57  
• Monitoring and Evaluation Handbook Private  Sector volume  IV 58 

 
GAC as a supra-ministerial body receives reports through several channels. These 
are through the RACS, and DACs as well as the MDAs and partners. Through 
these channels there is a possibility of duplication of information at the national 
level.  
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Training was organized in the use of these tools for all 138 districts of the country. 
  
A simple database is kept at the national level, which provides information on 
target population, intervention areas and geographic coverage. A functional Health 
management Information system exists within the Ministry of Health to monitor 
HIV and service data. Data provided is used for planning of activities in the 
ensuing year. HIV prevalence is utilised to target interventions to higher 
prevalence areas and vulnerable populations. 
 
Country Response Information System (CRIS) was designed to provide a database 
on the indicators for monitoring the decentralised HIV response.  Currently, only 
14 of the 138 districts are using CRIS.  Various organisational problems and 
software problems have hindered the scaling up of CRIS.9 
 
In 2007, the GAC commissioned a consultant to assess the progress made one year 
after the implementation of the NSF II. The report focussed largely on the 
achievements for 2006 based on indicators specified in the M&E Plan 2006-2010.5  
 
The results from the report indicate that 5 key indicators for 2006 were not 
achieved. These were mainly indicators of knowledge and behaviour change and 
indicate that   greater focus should be placed on this area.  
 
Figure 10:KEY PERFORMANCE INDICATORS FOR 2006 
LEVEL INDICATOR DATA 

COLLECT
ION TYPE 

RESPONSIBLE 
ORGANIZATION 

BASE 
YEAR 

2006 
TARGETS 

2006 
ACTUAL 

REFERENCE 

HIV prevalence 
among people aged 

15-49 

Sentinel 
Surveillan

ce 

GHS 3.1% 
(2004) 

3.0% 3..2% GHS/GAC 

HIV prevalence 
among young 

people aged 15-24 

Sentinel 
Surveillan

ce 

GHS 2.5% 
(2004) 

 

2.3% 2..5% 
 

UNGASS 
global  
target 

Im
pa

ct
 a

ss
es

sm
en

t 

% of infants born 
to HIV-infected 
mothers who are 

infected 

Routine 
data 

collection 
system 

GHS 30% 
(2004) 

26% ------- UNGASS 
global target 

Median age at first 
sex 

GDHS 
 

BSS 

GSS F- 18.3 
M-20.2 
(2003) 

F=18.4 
M=20.3 

 F = 17 
M = 19  
(MICS) 

GDHS 

% of women and 
men who have had 
higher risk sex in 

the past 12 months 

GDHS 
 

BSS 

 F – 50% 
M – 83% 

(2003) 

F=46% 
M78% 

F= 73% 
   M=27% 
(15-24 ) 
MICS 

UNGASS 
global target 

O
ut

co
m

e 
in

di
ca

to
rs

 

% of men and 
women aged 15-49 
reporting the use of 

a condom during 
higher risk sex 

GDHS 
 
 

BSS 

GSS Adults: 
F-33% 
M-52% 
Youth: 

F – 32% 
M - 52% 
(2003) 

Adults: 
F-34% 
M-54% 
Youth: 

F – 32% 
M – 58% 

F=33.4% 
M=53% 
(MICS) 

GDHS,  
 
 

UNGASS 
for 15-24 

Ratio of current 
school attendance 
among orphans to 
that among non-

orphans, aged 10-
14 

DHS 
 

MICS 

GSS 
 

GSS 

0.80 
(2003) 

0.82 0.90 (MICS) UNGASS 

Pr
og

ra
m

m
at

ic
 

in
di

ca
to

rs
 

% of people with Routine GHS 3.2% 13% 11.1% UNGASS / 



 55

LEVEL INDICATOR DATA 
COLLECT
ION TYPE 

RESPONSIBLE 
ORGANIZATION 

BASE 
YEAR 

2006 
TARGETS 

2006 
ACTUAL 

REFERENCE 

advanced HIV 
infection receiving 

antiretroviral 
combination 

therapy 

reporting 
system 

(2005) 3 by 5 

% of total national 
HIV/AIDS funds 
spent on selected 

vulnerable groups, 
excluding ART  

(CSW, MSM, 
prisoners) 

National 
AIDS 

Accounts  
survey 

GAC 0.4% 
(2003) 

3% 10% 
(1.1million 
out of 10 
million) 

 

Execution rate of 
total HIV/AIDS 
allocation of the 

key MDAs (MoE, 
MoH, MoMP, 

MoLG, Dept. of 
Social Welfare) 

National 
AIDS 

Accounts  
survey 

GAC 2005 
70% 

75% 92.2%  

Source Ghana AIDS Commission, Monitoring and Evaluation Report 2006 5,  
 
Overall the respondents scored the M& E efforts of the AIDS programme in 2005 
and in 2007 as 6 and 8 respectively. 
 
The improvement was due to improved planning processes, improved tools for 
data collection and improved capacity of the M and E staff. 
 
(b) Challenges faced in the implementation of a comprehensive M&E system; 
and  
The   main challenges faced in M&E include: 

• Not all partners submit their M&E reports to the M&E unit for 
incorporation into national reports. 

• Difficulty in obtaining reports from partners not funded by GAC. 
• Inadequate human resource capacity to deal with the load of data and 

analysis at the national level. 
• The absence of a database and information centre at the GAC to centrally 

store  data and to ease access to information. 
• Not all implementers provide data in a timely fashion. 

 
(c) Remedial actions planned to overcome the challenges 

• To overcome the above challenges the GAC continues to engage partners 
to in cooperate their plans in the national programme of work and also 
integrate their reported activities in the national reports; 

• Capacity of the decentralized structures is on going to improve quality 
reports  and timeliness of reporting; 

• Development partners are being engaged to support a central database and 
information centre at the GAC; 

• More personnel staff are  to be recruited for the GAC to support M&E 
activities 
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10. Conclusion  
Ghana has made a remarkable improvement in the Strategic planning, policy 
formulation, prevention programmes, treatment and care and support, human rights 
issues and in monitoring and evaluation as well as civil society involvement. 
 
Though prevention, care, treatment and support interventions have been put in 
place all over the country, some of the interventions have not yet achieved their 
desired impact at the population level. Access to care and treatment services still 
lag behind prevention services and desired target for prevention behaviours have 
not yet been achieved. 
 
This UNGASS report has provided some information for the country and 
highlights the way forward that national authorities need to take, to achieve the its 
national targets. 
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11. ANNEXES 
ANNEXE 1  
Persons contacted 
Name Position Institution 
Ghana AIDS Commission 
1. Prof. Sakyi Amoah Director  General Ghana AIDS Commission 
2. Dr. Sylvia Annie Director of Policy Planning 

Research  Monitoring and  
Evaluation 

Ghana AIDS Commission 

3. Mr. Emmanuel  Larbi Monitoring and Evaluation 
Officer 

Ghana AIDS Commission 

4. Mr. Addo Director of Finance  Ghana AIDS Commission 
National AIDS  Control Programme / MOH 
5. Dr. Nii Akwei Addo Programme Manager National AIDS Control  

Programme 
6. Mr.  Kwadwo Asante Monitoring and Evaluation 

Officer 
National AIDS Control  
Programme 

7. Mr. Silas  Quaye Surveillance  Officer National AIDS Control  
Programme 

8. Dr.  Justin Ansah Director  National  Blood Transfusion 
Service 

9. Mrs  Veronica Bekoe HIV Focal  Person Public Health Reference 
Laboratory 

Other MDAs   
10. Mr Lawrence Ofori- Addo Assistant Director Social Welfare Department 
11. Mr Korli Budget Officer Ministry  of Justice 
12. Mr Baffour Awuah Assistant Director Ministry  of Justice 
13. Hilda Hagan HIV Focal Person  Ministry of Education Sports 

and  Science 
14. Mr Louis Agbe HIV focal  Person Ministry of Local Government 

and Rural Development 
UN Agencies 
15. Dr Mokor Newman HIV/AIDS Advisor World Health Organisation 
16. Dr.  Leopold Zekeng UNAIDS Country Coordinator UNAIDS 
17. Dr. Rhoda Manu PMTCT Officer UNICEF 
18. Mrs  Akua Asumadu  ILO 
Bilaterals   
19. Dr.  Holger Till Technical Expert GTZ PPP HIV/TB Project 
20. Mrs. Matilda Owusa- Ansah HIV/AIDS Project Coordinator DFID 
21. Yuki  Sakurai Programme Officer JICA 
Civil Society Organizations 
22. Mr Samuel Anyimadu-

Amaning 
Chairman Ghana HIV/AIDS Network 

23. Clement Azigwe President NAP+ President 
Local  NGOs 
24. Dr.  Khonde  Nzambi Country Director West  African project to Combat 

AIDS 
25. Mrs  Comfort Asumadu Deputy Country Director West  African project to Combat 

AIDS 
International NGOs 
26. Dr. Richard Amenyah Senior Technical Officer Family Health International 
27. Mrs. Nana  Fosua Clement Senior Programme Officer AED/ SHARP 
28. Mr George Akanlu  Information &Research Manager AED/ SHARP 
Private Sector 
29. Dr.  Derek Aryee Director Ghana Business Coalition 
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List of persons reviewed data at the Research Monitoring and Evaluation of 
the Ghana AIDS Commission on 23rd November 2007 
 

1. Dr. Kwabena Poku University of  Ghana 
2. Prof. Awusabo-Asare University of  Cape Coast 
3. Dr. Sylvia Anie Ghana AIDS Commission 
4. Mr  Emmanuel Larbi Ghana AIDS Commission 
5. Mr. Silas Quaye NACP/ WHO 
6. Mr. Kyeremeh Atuahene  Ghana AIDS Commission 
7. Dr. Khonde Nzambi West African Project to Combat AIDS 
8. Mr. Adamu Wiah NACP/ Surveillance unit GHS 
9. Ms Angela Bannerman Engender Health 
10. Dr. Rosalinda Hernandez WHO 
11. Dr. Holger Till GTZ 
12. Dr. Lydia Clemmons SHARP/AED 
13. Mr. Bo Peterson UNICEF 
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ANNEXE 2 
Consultation/preparation process for the Country Progress Report on 
monitoring the follow-up to the Declaration of Commitment on HIV/AIDS 
1) Which institutions/entities were responsible for filling out the indicator 
forms? 
 
 a) NAC or equivalent   Yes X   No 
 b) NAP    Yes    No 
 c) Others (please specify)  Yes   No 
  
2) With inputs from 
 
 Ministries: 

Education    Yes  X   No 
Health     Yes  X   No 
Labour     Yes      No 
Foreign Affairs    Yes   No  X 
Others (please specify)   Yes X   No 
Ministry of Justice 
Ministry of Local Government and Rural Development 
 
Civil society organizations  Yes  X   No 
People living with HIV  Yes  X       No 
Private sector    Yes  X   No 
United Nations organizations  Yes  X   No 
Bilaterals    Yes  X   No 
International NGOs   Yes  X   No 
Others      Yes   No 
(please specify) 

 
3) Was the report discussed in a large forum? Yes   X   No 
 
4) Are the survey results stored centrally?  Yes   No  X 
 
5) Are data available for public consultation? Yes   X   No 
 
6) Who is the person responsible for submission of the report and for follow-up 
if there are questions on the Country Progress Report? 
 
Name / title: Prof Sakyi Amuah 
Date: 30th January 2008  
Email:  ________________________________________ 
 
Signature: _______________________________________________________ 
 
Address: Ghana AIDS Commission, House No 18c, North Ridge Extension, 
Labone.  P o. Box 5169 Cantoments, Accra  Ghana  
 
Email: sakyi_2000@yahoo.com__________Telephone: ____________________ 
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ANNEXE 3  
National Composite Policy Index questionnaire  
 
I. STRATEGIC PLAN  
1. Has the country developed a national multisectoral 
strategy/action framework to combat AIDS 

Yes, National  Strategic 
Framework I 2001-2005 
National  Strategic 
Framework II 2006 -2010 

1.1 How long has the country had a multisectoral 
strategy/action framework How long  

7 
years 

 

 
 1.2 Which sectors are included in the multisectoral strategy/action framework with a specific HIV 
budget for their activities?  
Sector  Strategy/ Action  framework  Earmarked budget 
Health Yes Yes 
Education Yes Yes 
Labour Yes Yes 
Transport Yes Yes 
Military/Police Yes Yes 
Women Yes Yes 
Young People   
Other 
Tourism 
Trade union congress 
Head of civil service 
Ghana Employers Association 
Ministry of  Justice 
Ministry of Agriculture 
Ministry of Manpower 
Trade and  Industry  

 
YES 
YES 
YES 
YES 
YES 
YES 
YES 
YES 
YES 

 
YES 
YES 
YES 
YES 
YES 
YES 
YES 
YES 
YES 

 
The earmarked budget is available through Ghana AIDS Commission. Proposal are submitted by 
the Ministry to GAC who review and approve the proposal and budgets. 
 
1.3 Does the multisectoral strategy/action framework address the following target 
populations, settings and cross-cutting issues?  
Target populations  
Women and girls Yes 
Young women/ young men Yes 
Specific vulnerable  sub-population Yes 
Orphans and other vulnerable children Yes 
Settings  
Workplace Yes 
Schools Yes 
Prisons Yes 
Cross-cutting issues  
HIV/AIDS and poverty Yes 
Human rights protection Yes 
PLHIV involvement Yes 
Addressing stigma and discrimination  Yes 
Gender empowerment and / or  gender equality Yes 
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1.4 Were target populations 
identified through a process of a 
needs assessment or needs analysis?  
 

YES 2004,  Joint Programme Review 
2007 Joint Programme Review 

1.5 What are the target populations 
in the country 

General 
Population 
Youth  
Women 
Sex Workers 
Clients of sex 
workers 
PLHIV 
Uniformed 
service 
personnel 

 

1.6 Does the multisectoral 
strategy/action framework include 
an operational plan 

Yes Programme of Work 
Annual Programme of Work 

1.7 Does the multisectoral 
strategy/action framework or 
operational plan include: 
Formal programme goals 
Clear target and or  milestones 
Detailed budgets of costs per 
programme area 
Indication of funding sources 
Monitoring and Evaluation 
Framework 

 
 
Yes 
Yes 
Yes 
Yes 
Yes 

 

1.8 Has the country ensured “full 
involvement and participation” of 
civil society in the development of 
the multi-sectoral strategy/action 
framework?  
 

Active 
involvement 

The civil society is part of the committees 
within the Ghana AIDS Commission 
involved in the joint programme review 
and involved in the development of the 
strategic framework. They thus has the  
opportunity to provide the information 

1.9 Has the multisectoral 
strategy/action framework been 
endorsed by most external 
Development Partners (bi-laterals; 
multi-laterals)? 

Yes These partners were part of the process 

1.10 Have external Development 
Partners (bi-laterals; multi-laterals) 
aligned and harmonized their HIV 
and AIDS programmes to the 
national multisectoral 
strategy/action framework 

Yes Key partners provided their programs for  
incooperation in the  strategic framework, 
( DFID, USAID , Neither lands Embassy) 

 
2. Has the country integrated HIV and AIDS 
into its general development plans such as: a) 
National Development Plans, b) Common 
Country Assessments/United Nations 
Development Assistance Framework, c)Poverty 
Reduction Strategy Papers, d) Sector Wide 
Approach?  

Yes 

Poverty Reduction Strategy Papers Yes 
United Nations Development Assistance 
Framework 

Yes 
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2.1 IF YES, in which development plans is policy support for HIV and AIDS integrated 
Policy  Area PRSP UNDAF SWAP 
HIV prevention X   
Treatment for 
opportunistic infections 

X   

Antiretroviral therapy X   
Care  and support  X   
AIDS impact 
alleviation 

X   

Reduction of  gender 
inequalities 

X   

Reduction of income 
inequalities 

X   

Reduction of stigma 
and discrimination 

X   

Women’s economic 
empowerment 

X   

 
3. Has the country evaluated the impact of HIV and 
AIDS on its socio-economic development for 
planning  
purposes? 

No A study has been commissioned and 
will  be completed in 6 months  

4. Does the country have a strategy/action framework 
for addressing HIV and 
AIDS issues among its national uniformed services 
such as military, police, peacekeepers, prison staff, 
etc? 

Yes  

4.1 IF YES, which of the following programmes have been implemented beyond the pilot stage  
reach a significant proportion of one or more uniformed services? 
Behaviour Change Communication X Prisons, Police, Military, CEPS 
Condom Promotion  X Prisons, Police, Military, CEPS 
HIV testing and Counselling X Prisons, Police, Military, CEPS 
STI services X Prisons, Police, Military, CEPS 
Treatment X Police, Military,  
Care  and Support X Police, Military,  
Others   
 
HIV testing is generally voluntary and opt-out. However in the Military testing prior to peace 
keeping mission is mandatory but is supported with counselling services 
  
5. Has the country followed up 
on commitments towards 
universal access made during 
the High-Level AIDS  
Review in June 2006?  
 

Yes National  AIDS  Control 
Programme, Ghana National 
ART Scale up  Plan  2006-
2010, Towards Universal 
Access to antiretroviral 
therapy, January 2006 
 

5.1 Has the National Strategic 
Plan/operational plan and 
national AIDS budget been 
revised accordingly 

Yes  

5.2 Have the estimates of the 
size of the main target 
population sub-groups been 
updated?  
 

Yes National AIDS Control 
Program, Ghana  Health 
Service Technical  Report 
Estimates and Projections of 
National  HIV prevalence and  
Impact in Ghana using Sentinel  
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Surveillance Data adjusted 
with  DHS+ Data, 2007  

5.3 Are there reliable estimates 
and projected future needs of 
the number of adults and 
children requiring antiretroviral 
therapy?  

Yes  

5.4 Is HIV and AIDS 
programme coverage being 
monitored?  

Yes  

IF YES, is coverage monitored 
by sex (male, female)? 

Yes  

IF YES, is coverage monitored 
by population sub-groups?  

No Not fully 

IF YES, which population sub-
groups 

Children  
Adults  

 

IF YES, is coverage monitored 
by geographical area? 

Yes Site, district , regional levels 

IF YES, at which levels 
(provincial, district, other)?  

Regional, District and site 
levels 

 

5.5 Has the country developed 
a plan to strengthen health 
systems, including 
infrastructure, human resources 
and capacities, and logistical 
systems to deliver drugs?  

Yes  

  
Overall, how would you rate strategy planning efforts in the HIV and  AIDS programmes in 2007 
and in 2005?  
2007 8 
2005 7 
Comments on progress made in strategy planning efforts since 2005:  

• Availability of more resources in 2006 and 2007 
• Increased contribution from the district level 
• Improved stakeholder participation through partner forums,  Global business coalition,  

Technical Working Groups 
• More advocacy at all levels 
• Improved capacity at all  levels 

 
II. POLITICAL SUPPORT 
Strong political support includes government and political leaders who speak out often about AIDS 
and regularly chair important meetings, allocation of national budgets to support the AIDS 
programmes and effective use of government and civil society organizations and processes to 
support effective AIDS programmes 
  
1. Do high officials speak 
publicly and favourably about 
AIDS efforts in major domestic 
for a at least twice a year?  
 

  

President/ Head of  
Government  

No 
 

Not high this year 
 

Other High Officials Yes Only Vice President has  
spoken about HIV four times  
this year ( 2007) 

Other Officials in regions and 
districts 

YEs Parlaimentarians involved in 
Advocacy 
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2. Does the country have an 
officially recognized national 
multisectoral AIDS 
management/coordination 
body? (National AIDS Council 
or equivalent)?  
 
 

Yes  

2.1 If YES, when was it 
created? 

2002  

2.2 If Yes, who is  the chair President  
2.3  if Yes, does it have a terms 
of Reference 

Yes  

Have active Government 
Leadership and participation 

  

Defined membership 
       Including civil society 
If yes What percentage 
       PLHIV 
       Private sector 

Yes 
Yes 
40% 
Yes 
Yes 

 

Have an Action plan Yes  
Functional Secretariat Yes  
Meet quarterly Yes  
Review action on policy 
decision regularly 
Review action on policy 
decisions 
Actively promote policy 
decisions 
Pro vide opportunity fir civil 
society to influence decision- 
making? 
Strengthen donor coordination 
to  avoid parallel funding and 
duplication of effort in 
programming and reporting 

Yes 
 
Yes 
 
Yes 
 
Yes 
 
 
Yes 
 
 
 

 

3. Does your country have a national HIV/AIDS body or other mechanism that promotes 
interaction between government, PLHIV, the private sector and civil society for implementing 
HIV/AIDS strategies/programmes? 

3. Does your country have a national HIV/AIDS body or other 
mechanism that promotes interaction between government, 
PLHIV, the private sector and civil society for implementing 
HIV/AIDS strategies/programmes? 

 

Yes   

3.1 If yes does  it include Yes   
Terms of Reference Yes   
Defined  Membership Yes   
Action  Plan Yes   
Functional  Secretariat Yes   
Regular  meetings Yes  Quarterly 
If Yes, What are  the main achievements 

• In creased awareness of  the pandemic 
• Coordination and established and strengthen government 

structures for t he implementation of HIV/AIDS 
programmes  in the country 

• Increased Mobilisation of resources for HIV resulting in: 
o Increased number of treatment sites 
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o Increased number of PLHIV on treatment 
o Creation of new structure for wider participation 

e.g Ghana Business Coalition 
If Yes what are the main challenges for the work of the body? 
• Inadequate Funding 
• Human resources (number and  capacity) 
• Dealing with complacency due to low prevalence 
• Involvement and active involvement of electronic and print 

media 
• Conflict of culture with western life style which fuels behaviour 

which facilitate transmission 

  

4. What percentage of the national HIV and AIDS budget was spent 
on activities implemented by civil society I n the past year? 

30% How difficult to  
track 

5 What kind of  support does  GAC provide to implementing partners 
of the national program, particularly to civil society organizations 

  

Information on priority needs and services Yes  
Technical Guidelines/ materials Yes  
Drugs/ supplies procurement and distribution  No, done by  

NACP/MOH 
Coordination with other implementing partners Yes  
Capacity building Yes  
Others 
Policy direction 
Finances (resource mobilisation 

  

6. Has the country reviewed national policies and legislation to 
determine which, if any are inconsistent with the National AIDS 
Control Policies? 

Yes  

6.1 If yes were policies and legislation amended to be consistent with 
the National AIDS Control Policies 

 No Laws already 
exists  in line with 
policies 

     
Overall, how would you rate the political support for the HIV/AIDS programmes in 2007 and 2005 
2007              Poor                                                                        Good 
                        0      1      2      3      4      5      6      7     8       9      10 
2005               Poor                                                                        Good 
                        0      1      2      3      4      5      6      7       8       9      10 
Comments: 
Slight increase in processes 
More Policies instituted during this reporting period. 
 
III PREVENTION 

1. Does your country have a policy or strategy that promotes information, education and 
communication (IEC) on HIV/AIDS to the general population? 

Yes 

1.1 If yes what key messages are explicitly promoted X 
De sexually abstinent X 
Delay sexual debut X 
Be faithful X 
Reduce the number of  sexual partners X 
Use condom consistently X 
Engage in safe® sex X 
Avoid commercial sex X 
Abstain from injecting  drugs X 
Use clean needles and syringes X 
Fight against violence against women X 
Greater acceptance and involvement of PLHIV X 
Greater involvement of men in reproductive health programmes X 
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Other Blood safety  - make sure blood is screened and safe   
Donate to save a life 

X 

1.2 In the last year, did the country implement an activity or programme to promote 
accurate HIV/AIDS reporting by the media?  

Yes 

 
2. Does your country have a policy or strategy promoting 
HIV/AIDS related reproductive and sexual health education 
for young people? 

Yes  

2.1 Is  HIV education part of  the curriculum in  
Primary 
Secondary 
Teacher training 

 
Yes 
Yes 
Yes 

 

2.2 Does the strategy/ curriculum provide the same 
reproductive and sexual heat education for young men and 
young women 

Yes  

2.3 Does the country have an HIV education strategy for out-
of school young people 

Yes Not as 
comprehensive as 
in school youth 

3 Does your country have a policy or strategy to promote IEC 
and other preventive health interventions for vulnerable 
populations? 

Yes  

If Yes, which sub-populations  and what elements of HIV 
prevention for the policy strategy address 

  

 IDU MSM Sex 
Workers 

Clients sex 
workers 

Prison 
inmates 

Other sub-
populations 

Targeted 
information on risk 
reduction and HIV  
education 

 X X X X Migrant 
populations, 
uniformed 
services 

Stigma and 
discrimination 
reduction 

  X X X  

Condom 
promotion 

 X X X X  

HI V  testing & 
counselling 

 X X X X  

Reproductive 
health, including 
STI  prevention & 
treatment 

 X X X X  

Vulnerability 
reduction (e.g. 
income  
generation) 

N/A N/A X N/A N/A  

Drug substitution  
therapy 

 N/A N/A N/A N/A  

Needle & syringes 
exchange  

 N/A N/A N/A N/A  

 
 
Overall, how would you rate policy efforts in support of prevention in 2007 and  2005? 
2007            Poor                                                                        Good 
                        0      1      2      3      4      5      6      7       8       9      10 
2005               Poor                                                                        Good 
                        0      1      2      3      4      5      6      7       8       9      10 
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Policy efforts have been strengthen since 2005 
  

 
4. Has the country identified the  districts ( or equivalent geographical/ decentralized and level) in 

need of  HIv prevention programmes? 
 YES 
 
If yes to what extent have the following HIV programmes been implemented in identified districts 
in need? 

This activity is available in  HIV  prevention 
programmes All districts in need Most districts in need Some districts  in need 
Blood safety X   
Universal precautions  
in health care settings 

X   

Prevention of  mother 
to child transmission 

X   

IEC on risk reduction X   
IEC on stigma 
discrimination 

X   

Condom promotion X   
HIV testing and 
counselling 

X   

Harm reduction for 
IDU 

  N/A 

Risk reduction of 
MSM 

  X 

Risk reduction of SW  X  
Reproductive health 
services including STI 
prevention and 
treatment 

 X  

School based AIDS 
education for young 
people 

X   

Programmes for out of 
school young peole 

X X  

HIV prevention in the 
workplace 

 X  

others X   
        

            
Overall, how would you rate efforts in the implementation of HIV prevention programmes in 2007 
and 2005? 
2007               Poor                                                                        Good 
                        0      1      2      3      4      5      6      7       8       9      10 
2005               Poor                                                                        Good 
                        0      1      2      3      4      5      6      7       8       9      10 
 
Improved implementation of programmes for most population groups. 
: 
  
 
IV. Care and Support 

 
1. Does your country have a policy or strategy to promote comprehensive HIV/AIDS care and 

support, (Comprehensive care includes, but is not limited to, VCT, psychosocial care and home 
and community-based care?   Yes   
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1.1 if yes does it give sufficient attention to barriers for women and children and most at risk 
populations?        Yes 
 
2. Has the country identified the districts( or equivalent geographical/ decentralized level) in need 
of HIV and AIDS  treatment, care and support   Yes 
                       

If yes to what extent have the following HIV and AIDS treatment, care and support services 
been implemented in the identified districts in need.  
 

The service available HIV treatment , care ad support services 
All 
districts 

Most 
districts 

Some 
district 

Antiretroviral therapy  X  
Nutritional care   X 
Paediatric AIDS treatment  X  
Sexually transmitted Infection  Management X   
Psychological support for PLHIV and their families X   
Home Based Care  X  
Palliative care and treatment of common HIV 
related infections 

X   

HIV testing and counselling  for TB patients  X  
TB screening for HIV infected people  X  
TB preventive therapy fir  HIV infected people   N/A 
TB  infection control in HIV treatment and care 
facilities 

  X 

Co-trioxazole prophylaxis I HIV infected people X   
Post exposure prophylaxis X   
HIV treatment service in the workplace   X 
HIV care  and  support in the workplace   X 
Other programmes 
Care for OVC 

  X 

    
    
    
    
 

3. Does the country have a policy for developing / suing generic drugs or parallel of drugs for HIV?
     Yes 
4.  Does the country have access to regional procurement and supply management mechanism for 
critical commodities, such as antiretroviral drugs, condoms and  substitution   
   No 
 
5. Does the country have a policy or strategy to address the additional HIV or AIDS- related 

needs of orphans and other vulnerable children ( OVC) Yes 
 
If yes , is there  an operational 
definition for OVC 

Yes  

If yes does the country have a 
national action plan specifically 
for OVC 

Yes  

If yes, does  the country have 
an estimate of OVC being 
reached by existing 
interventions 

Yes  

If yes what percentage of OVC 
is being reached 

60%  
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Overall, how would you rate efforts to meet the in the implementation of HIV  care,  treatment and  
support programmes in 2007 and 2005? 
2007               Poor                                                                        Good 
                        0      1      2      3      4      5      6     7       8       9      10 
2005               Poor                                                                        Good 
                        0      1      2      3      4      5      6     7       8       9      10 
Increase in the number  of sites 
Increase in the capacity building 
Logistics and needed equipment available 
Services have been brought closer to the client 
More demand for services will  be created in 2008 
 

 
 
Overall, how would you rate the efforts to meet the needs of orphans and other vulnerable children? 

 
 
Poor                                                                        Good 
                        0      1      2      3      4      5      6      7       8       9      10 
2005               Poor                                                                        Good 
                        0      1      2      3      4      5      6      7       8       9      10 
  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 70

 
V. Monitoring and Evaluation 

1. Does your country have one national Monitoring and Evaluation (M&E) plan? 
Yes    
The National Monitoring and Evaluation Plan 2006- 2010 
 

 IF YES, was it endorsed by key partners in evaluation?  Yes 
 
      1.2. Was the M&E plan developed in consultation with civil society, PLHIV? 
 
                           Yes                                                       
 

2. Does the M&E plan include? 
 

A data collection and analysis 
strategy 

Yes  

Behaviour surveillance Yes  
HIV surveillance Yes  
A well- defined standardized 
set of indicators 

Yes  

Guidelines on tools for data 
collection 

Yes  

A strategy for  assessing 
quality and a ccuracy of data 

Yes  

A data dissemination and use 
strategy 

Yes  

 
3. Is there abudget for the M and E plan? 
Yes for the period 2006 – 2010 
 

 If yes, has funding been secured?  

      Yes                                          

 

4. Is there a Monitoring and Evaluation functional Unit or Department? 

         Yes                   

    4.1 IF YES, 

         Based in NAC or equivalent?                           Yes              

         Based in Ministry of Health?                            Yes             No 

         Elsewhere?                                                         Yes              No 

 

4.2 If yes how many and what type of permanent and temporary professional staff are working 

in the M&E Unit 

Permanent staff   

Direction of Policy Planning 

Research Monitoring and  

Evaluation 

Full Time 2000 

M and E Coordinator Full  time 2002 

Temporary staff 1 person  
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4.3 If yes, are there mechanisms in place to ensure that all major implementing partners submit 

their report to this Unit or Department for review and consideration in the  country’s 

national  reports?       Yes                               

Comments: 

The mechanism does not work fully. There are challenges in obtaining reports from those not 

funded by GAC 

• Challenges with human resources at the national level  

 

5. Is there a committee or working group that meets regularly coordinating M&E activities, 
including surveillance? 

Yes, meets regularly                         
 

5.1 Does it include representation from civil society, PLHIV? 
 

                  Yes                                 

6. To what degree (Low to High) are UN, bi-laterals, other institutions sharing M&E results? 

    Low                        High 
     0    1    2    3    4    5    
 
Yes  

  6. Does the M&E Unit manage a central national database? 

Yes                               

6.2 IF YES, what type is it?   A simple database using access with key indicators 
 

6.3. Is there a functional Health Information System? 

National Level 

Sub-national (regional) 

Yes                    

Yes                   

10. Is there a function Education System?        

National Level 

Sub-national 

Yes                    

Yes                    

    

If yes, please specify the level, i.e., district 

6.4. Does your country publish at least once a year an evaluation report on HIV/AIDS, including 

HIV   surveillance reports?      

                 Yes                             

7. To what extent strategic information is used in planning and implementation? 

   Low                           High 
     0    1    2    3    4    5     

 

What are examples of data use? 

• Targeted population identified and prioritised the following  year 

- At national level?                                    Yes             

Number trainers  2 
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At sub-national level?                                2, Regional focal persons train ed 

international 

138 persons from 138 districts 

Including civil society?                            No 

 

Overall, how would you rate the monitoring and evaluation efforts of the HIV/AIDS programme? 
2007               Poor                                                                        Good 
                        0      1      2      3      4      5     6      7       8       9      10 
2005               Poor                                                                        Good 
                        0      1      2      3      4      5      6      7       8       9      10 
 
Operational  manuals have been developed, training for district and  regional level staff has  been 
conducted, planning processes have  been strengthened 
 

PART B 

I. Human Rights 

 
1. Does your country have laws and regulations that protect people living with HIV/AIDS 

against        discrimination (such as general non-discrimination provisions or those that 
specifically mention HIV, that focus on schooling, housing, employment, etc.)? 

 

Yes 

If yes specify  

If yes  for which sub-populations  

women Yes 

Young people Yes 

IDU No 

MSM No 

Sex workers No 

Prison inmates No 

Migrant populations No 

other  

If yes, what mechanism are in place  to ensure the laws are implemented 

The Domestic  Violence Unit for enforcement to prevent domestic violence 

The Commission on  Human Rights and Administrative Justice, provides an avencue to seek 

redress for human rights violations 

Legal aid scheme: ensures that the poor have legal support   

Labour commission to seek redress for work related in justices 

 

3. Does your country have laws and regulations that present obstacles to effective HIV 
prevention and care for most-at-risk populations? 
 

Yes 

If yes for which populations?  

MSM Yes 

Sex workers Yes 
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Prison inmates Yes 

  

4 Is the promotion and protection of human rights explicitly mentioned in any HIV/AIDS 
policy/strategy? 
If yes briefly describe this mechanism 

Yes  

5 Is  there  a mechanism to  record, document and address cases of discrimination 
experienced by PLHIV and  or most at risk populations 

No 

Has the Government, through political and financial support, involved vulnerable 
populations in governmental HIV policy design and programme implementation? 

Yes 

PLHIV forma par t of the Ghana AIDS  commission and are represented on all  the 
committees 
PLHIV are  part  of  the CCM 
PLHIV  have received a large amount of support for implementation of activities 

 

7 Does your country have a policy to ensure equal access, between men and women, to 
prevention and care? 
 

 

HIV prevention services No 

Antiretroviral treatment No 

HIV related care and support interventions No 

8. Does the country have a policy to ensure equal access to women and men to prevention, 
treatment, care and support? I n particular, to ensure access for women outside the context of 
pregnancy and childbirth.  
 
Enshrined  in the HIV Policy, The Domestic Violence Act and the gender Policy 

Yes 

9. Does your country have a policy to ensure equal access to prevention and care for most-at-
risk population? Only for  vulnerable populations 

No 

9.1 Are there  differences in approaches for  different most at risk populations No 

10 Does your country have a policy prohibiting HIV screening for general employment 
purposes (appointment, promotion, training, benefits)? 
 

Yes 

11. Does your country have a policy to ensure that HIV/AIDS research protocols involving 
human subjects are reviewed and approved by a national/local ethical review committee? 
 

Yes 

11.1 IF YES, does the ethical review committee include civil society and PLHIV? 

 

No 

12. Does your country have the following monitoring and enforcement mechanisms? 
Existence of independent national institutions for the promotion and protection of 
human rights, including human rights commissions, law reform commission, watchdogs, 
and ombudspersons which consider HIV –related issues within their work 

 

Yes 

Focal points within governmental health and other departments to monitor HIV- related 
human rights abuses  and HIV- related discrimination in areas  such as housing and 
employment 

No 

       Performance  indicators or benchmarks 
a) compliance with human rights standards in the  context of HIV efforts 

No 

b) reduction of HIV –related sigma and discrimination  No 

13 Have members of the judiciary been trained/sensitized to HIV/AIDS and human rights 
issues that may come up in the context of their work 

Yes 

14 Are the following legal support services available in your country? 

 

 

Legal and systems for HIV/AIDS casework Yes 
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State support to private sector laws firms or university based centres to provide free pro 

bono legal services to people living  with HIV/AIDS in areas such as discrimination 

No 

Programmes to educate, raise awareness among people living  with HIV/AIDS concerning 

their rights  

Yes 

15 Are there programmes designed to change societal attitudes of discrimination and 
stigmatization associated with HIV/AIDS to understanding and acceptance? 
If yes what types of Programmes 

Yes 

Media Yes  

School  Education Yes  

Personalities YEs  

 
 

Overall, how would you rate the policies, laws and regulations in place to promote and protect 
human rights in relation to HIV/AIDS in 2005 and 2007? 
2007                Poor                                                                        Good 
                        0      1      2      3      4      5      6      7       8       9      10 
2005              Poor                                                                        Good 
                        0      1      2      3      4      5      6      7       8       9      10 
 
Plicies  are  in place, Domestic Violence Act, OVC Policy has been added 
Overall, how would you rate the efforts to enforce the existing policies, laws and regulations? 
2006               Poor                                                                        Good 
                        0      1      2      3      4      5      6      7       8       9      10 
2004               Poor                                                                        Good 
                        0      1      2      3      4      5      6     7       8       9      10 
 
DOVSU and legal aid systems are being used to enforce laws and regulation. There is  still a  long 
way to go. 

 

 

II. Civil society participation 

1. To what extent civil society has made a significant contribution to strengthening the 
political commitment of top leaders and national policy formulation? 

 
                           Low                       High 
                             0    1    2    3    4    5     

2. To what extent civil society representatives have been involved in the planning and 
budgeting process for the National Strategic Plan on HIV/AIDS or for the current activity plan 
(attending planning meetings and reviewing drafts)? 

                             Low                       High 
                              0    1    2    3    4    5  

 
3. To what extent are the services provided by civil society to areas of prevention and care 
and treatment and support included? 
 
In both the National Strategic plans and reports 

                                 Low                    High 
                                0    1    2    3    4    5   
 
In the national budget 
                                 Low                    High 
                                0    1    2    3    4    5   
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 4. Has your country conducted a National Periodic review of the Strategic Plan with the 
participation of civil society ? 
 
                                 Yes         

If  yes, when was  the  review conducted 2005 and 2007         

 
5. To what extent is the  civil society sector representation in HIV related efforts inclusive of its 
diversity 

                                    Low                      High 
                                    0    1    2    3    4    5 

 
7. 5. To what extent is the civil society sector able to access 

a. adequate financial support to implement its  HIV activities 
 

Low                      High 
                                    0    1    2    3    4    5 

 
b. adequate technical support to  implement its HIV activities 

Low                      High 
                                    0    1    2    3    4    5 

 
Overall, how would you rate the efforts to increase civil society participation in 2005 and 2007? 
2006               Poor                                                                        Good 
                        0      1      2      3      4      5      6      7       8       9      10 
2004               Poor                                                                        Good 
                        0      1      2      3      4      5      6      7       8       9      10 
In case of discrepancies between 2003 and 2005 rating, please provide main reasons supporting 
such difference: 
More involvement of civil society in  planning due changes in funding mechanism reduced funding 
has  been available in 2006 and 2007 
III PREVENTION 
 
1. Has the country identified the  districts ( or equivalent geographical/ decentralized and level) in 
need of  HIV prevention programmes? 
 YES 
 
If yes to what extent have the following HIV programmes been implemented in identified districts 
in need? 
  
 

This activity is available in  HIV  prevention 
programmes All districts in need Most districts in need Some districts  in need 
Blood safety X   
Universal precautions  
in health care settings 

X   

Prevention of  mother 
to child transmission 

X   

IEC on risk reduction X   
IEC on stigma 
discrimination 

X   

Condom promotion X   
HIV testing and 
counselling 

X   

Harm reduction for 
IDU 

  N/A 
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Risk reduction of 
MSM 

  X 

Risk reduction of SW X   
Reproductive health 
services including STI 
prevention and 
treatment 

 X  

School based AIDS 
education for young 
people 

X   

Programmes for out of 
school young people 

X X  

HIV prevention in the 
workplace 

 X  

Others X   
        

            
Overall, how would you rate efforts in the implementation of HIV prevention programmes in 2007  
and 2005? 
2007               Poor                                                                        Good 
                        0      1      2      3      4      5      6      7       8       9      10 
2005               Poor                                                                        Good 
                        0      1      2      3      4      5      6      7       8       9      10 
 
Improved implementation of programmes for most population groups. 
: 
  
 
(5, 7) 
(4.5, 6.5) 
 
 
 
VI. Care and Support 
2. Does your country have a policy or strategy to promote comprehensive HIV/AIDS care and 

support, (Comprehensive care includes, but is not limited to, VCT, psychosocial care and home 
and community-based care?   Yes   

 
1.1 if yes does it give sufficient attention to barriers for women and children and most at risk 
populations?        Yes 
 
2. Has the country identified the districts( or equivalent geographical/ decentralized level) in need 
of HIV and AIDS  treatment, care and support   Yes 
                       

If yes to what extent have the following HIV and AIDS treatment, care and support services 
been implemented in the identified districts in need.  
 

The service available HIV treatment , care ad support services 
All 
districts 

Most 
districts 

Some 
district 

Antiretroviral therapy  X  
Nutritional care   X 
Paediatric AIDS treatment  X  
Sexually transmitted Infection  Management X   
Psychological support for PLHIV and their families X   
Home Based Care  X  
Palliative care and treatment of common HIV X   
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related infections 
HIV testing and counselling  for TB patients  X  
TB screening for HIV infected people  X  
TB preventive therapy fir  HIV infected people   N/A 
TB  infection control in HIV treatment and care 
facilities 

  X 

Co-trioxazole prophylaxis I HIV infected people X   
Post exposure prophylaxis X   
HIV treatment service in the workplace   X 
HIV care  and  support in the workplace   X 
Other programmes 
Care for OVC 

  X 

 
 
 
Overall, how would you rate efforts to meet the in the implementation of HIV care,  treatment and  
support programmes in 2007 and 2005? 
2007               Poor                                                                        Good 
                        0      1      2      3      4      5      6     7       8       9      10 
2005               Poor                                                                        Good 
                        0      1      2      3      4      5      6     7       8       9      10 
Increase in the number  of sites 
Increase in the capacity building 
Logistics and needed equipment available 
Services have been brought closer to the client 
More demand for services will  be created in 2008 
 

 
3. What percentage of the following HIV programmes or services is estimated to be provided 

by the civil society?  
 
 
 
Prevention for youth 25- 50% 
Prevention for vulnerable sub-populations 
IDU 
MSM 
Sex workers 

 
 
75% 
75% 

Counselling and Testing 25% -50% 
Clinical services ( OI/ART) <25% 
Home Based Care 25 -50% 
Programme for OVC 50 -75% 
 
6. Does the country have a policy or strategy to address the additional HIV or AIDS- related 

needs of orphans and other vulnerable children ( OVC) Yes 
 
If yes , is there  an operational 
definition for OVC 

Yes  

If yes does the country have a 
national action plan specifically 
for OVC 

Yes  

If yes, does  the country have 
an estimate of OVC being 
reached by existing 
interventions 

Yes  

If yes what percentage of OVC 
is being reached 

1%  



 78

  
 



 79

ANNEXE 4 
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 2006–December 2007  
  

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 

 
[Instructions: This section should cover the detailed status of the HIV prevalence in 
the country during the period January 2006–December 2007 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–
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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.] 

 
VII. Support from the country’s development partners 
 

[Instructions: This section should focus on (a) key support received from and (b) 
actions that need to be taken by development partners to ensure achievement of the 
UNGASS targets.] 
 

VIII. Monitoring and evaluation environment 
 
[Instructions: This section should provide (a) an overview of the current monitoring 
and evaluation (M&E) system; (b) challenges faced in the implementation of a 
comprehensive M&E system; and (c) remedial actions planned to overcome the 
challenges, and (d) highlight, where relevant, the need for M&E technical assistance 
and capacity-building. Countries should base this section on the National Composite 
Policy Index.] 

 
ANNEXES 
 
ANNEX 1: Consultation/preparation process for the country report on 

monitoring the progress towards the implementation of the 
Declaration of Commitment on HIV/AIDS  
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