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Executive Summary

Introduction

In 2004, approximately 400,000 Ghanaians were estidhto be HIV-positive and this
number is expected to reach 500,000 by 2bl%.prevalence rates have increased from
2.6 percent in 2000, to 3.6 percent in 2003, addp8rcent in 2004 (National AIDS/STI
Control Programme, GHS, 200%Yithin this general pattern are considerable viemast
by geographic region, gender, age, occupation, andsome degree, urban-rural
residence. There have emerged pockets of higletiofewhich have had considerable
impact on the socio-cultural and economic situatbsauch areas.

This National Strategic Framework 2006—2010 (NSF rdcognises the HIV/AIDS
epidemic as a socio developmental challenge amdeftbre, incorporates issues dealing
with recent evolutions in the epidemic, the sotmates driving the epidemic, the socio-
cultural environment, and the experiences fromfitis¢ strategic framework 2001-2005
(NSF ).

Guiding Principles for National Strategic Framework 2006—2010

This NSF 1l is designed to provide an overall plagnguide for a vastly expanded effort
to deal with the epidemic including improvements th® supporting environment,
preventing infections, targeted behaviour changgmammes to the general population
as well as specific vulnerable groups, treatmeaie @nd support, and combating stigma
and discrimination. These strengthened and exphatferts will take place within the
framework of the “Three Ones” Principles:

* One HIV/AIDS Action Framework that provides the isafer coordinating the
work of all partners;

* One national AIDS coordinating authority with a étddbased multisectoral
mandate for HIV/AIDS overall policy and co-ordimat; and

» One agreed country level monitoring and evaluasigstem.

In addition, the implementation of this NSF Il isderpinned by the fact that HIV/AIDS
management requires:

» A multi-sectoral partnership approach;

* Respect for fundamental human rights;

» Access to information and comprehensive services;

» Effective coordination of the decentralisation @sge of organizations,
communities, individuals, and PLWHA patrticipatingdasharing responsibilities
in all HIV/AIDS programmes; and

* Mobilization of adequate resources, financial angman, to support the
Framework.



Structure of NSF Il and Key Interventions

Seven key intervention areasare identified in NSF Il around which comprehegsiv
action plans including budgets will be preparedifigplementation.

The key intervention areas are organized into @raptIn each chapter are objectives,
key issues, strategic results, challenges, stededhe lead agency and key actors in
programming. These seven key intervention areasdicated below.

1. Policy, Advocacy and Enabling Environment: The favourable socio-political
environment within the country inspired the devehgmt of NSF | and NSF 1l. The 1992
Constitution recognizes and affirms the basic sgiftcitizens. The President also serves
as the Chairman of the Ghana AIDS Commission, hadrivolvement of key Ministries,
the private sector, traditional and religious leadind civil society have helped to create
a favourable response to the epidemic. One ofthialenges is the utilization of this
social and political commitment in the developmantl implementation of effective
programmes and activities. Some of the intendedgraromes are likely to be
controversial and require social and attitudinabradie in diverse areas such as
enforcement of laws against stigma and discrimamatnorms regarding transactional
sex, and multiple sexual partnerships. NSF |l reces the need to develop and
operationalise laws and policiés protect the rights of PLWHA, meet the challenges
posed by stigma and discrimination, as well as memands involved in expanding
prevention, treatment, care and support. Advoeaclsocial mobilization will constitute
important tools in addressing socio-cultural isswegh as eliminating stigma and
discrimination against PLWHA and improving the tigtand status of women, orphans
and other vulnerable persons.

2. Coordination and Management of the Decentralised Response: Coordination and
management of the national response through thentlatised system constitute key
components of HIV/AIDS programme implementationeTBhana AIDS Commission
(GAC) as the national coordinating body blends bptiitical focus and technical
dimensions to ensure a harmonised national respémeng the strategies needed to
achieve an effective decentralised response withbestrengthening of the Ghana AIDS
Commission, establishing clearly defined roles eggponsibilities for all implementers
and stakeholders, and capacity building of all ipgrénts — National, Regional and
District levels, NGO, CBO and the private sectoto-implement and monitor all the
steps necessary to combat the HIV/AIDS epidemit.NEF Il the private sector, civil
society, organized labour, religious and traditloteaders will be mobilised for
programmes and to ensure that HIV/AIDS is kepthat tentre stage of the political
aspects of coordination, policy direction and guoml and the development of
partnerships.

3. Mitigating the Social, Cultural, Legal and Economic Impacts. The HIV/AIDS

epidemic poses a developmental and social challemgghana. The spread of HIV is

strongly influenced by the social, cultural andremmic environment. The sexual, social

and spatial milieus in which people operate, ardpilitical structures which provide the
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framework for governance, have implications for gagtern of spread and the nature of
responses to the epidemic. Affecting the mostvaciproductive and the reproductive
members of the society, HIV/AIDS impacts on a coynh diverse ways. At the
economic level it lowers productivity and increasies cost of business. The challenges
involve identifying and enhancing the positive sb@spects that may help to reduce
transmission and mitigate the effects of the epidesuch as reinforcing and supporting
strong families and communities. At the same tithe, programme will identify and
eliminate negative social aspects, such as theaugatipn of women and other gender
issues that have implications for the spread, prsgme and mitigation of the impact of
the epidemic. The economic impact of the epidemitarge and growing, and it will
affect the national economy in many ways. Mitiggtthe impact of the epidemic at the
societal level will involve mainstreaming HIV/AIDSnto a number of national
programmes -- the Poverty Reduction Strategy, addrg gender-based vulnerability,
domestic violence, coercion and marginalizatiorm@imen -- and harmonizing some
national laws with the international laws that vas Governments of Ghana have signed
and which have implications for the management Bf/MIDS and rights of persons.
Programmes will also be pursued that will providdAMA with resources (e.g. micro
credit) to improve their wellbeing and survival.

4. Prevention and Behavioural Change Communication: One of the challenges of the
national response is developing the next generatiomterventions, including Behaviour
Change Communication (BCC), which focus on changindividual risky sexual
behaviour as well as community perceptions antudts about HIV/AIDS and PLWHA.
Such programmes will target the general populatpecific vulnerable groups, such as
sex workers and their clients, STI clinic attendessgratory populations, youth
(particularly those on the street), itinerant tradevomen (especially subgroups that
suffer disproportionately from the disease suclhase not currently in marital unions)
and middle class employed persons. Also geograpingas where there is high
prevalence, and places such as bars, markets, rbtodes and truck stops where
unprotected, casual sex takes place will be tadigata non-stigmatising manner.

5. Treatment, care and support: Opportunities for comprehensive treatment, Gard
support have expanded rapidly within the last fisgars. For example, antiretroviral
drugs have become increasingly accessible anddafite and are currently being
supplied to an increasing number of people. AR¥rdpy has been simplified and
funding has become increasingly available in deyialp countries as a result of stronger
bilateral and multi-lateral partnerships and stteaged international commitments to the
fight against HIV/AIDS. These developments set stege for a rapid scaling-up of
treatment programmes. Adopting this plan impliesrking towards the goal of
providing treatment to all people who require ihiSfmay lead to substantial shortages in
the availability of drugs at some period during foaling-up. Therefore it will require
the development of access policies which includedge and age equity. At the same
time, care and support programmes for PLWHA wiljuiee substantial expansion of
institutional, community, and family efforts, and appropriate manpower mix which is
feasible, affordable, and meets the needs of abh wdguire care and support. The
solution will be a combination of professional pemsel and volunteers, all of whom will
require substantial training and continuing support

8



6. Research, Surveillance, Monitoring and Evaluation: NSF Il will be guided by
evidence-based strategies and programmes. Thisirgequnstitutions capable of
conducting high quality research, as well as systefior collating, storing and
disseminating quality data and information in a diyn manner. Through research,
surveillance, monitoring and evaluation activitiehosen strategies in NSF 1l will be
assessed throughout the entire process of programmpéementation. Periodic
assessments that provide status, trends and chanogmits, outputs and outcomes will
help managers to monitor programmes, and make tatgnss as and when necessary.
Strategies to strengthen these areas include genglalear priorities for research and a
national research agenda; updating and operatsamglithe national monitoring and
evaluation plan; and the timely dissemination dfadand information at various levels.
These activities will call for the strengtheningingtitutional mechanisms for conducting
research, surveillance, monitoring and evaluatioertsure that desired changes in sexual
behaviour are occurring, stigma and discriminatios declining, the incidence of HIV is
declining, and that PLWHA and others affected bg thpidemic receive needed
treatment, care and support.

7: Mobilization of Resources and Funding Arrangements. Resource mobilization and
utilization are critical elements in meeting thegauhuman, financial and material
resources required for the expanded and diversgiedrammes envisaged. Under NSF
II, resource mobilisation and funding will be enbad and effectively coordinated
through a partnership forum under the leadershiA€C. The objective is to ensure that
resources committed to HIV/AIDS activities from aburces are pooled into an
integrated system to support the national respolmseddition, the Framework will
ensure sustainable availability of resources tolement national HIV/AIDS priority
activities. Strategies for accomplishing this vimitlude re-engineering the GARFUND
into a coordinated multi-donor funding arrangemesttengthening the transparent and
consultative mechanism for the disbursement of $uhelveloped under NSF |, as well as
mechanisms for monitoring disbursed funds, and avipg the capacity of staff at all
levels.

Conclusion

As an epidemic affecting the productive and theadpctive components of the
population, the socio-economic and human impacteegpidemic are vast. Therefore,
responding to the epidemic will require changesame cultural practices including early
marriage of females, sexual norms, beliefs and\iehes which create dependency of
women and promote multiple sexual partnershipastetional sex, and intergenerational
sex. So also will be the need for adherence tdTtheze-Ones” principle for the
management of the epidemic as well as an expanséehs of resource mobilization and
utilization. This strategic framework deals witte tliverse ramifications of the epidemic.
The successful implementation of NSF Il will depemdthe collective will, commitment
and responsibility of all partners - governmentpistries, departments and agencies,
non-governmental organisations, traditional anjiels leaders, private sector, donor
agencies, civil society, with everybody workingconcert.



Chapter 1. Introduction
1.1 Background to the Epidemiology of HIV/AIDS

The first case of AIDS in the country was diagnosed 986, and by the year 2004 an
estimated 380,000 adults and 14,000 children weYepdsitive (UNAIDS, 2004a). By
2004, the cumulative number of people diagnosett WiDS was 36,000 (Figure 3).
Prevalence rates increased from an estimated &céman 2000, to 3.6 percent in 2003,
and 3.1 percent in 2004 (National AIDS/STD Conffobgramme, GHS, 200%). The
nature of the epidemic in the country has exhib#etifferent pattern from that found in
Eastern and Southern Africa where prevalence tegs exceeded 25 percent within a
short period.

Considerable variations also exist by geographgtmore gender, age, occupation, and, to
some degree, urban-rural residence. According ¢o2003 sentinel surveillance report
based on clients of antenatal clinics, prevaleatesrin the country’s ten regions varied
from below 2 percent in the Upper West Region tuad 4 percent in Greater Accra, to
almost 7 percent in the Eastern Region (FigureThese regional data remain very
similar in the 2004 Sentinel Survey. Eight of tB@ sentinel surveillance locations

reported prevalence of more than 5 percent in 2808, six of 35 sites in 2004. These
pockets of high rates indicate that “severe epidently Ghana standards, are raging in
various non-contiguous parts of the Country” (GhAHaS Commission, 2002: 1-2).

Females are estimated to be 1.3 times more likelgecome infected than males. This
sex ratio has declined sharply since the earlyestad the epidemic when it was around
3:1, still indicating that the risk of infectionrfdemales is higher than males (National
AIDS/STD Control Programme, GHS, and MOH, 2003)The 2003 DHS found that

females who are widowed, divorced or separated Isayaficantly higher rates than

those who were in marital unions. Similarly, the ®fbund that females with two or

more sexual partners in the last year had HIV tidecrates three times higher than
females with only one partner.

The 2004 Sentinel Survey showed that there waschndein mean HIV prevalence
among the 15 to 24, 20 to 24, and 15 to 49 agepgr(aee Fig 2). The 15to 19 and 25 to
29 years age group recorded a slight increasel®b @om the prevalence of 2003 from
1.9% to 2% and 4.4% to 4.5% respectively. The ZBtgear group is the age group with
the highest prevalence and in the 45 to 49 agegreaip, out of 53 samples collected, no
one was HIV positive hence the dramatic drop to @¥#valence recorded. Among age
groups 30 to34, 35 to 39 and 40 to 44, decreasesan HIV prevalence was observed.

Cote et al. (2004) have estimated that transadtsmaaccounts for about 84 per cent of
HIV infections among males aged 15-59 years in &cbr addition to sex workers and
their clients, other groups believed to have almwerage prevalence rates include
uniformed service personnel, teachers, and mipeisyners, long-distance truck drivers,

Y In contrast, prevalence rates in Southern anceEagtfrica expanded much more rapidly over the same
period, exceeding 25 percent in some countriesghdeuring Cote d’lvoire has shown still another
pattern, generally maintaining a rate between ID1&% for most of the period.
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national service volunteers, cross-border traderd,female long-distance traders (Anarfi
et al., 1997 cited in Ghana AIDS Commission, 2qQ0)3®). Female STI clinic attendees
at Adabraka (in Accra), a clinic that also sergeg workers in Greater Accra Region,
had a prevalence rate of 39 percent in 1999, reimfg the well documented close
association between HIV and other sexually trartsohitnfections. The 2003 GDHS
results show high rates of infection among emplayédtile income groups. This differs
from the prevailing view of the epidemic being asated with poverty. There is,

therefore, an emerging trend which needs to be retatel and which will require new

thinking and strategies about target groups.

Figure 1.

HIV Prevalence by Region

(£}
45 4t
. a8
35 35
3

5 30 W HIV Prevalence
2 | | I I

| I I

Upper West Marthem Aghanti Upper East Central Valta Greater Accra Brong Ahaf Western Eastern

Prevalence (%)

Region
HIV Sentinel Report, March 2004

The observed patterns of high rates of five pet oemrmore in some areas, the male-
female variations, the extremely high rates amangessections of the population and
the emerging increasing rates among people in iddlenincome group have formidable
implications for the socio-economic development tbé country. As an epidemic

affecting people in their productive and reproduetages, it will affect the number of

people available for work, health, and the econaang create an orphan population with
which the existing social system may be unableofmec Thus, if not checked, the effects
of the epidemic can negate developmental efforts.
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Figure 2. Mean HIV Prevalence by Age and Year (2@32004)
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1.2 Behavioural Factors in the HIV/AIDS Epidemic

One of the clearest findings from research in thentry is that there is near-universal
awareness of the HIV/AIDS epidemic and this haslibe case for more than a decade
now. Furthermore, results from the Ghana Demogcaghd Health Surveys (GDHS) of
1998 and 2003 have shown that 88 percent of merBamkrcent of women knew that
condoms could be used to avoid HIV/AIDS infectidBhéina Statistical Service and
Macrolnternational, 1999; 2004). In the 2003 GDH®8vey, more than 80 per cent of
men knew that a healthy-looking person could be /AIBS positive. Despite
widespread and generally correct information on MBS, the majority of Ghanaians
do not feel personally vulnerable to HIV infectid®hana Statistical Service and
Macrolnternational, 2004) in part because many dd think of themselves as
promiscuous, and do not realize that their vulniétabs related to infidelities of their
spouse or partner (Appiah, Afrane, and Price, 199&) Hochbaum (1958) demonstrated
almost 50 years ago, a belief in personal vulnétalis essential to ensure appropriate
preventative health behaviour.

Although Ghanaians are aware of HIV/AIDS issuepwedge of how to prevent HIV
was frequently inadequate, including among somér-higk populations such as sex
workers in Accra and Obuasi, male police officerdAccra, and male miners in Obuasi
(Research International and Family Health Inteorsti, 2001).
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Results from the 2003 GDHS indicate that althougimes women reported being aware
of the protective effect of condoms, they wereatde to influence their partners to use a
condom during sex due to poor bargaining power. &armmen have been found to be
overconfidentin relying on fidelity as a strategy to avoid HIM2S infection. Two-
thirds of women indicated that AIDS can be avoidsd “sticking to one partner.”
However, monogamous women may underestimate tleattfirom husbands who may
not be monogamous. The cultural pattern of postpadexual abstinence for womduit
not for men promotes multiple partnerships and sexual netingrkwhich are
contributing factors to the spread of HIV. Otheltaral practices, such as early marriage,
genital cutting, subordination of women to men,atigk powerlessness in sexual
decision-making, and inadequate sex negotiatiotisskall contribute to women’s
vulnerability to HIV infection.

The proportion of men aged between 15 and 49 yelaosreported not having had sex in
the entire year prior to the DHS survey increagsethf21 percent in 1993 to 34 percent
in 1998. Of those cohabitating, 79 percent of woraeth 62 percent of men reported they
were faithful during the past 12 months. Amongsthavho were married, 96% of

women and 84% of men had no extra-marital sex theesame 12 month period. These
results point to some possible behavioural chatejeag place and the next generation
of HIV/AIDS information and communication will ingtle messages that aim at
reinforcing these positive changes.

1.3 The Demographic Context and HIV/AIDS

Since the start of the HIV/AIDS epidemic in the @88the number of people infected
with HIV in Ghana has risen steadily. In 1994, emtimated 118,000 Ghanaians were
living with HIV and the number more than tripledabout 400,000 by 2004. Population
growth is expected to increase tmeidence of HIV/AIDS over the next six years.
In addition, improvement in the care and treatnué®LWHA, especially with the use of
ART and HAART, will lead to improved survival. Thuthe number of PLWHA is
expected to increase to about 500,000 by 2015 #gvweew strategies are developed to
reduce the spread of the virus.

The number of new AIDS cases has increased draatigtaver the last 10 years — from
an estimated 5,500 in 1994 to 36,000 in 2004 (E@)r Both the annual number of new
AIDS cases and the annual number of AIDS deathspeoected to increase to over
45,000 by 2015. In addition, the estimated nunadbekIDS orphans (children under the
age of 15 who have lost one or both parents to AlEl&ted causes) is likely to double
over the next 10 years — increasing from 132,0@Dip¢ to 291,000 by 2015.

The results from the 2000 Population and HousingsGe indicated that the country had
a population of 18.9 million. Between 1984 and 20b@ population grew at an annual
rate of 2.7 percent. Population density doublethf86 persons per square kilometre in
1970 to 70 in 2000 (Ghana Statistical Services220®&ince 1960, the proportion of the
population in urban areas has increased substgnfidle proportion increased from 23
per cent in 1960, to 29 percent in 1970, to 44 gr@ran 2000. The increase in urban
population is worth noting because, with a few @tioms, HIV prevalent rates are higher
in urban areas, such as regional capitals, thah aveas.
13



Young people aged 10-24 years account for 30 per aethe population while the
proportion of the population aged 65 years and abgvabout five per cent. Life
expectancy has increased from 50 years for malé98d to 55 years in 2000, and from
54 years for females to 60 years during the samede These overall changes reflect
persistently high but declining fertility, improvemt in health conditions -- apart from
HIV/AIDS — and progress in socio-economic developmeThese positive achievements
in socio-demographic conditions can be eroded gl hates of HIV/AIDS infection.

The demographic context has implications for HIMB&I programming. Prevention

efforts are required almost everywhere, but urb@asaand other “hot spots” require
additional targeted efforts. The provision of tmeant, which requires substantial

expansion, can reasonably start in large urbanregntand regions with higher

prevalence, and spread to District Capitals andoh@yas experience and resources
become available. The population aged 5-14 ysdrequently referred to as a “window

of hope,” and will require concerted effort to eresthat they remain uninfected.

Figure 3.

Number of Annual AIDS Cases: 1986—-2015
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1.4 The Socio-Economic Context

Ghana has made some progress in reducing povedis e the 1990s. Between 1991/92
and 1998/99, the proportion of the population itr&xe poverty declined from 37 per
cent to 27 per cent (Ghana Statistical Service,0ROWithin this national pattern,

considerable poverty still exists in some areas iangockets around the country. For
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instance, eight out of ten persons in the thre¢hean regions were classified as poor in
1998/99. Within regions and urban areas, pockeextstEme poverty exist. The general
observation is that poverty and other economicqures on individuals constitute pre-
disposing factors for HIV infection. For examplenemployment, limited job
opportunities and the rising cost of living are exdp of the poverty cycle that promote
rural-urban migration of young people, transactiosex and early sexual relations
(Tanle, 2003).

The available evidence indicates that over 70 pat of HIV/AIDS infected persons are
aged 20-39 years due mostly to high sexual riskxtpkehaviour by individuals or their
partners/spouses. Results from the 2003 GDHSpalss to a new pattern of infection.
According to the results, employed, middle inconeespns and those with primary or
junior secondary education were disproportionatefgcted (Ghana, 2004). These are
people in their economically productive period &hd infection among this population
has implications for the national economy. It vaiffect the proportion of the population
available for work, training, and the pace of wofke economic costs of HIV/AIDS to
employers in terms of care, absenteeism and retggis high and will continue to
increase if the trend is not reduced. Thus, theeotrpattern of HIV/AIDS infection
poses a threat to the economy of the country.

HIV/AIDS also impacts on both the supply and demasplects of education. The gains
made in the education sector, such as an increase iproportion of children in school
will be difficult to sustain if an increase in HIXIDS cases among teachers reduces their
availability. HIV/AIDS among teachers can put adeokent females at risk due to sexual
relationships between male teachers and femalesrstsidSocial Surveys Africa and
Health Development Africa, 2004). As more adukgdime infected, their children are
likely to drop out of school because these childmhbe required to care for sick family
members and/or may not be able to pay for theikegp in school.

Ghana has a highly mobile population. Rural-urbagration, particularly by young
people in search of non-existent jobs, leaves tkganded in cities and thus further
exposes them to the risk of transactional sex. eebtchildren are vulnerable as
transactional sex is common among them (Anarfi, 7199 There is also rural-rural
migration which exposes migrants to new lifestyiesjuding transactional sex, if they
are young adults who travel alone. Long distandeeds, uniformed service personnel
and itinerant traders are believed to be partibukxposed to the risk of casual sex (and
sex as a component of business deals), and heAIBIS infection.

The country has a diverse ethnic and cultural caitipo, leading to differing cultural
practices and perspectives on social issues. ite g these differences, there are
common features such as strong communal and fasugyort based on the extended
family system. In recent times, particularly withbanization and the consequent rural-
urban migration and Westernization, these systemdieaking down, resulting in the
development of nuclear families. A side-effectlt process emerging in some parts of
the country is the inadequate social and familypsupfor PLWHA and people affected
by HIV/AIDS.
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Gender issues are basic to confronting the HIV/AEp&Iemic. Women frequently suffer
from relative powerlessness compared with men. Assalt, women and girls are often
subjected to humiliating practices, while some egmee subjugation from relations,
boyfriends, partners, and husbands. This powerasssmakes it difficult for girls to
decline sexual advances from older males, sucteashérs, without facing coercion,
violence or retaliation (Health Development Africdgcial Surveys Africa, 2004). The
conditions also limit women’s ability to access adevrange of services or make
decisions about their lives. Therefore, gender tgqisi critical to assuring women’s
empowerment in sexual and economic matters, asasdilll access to information and
services that can help reduce vulnerability togtie or mitigate the effects of AIDS.

Other socio-cultural factors such as stigma, disicration, and denial make the care and
support for PLWHA and those affected by HIV/AIDSlaunting challenge. Polygyny,
and sexual attitudes and beliefs which underliedgemequalities, make it difficult for
women to negotiate on issues about sex, reprodguatid condom use, or to influence the
sexual networking of their partners . Prevailirgidf systems about the causes of the
epidemic also have implications for the reportingl ananagement of infection. For
example, people immediately associate HIV/AIDS ctifen with a promiscuous lifestyle
even in cases of faithful wives infected by theusbands (Appiah, Afrane, and Price,
1999).

The costs of providing health care for opportunistifections for AIDS patients, and
increasingly for antiretroviral therapy, will makeabstantial demands on the health care
system which will affect health care for the geheublic. In rural areas especially, the
rising number of AIDS orphans will put enormous ga&e on households and
communities. Thus, HIV/AIDS infection will put seke stress on families, the social
system, the health sector and the economy.

1.5  The Political and Policy Environment

The country has the benefit of continuing politicammitment to HIV/AIDS issues. The
President serves as Chairman of the Ghana AIDS Gssion (GAC), providing it the
highest mandate. The Commission consists of theidnt as Chairman and up of 15
Ministers of State and other stakeholders, anceigiced by a Secretariat. A Steering
Committee provides the technical backstopping ler activities of the Secretariat. The
GAC regularly conducts its work through technicahenittees which are composed of
experts and representatives from stakeholdersydimty MDA, development partners,
NGO, and Civil Society organizations (CSO).

The establishment of the GAC followed the developthaé the first National HIV/AIDS
Strategic Framework of 2001-2005. GAC was set g0l by Act 613 of Parliament as
a supra-ministerial body under the Office of thedtent to coordinate the multi-sectoral
national response to HIV/AIDS. Since its creatitime GAC has made considerable
progress in its functions of advocacy, policy fofation, resource mobilization,
monitoring and evaluation, research, and has peovigtrategic vision for the
coordination of the national response. Much okéhkave been achieved through strong
political support to the national response, thaldshment and use of decentralised
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institutional structures, enactment of supportiedigies and legislation and widespread
participation of civil society.

The 1992 Fourth Republican Constitution guarantbesprotection of the right to life
(Act 13); the right to the protection of persondéklty (Act 14); the right to respect for
human dignity (Act 15); and the right to equalitpdafreedoms. Article 37(4) also
mandates the Government to enact laws on populatinever necessary. The Ghana
Poverty Reduction Strategy of 2003 (Government lodiga, 2003), which is the blueprint
for the country’s human and socio-economic develkamimalso highlights the need for
improved quality of life and expansion of opportigs for all members of society under
its human development component.

The National Population Policy (Revised Edition94Pemphasizes the harmful effects
of STD/HIV/AIDS and calls for the institution of pppriate measures to prevent and
control the epidemic. Numerous other policies makeexplicit or implicit reference to
HIV/AIDS in Ghana. These include: the National YowPolicy which identifies the
provision of services to young people living withtMAAIDS as a priority; Adolescent
Reproductive Health Policy that has as one of hfedives the implementation of
programmes aimed at reducing STD/HIV/AIDS; the Redpictive Health Standards and
Protocols; the Labour Bill; the National HIV/AIDSIS Policy, Policy Guidelines on
Orphans and Vulnerable Children, Gender and Chiléalicy, the National Work Place
HIV/AIDS Policy; draft Policies on Ageing and Gemgand Affirmative Action Policy
Guidelines to facilitate a process of ensuring genequality and empowerment of
women in all aspects of life. Finally, experiené®sn NSF | and a Joint Review Report
on the National Response have inspired the devedoprof this new NSF Il (Ghana
AIDS Commission, 2004b).

1.6 Ghana and Its International Commitments irthe Context of HIV/AIDS

The Government has either signed or subscribed touraber of continental and
international treaties, conventions and declaration HIV/AIDS. It has endorsed The
Abuja Declaration of 1998 and The Declaration ofr@utment on HIV/AIDS adopted
by the United Nations General Assembly Special iBessn HIV/AIDS (UNGASS) in
June 2001. As a signatory to the two Declarati@tgna re-affirmed its commitment to
HIV/AIDS, including protection of PLWHA from disamination under the section on
HIV/AIDS and Human Rights. In fulfilment of its oumitment to UNGASS, indicators
on HIV/AIDS activities have been submitted to UNAD At the 2003 African Union
Meeting in Maputo, all Heads of State, includinga@a’s, renewed their commitment to
reduce the impact of the epidemic. Commitmentshi&se obligations have informed
some of the strategies that have been adopted.so fa

Among the international conventions which have iogilons for the management of
HIV/AIDS and which Ghana has endorsed are the UsaleDeclaration of Human
Rights, the International Convention on Econommgi& and Cultural Right, the African
Charter on Human and People’s Rights, ConventiothenElimination of all forms of
Discrimination against Women (CEDAW), NEPAD Declawa, and the Convention on
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the Rights of the Child (CRC). Ghana was the fu@intry to sign the latter, indicating
strong commitment to the rights of children.

1.7 The Challenge of HIV/AIDS

UNAIDS reports that, in 2004, there were 4.9 millinew HIV infections, which was
more than in any year before (Figure 4). Some 38ilion people are living with
HIV/AIDS, which killed 3.1 million in 2004, and ov&€0 million since the first cases of
AIDS were identified in 1981 (UNAIDS, 2004a). Alable evidence indicates that about
60 percent of infected persons and nearly 80 permkall new infections are in sub-
Saharan Africa. The infection is at its peak iooatinent which is the least developed,
making it an epidemic associated with poverty andes-development. It is partly within
this context that the Millennium Goal 6 seeks talrads the problem of HIV/AIDS,
malaria and other diseases.

Figure 4.
Global AIDS epidemic 1990-2003
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Since 2002, both multilateral and bilateral agend¢iave renewed their commitment to
fighting the epidemic. Donors have considerablyaéased their funding and are also
exploring innovative ways to channel resources ltene they are most needed to combat
HIV/AIDS more quickly and efficiently. The cost ddntiretroviral medicines has
decreased considerably, and concerted efforts airegbmade to extend treatment to
millions of people in low- and middle-income coues: Together, many of these
approaches are making a difference in curbing pineasl of HIV and restoring quality of
life to infected people and their families.
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Experience has shown that the natural course oepidemic can be changed with the
right combination of leadership and comprehensot®a. Forthright national leadership,
widespread public awareness and intensive preveepfiorts have contributed to decline
in new HIV infections in some countries. At the gatime, we now have antiretroviral
medicines that can prolong life and reduce the iphlyseffects of HIV infection.
Coordinated national and international action hesatly reduced the prices of these
medicines in low- and middle-income countries. d&sations of people living with HIV
have become global force and are providing leageishresponding to the epidemic in a
number of countries (UNAIDS, 2004a).

Recognizing the possible impact of HIV/AIDS on Hhbkaland socio-economic

development generally, Government seeks to resgonthe epidemic through this
Second National Strategic Framework for the pe?0d6-2010.
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Chapter 2. Strengthening the National Response
2.1  Introduction

The country responded to the challenges of theeep before the first case was
reported. The first Technical Committee on AIDSsviarmed in 1985, a year before the
first case was recorded. This Committee, workinthwihe Ministry of Health and the
World Health Organization (WHO), was charged widveloping a short-term plan for
AIDS prevention and control. In 1987 blood scregnivas introduced and a medium-
term plan was developed with WHO'’s Global ProgranaméAIDS by 1988. In 1989, the
National AIDS/STD Control Programme was createdhea Ministry of Health, with
responsibilities for prevention, management, anatrob Activities such as mass-media
campaigns and workshops were organised to infoarptiblic on ways to reduce high-
risk behaviour, especially by promoting condom &&me of these activities such as the
promotion of condom use were supported by NGOsh siscthe Planned Parenthood
Association of Ghana, the Ghana Social Marketingngation, FHI, WAPCAS, and
Johns Hopkins University.

In 2000, the demands of managing the HIV/AIDS epicieprompted the government to
adopt a multi-sectoral approach to address the laj@vental challenges of the
epidemic—a departure from the earlier health-oednaipproach. With international
financial support, an HIV/AIDS National Strategicafework was adopted to cover the
years 2001-2005, and a National HIV/AIDS and STiidyovas developed and finally
published in 2004. The Ghana AIDS Commission as&bécretariat were established by
an Act of Parliament (Act 613) in 2001 to coorde#te national response. Established
under the Office of the President, the Commissgsuges high-level representation of all
key sectors and provides leadership in HIV/AID Sii¢s.

2.2 The National Strategic Framework (NSF I) 2001@05

The first National Strategic Framework (NSF 1) whiwas for the period 2001-2005,
successfully guided the implementation of the maiocesponse, leading to some major
achievements. The implementation of NSF | triggdfred enactment of several policies
and guidelines to create an environment conducitbe delivery of effective HIV/AIDS
services. It stimulated the preparation of poli@cwaiments, such as the 2004 National
HIV/AIDS and STI Policy, the National HIV/AIDS Woplace Policy, the 2002
Guidelines for Anti-retroviral Therapy, the Poliagn HIV/AIDS for Faith Based
Organisations, the 2003 National Guidelines forDieeelopment and Implementation of
HIV Voluntary Counselling and Testing, National gl Guidelines on Orphans and
Vulnerable Children, 1999 Draft National Guidelirfes Blood Safety and the National
Monitoring and Evaluation Plan of 2001-2005.

NSF | provided broad guidelines for sector Minisstii Departments, Agencies and
District Assemblies, NGOs, and civil society to d®p specific HIV/AIDS plans and

activities appropriate to their circumstances. Tigh level of consultation during the
preparation and the implementation of activitiesnpoted in NSF | encouraged the
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development of a national consensus on combatiagefiidemic. This consultation

process also generated social and political sugport national, traditional and religious

leaders. Over the five-year period, there was e@®ed awareness, community
participation and support from development partners

2.3 Limitations of NSF |

Since the development of the NSF [, gaps in théonat response have emerged and
areas requiring strengthening have been identifi@d.example, the role of the media
and the need for promoting information sharingselsination and documentation were
not adequately addressed in NSF |. While NSF Itdedh behaviour change directed

toward the general public and specific vulnerabieugs, the issue of the division of

proportionate efforts was inadequate, and attent@mrspecific targeted interventions

required greater focus. The use of evidence-baded/entions in guiding the response
at various geographic levels was not as extensiexpected.

The private health and business sectors were regjuadely included in NSF [, although
they account for a large proportion of employedspes. Furthermore, the increase in the
number of infected people and developments in neevemtion and treatment
technologies created demand and the need for anded care and support activities.

NSF | was developed concurrently with some sectplahs, a situation which did not
make it possible for specific guidelines to be gite the stakeholders for sector-wide
planning. Some sectoral plans did not adequately wut priority geographical areas
and target populations. In addition, the skills foonitoring performance appeared
limited. For example, in-depth behavioural survesse not included as sources of data
for the national response. The mechanisms for coatidn of HIV/AIDS activities
within ministries, departments, and agencies wk@ rrot adequately detailed in NSF I.

2.4 Rationale for NSF 1l 2006-2010

Since the development and implementation of NSEhe, environment in which the
national response operates has changed substantradl instance, the establishment of
the Ghana AIDS Commission under the Office of tlesklent has given the multi-
sectoral response, a high profile. Some traditi@mal religious leaders have also given
their support to the national response. Availagence indicates that there is a high
level of awareness about the epidemic. There 90 @lcreased awareness that the
epidemic is driven by high risk sexual activity. ntketroviral drugs have become
increasingly accessible and affordable. Resouaresmore available as a result of
stronger bilateral and multi-lateral partnership&.national monitoring and evaluation
plan has been developed to guide the monitoring evaluation of programmes,
activities and the pace of the epidemic. Ghanadies demonstrated commitment to
international conventions and declarations on thR&/AIDS epidemic such as the Abuja
Declaration, UNGASS, Millennium Development Goalsldhe “Three Ones” Principle.
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NSF IlI, thus, takes account of the changing dynaroicthe epidemic and the socio-
economic environment, the emerging HIV/AIDS treatingechnologies, new relevant
research findings and the lessons learnt from imptging NSF 1.

2.5 Key Programmatic Areas

The NSF | covered four key areas: programmes aliidigx) institutional arrangements,

coordination and management; funding and resouradilisation; and research,

monitoring and evaluation. The NSF II, which bsiloh NSF I, has identified seven key
areas (Chapters 4-10).

Experience from NSF | and from other countries Baswn that a supportive socio-

political environment is important for achievingetbbjectives of any strategic response.
The decentralized system, as the mode through wiational programmes are being
implemented, is one of the priority areas. The dow@ting and supporting role of GAC

in guiding the decentralised multi-sectoral resgots ensure local participation and

ownership of programmes will be a priority area.

Various studies indicate that prevention throughay@ur change programmes that focus
on abstinence, postponement of sexual debut, mdidelity, partner reduction, and
condom use have the potential to change the caidirge HIV/AIDS epidemic. This is
especially the case when behaviour change commtioncédBCC) and educational
programmes with interpersonal components are tdget vulnerable and high-risk
groups in a non-stigmatizing and empowering mandolescents constitute a ‘Window
of Hope’ in the pattern of HIV/AIDS infection. Yéhey can be at increased risk of HIV
infection because of their propensity to be invdlve multiple partnerships, and
intergenerational and/or transactional sex asstiatith lack of economic opportunity
and power imbalances (Social Surveys Africa andtHé&evelopment Africa, 2004).

Voluntary counselling and testing (VCT) can be #iaal intervention that informs
individuals of their HIV serostatus and helps thgain access to appropriate services.
For individuals testing negative, VCT services aaimforce correct behaviour, and
encourage behavioural change to reduce future wis&n necessary. For individuals
testing positive, VCT services, as well as programmon stigmatisation and
discrimination, provide links to behaviour changgéerventions to help prevent further
spread of the infection and direct individuals tgort, care, and treatment facilities.
VCT programmes will need to be strengthened becafs¢he enormous stigma
associated with the disease, lack of recognition pefsonal vulnerability, and
inappropriate behaviour among some health pers¢Apgiah, Afrane and Price, 1999).

Stigma and discrimination constitute major probldorsPLWHA, making it difficult for
them to disclose their status, seek preventivehsadth care, and lead productive lives.
Since there is a widespread view that HIV/AIDS tssdrom immoral behaviour, a
positive diagnosis presents devastating social ezprences. These may include the
termination of employment, divorce, social isolati@bandonment and ridicule (as well
as death). It is estimated that there are 200gdpBans and other vulnerable children,
many of whom can be classified as HIV/AIDS orphansth the increasing recognition
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of the implications of this situation for young e, support for HIV/AIDS orphans and
other vulnerable groups is expected to receive ngueater emphasis.

The prevailing socio-cultural conditions can eitpbesmote or hinder the implementation
of policies and programmes meant to mitigate thpaich of the epidemic. As part of
mitigation, gender issues will need to be addressius will require advocacy

programmes to ensure that new laws are enactedesisting laws are enforced to
address the problems of discrimination and thetsiglf women, girls, PLWHA, and

other vulnerable groups.

Care and support for people living with HIV/AIDSciades individual care, prevention
and treatment of opportunistic infections, suppertsocial services to help individuals
deal with discrimination, legal counselling, andtritional assistance (see also Ch. 6).
Care and support increasingly also includes VCTeve@ntion of mother-to-child
transmission and use of highly active anti-retraviherapy. Recently, highly active anti-
retroviral therapy has been made available at qmrbéc and private programmes and is
expected to be expanded substantially. This expansill provide challenges to the
health establishment, resource mobilization, artdudes and perceptions about the
epidemic in view of the hope for survival that tyey provides.

Research and surveillance data will provide thasbfs the development of the next
generation of programmes, while monitoring and eatdn will be used as tools to guide
the implementation of programmes and activitiesordefficient and effective resource
mobilization, financial arrangements and coordmatwill be critical for achieving the
objectives of the national response.

2.6 Conclusion

While a number of these issues were identifiedtankled during NSF I, there is now the
need for more concerted effort to re-orient andusodnterventions in view of the
changing nature of the epidemic, accumulated kndgdeon the social and cultural
dimensions driving the epidemic, increased intéonal support and technological
developments in treatment and care. This is wiaf N seeks to achieve.
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Chapter 3: Goals, Objectives and Guiding Principle®f NSF I
3.1 Introduction

This strategic framework builds on the perspectidesitified and indicated in the first
National Strategic Framework, the National HIV/AI3S| policy and national and
international commitments to fight the epidemic.

3.2 Goals

The goals of the Strategic Framework, derived ftbenNational HIV/AIDS policy, are:
* Reducing new infections among vulnerable groupsthedeneral population;
* Mitigating the impact of the epidemic on the healtid socio-economic systems
as well as infected and affected persons; and
* Promoting healthy life-styles, especially in theapf sexual and reproductive
health.

3.30bjectives
The overall objectives of NSF Il are to:

1. Strengthen the decentralized, multi-sectoral natioesponse to the HIV/AIDS

epidemic;

Reduce the proportion of men and women who engagsky sexual behaviour;

Empower women and other vulnerable groups to rethaie vulnerability;

Reduce stigma and discrimination, especially towaRLWHA and others

affected by the epidemic;

5. Mitigate the economic, socio-cultural, and legapauats of the epidemic

6. Provide appropriate treatment, care and supportPtoiVHA, OVC, and other
affected persons;

7. Promote strong research, surveillance, monitcaimg) evaluation to inform
programmes and activities;

8. Mobilize adequate resources and provide fundingngements to support the
implementation of all required programmes;

9. Encourage healthy lifestyles through appropriatdimeampaigns, advocacy, etc.

rwn

More detailed objectives are found in a box atitéginning of each chapter on
intervention areas.
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3.4 Guiding principles

The current HIV/AIDS coordination and managemeatrfework is based on the “Three
Ones” Principle of:

* One HIV/AIDS Action Framework that provides the isafer coordinating the
work of all partners;

* One national AIDS coordinating authority with a étddbased multisectoral
mandate for HIV/AIDS overall policy and co-ordiimat; and

* One agreed country level monitoring and evaluasigstem.

Within the context of this Framework, the “One HAMDS Action Framework” will be
developed in two stages. The first is the gerfeaahework for NSF Il. The next stage is
to develop specific action plans, activities, anddpets. These two components together
will constitute the “Action Framework.” The “Oneational HIV/AIDS coordinating
authority” as per Act 613 of 2001 is the Ghana AIBSmmission. The “one agreed
country level monitoring and evaluation system” waseloped by GAC for 2001-2005,
and will be updated to meet new demands.

In addition, the implementation of this NSF is urpglened by the fact that HIV/AIDS
management requires:
» A multi-sectoral partnership approach.
» Respect for fundamental human rights.
» Access to information and comprehensive services.
» Effective coordination of the decentralised resgonsf organizations,
communities, individuals, and PLWHA participating nda sharing
responsibilities in all HIV/AIDS programmes.

* Mobilization of adequate resources, financial angnén, to support the
Framework.

Based on the goals and objectives, seven interveatieas are identified for NSF II, and
these are discussed in turn in the chapters tHatvMo
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Chapter 4: Policy, Advocacy and Enabling Environmeh

Objectives

= To ensure the review, formulation, enactment and |th
enforcement of policies and laws that protect tights of
PLWHA, OVC, people within workplaces and other
vulnerable groups

= To promote programmes that empower PLWHA, OVC and
other vulnerable groups to be involved in all aspeaf
HIV/AIDS activities.

» To ensure improved positive attitudes and a supgosbcial
and legal environment for PLWHA, OVC and affectachily
members.

= To ensure the continuous supportive socio-political
environment for addressing the challenges posedthiey
epidemic

= To work comprehensively and in innovative ways @duce
stigma and discrimination faced by PLWHA

41 Introduction

Available evidence indicates that strong politicladership and commitment,
administrative and legal frameworks constitute i@ucelements in HIV/AIDS

programming (Hogle, 2002; Singh et al.,, 2002). t®ating and maintaining a
favourable socio-political environment will consti# one of the important strategies in
the implementation of activities under NSF II.

NSF Il responds to the substantial challengesdhsrged during the implementation of
NSF | and the National HIV/AIDS and STI Policy. @©rchallenge is to develop
strategies to honour commitments under internatiageeements such as the Abuja and
UNGASS Declarations. Other challenges are devetpgirogrammes designed to
eliminate stigma and discrimination against PLWH® amprove the rights and status of
women and improving the socio-cultural environmdot promoting prevention,
treatment, care and support programmes and aesivifrurther challenging areas include
the scaling-up of new programmes necessary to cobthieaepidemic, such as ART,
VCT, PEP and PMTCT services, and targeted behavimhange communication
programmes.

Responding to these challenges requires a multisg#capproach which deals with
HIV/AIDS as an urgent public health and socio-ecoi developmental issue. In
keeping with the public health dimension, NSF Ic@umrages stakeholders to work at
containing the epidemic, focussing on both the gEneopulation and the most
vulnerable groups at the national, regional andlltvels.
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4.2 Policy

In 2004, the Ghana AIDS Commission published theddal HIV/AIDS and STI policy

to guide activities in the country, based on Ac8 ®f 2001 which established the Ghana
AIDS Commission. The policy framework clarifies tlfienctions of various entities
involved in HIV/AIDS activities. For instance, thct mandates the Secretariat of the
Commission to play a key coordination role regagdadl activities associated with
HIV/AIDS in the country as well as the roles of M@Ad decentralised agencies.

Strategic Results

1. Enhanced multi-sectoral response at all levels;

2. Updated policies relating to HIV/AIDS and STI apegpriate;

3. Formulated and enacted guidelines, policies and lat protect PLWHA, OVC
and vulnerable groups where appropriate; and

4. Established mechanisms for the enforcement of HIDSA\related guidelines,
policies and laws.

Challenges

* Ensuring that the comparative advantages of vaeatises function as expected;
» Ensuring multi-sectoral approach based on the ‘Gl@ees” Principle;

» Achieving the overall objectives of the nationaMHAIDS/STI policy; and

» Ensuring adequate monitoring of the policy envirenm

Strategies

1. Review, formulate, enact, and enforce laws anccjgsiprotecting the rights of
PLWHA and people affected by HIV/AIDS;

2. Advocate review of the criminal code to fully adskehe issue of intentional
transmission of HIV to protect the uninfected; and

3. Ensure an increased involvement of PLWHA in theapiag and programming of
activities at all levels.

4.3  Advocacy

Available evidence suggests that there is wideshbstigma and discrimination against
PLWHA and people affected by HIV/AIDS in commungidincluding in religious
institutions), workplaces, and homes, partly assalt of the nature and beliefs about the
infection in the country (Social Surveys Africa,04). In some cases, this has led to
disrespect and abuse of the fundamental humarsrafRLWHA and people affected by
AIDS. Where people with AIDS risk rejection anddimination, those who suspect they
are HIV positive are not likely to get tested anllet precautionary measures for fear of
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revealing their infection. Similarly, when indiwidls know they are infected, they may
avoid seeking needed treatment, care and support.

Lack of respect for the rights of various groupartipularly PLWHA, women, and
children, affects their rights to information andueation, freedom of expression and
association, liberty and security, freedom fromuiman or degrading treatment, privacy
and confidentiality. These contribute to the vudidity of some people to infection or
exacerbate their conditions. Mann and Tarantol®g)l®ave provided a framework for
individual, societal and programme vulnerabilityr fyyoung people, which has
implications for dealing with the epidemic. NSF rBcognises these dimensions of
vulnerability to HIVAIDS (also see Chapter 6).

To ensure the development of effective programmneista promote advocacy, PLWHA
will play an integral role in the planning and iraplentation of activities at all levels of
the national response. This will enable PLWHA toibeolved and influence the design
of programmes, and support advocacy for their oemalioural change. There will be
an affirmative action programme to ensure thatiedlPLWHA are involved in various
activities of prevention, treatment, care and suppthe subsequent empowerment of
PLWHA will facilitate the emergence of individuaded groups who will help educate
others.

Strategic Results

1. Reduced individual and societal vulnerability andceptibility to HIV/AIDS;

2. Implemented programmes which protect the rightsudherable groups such as
PLWHA, sex workers and their clients, the youtland out of school, and OVC;

3. Strengthened support in the socio-cultural envirentor PLWHA and affected
families; and

4. Improved positive attitudes and supportive legaliremment for PLWHA, OVC
and affected family members.

Challenges

* Lowering stigma and discrimination against PLWHA/©and others affected
by the epidemic;

*  Empowering PLWHA, OVC and other vulnerable group®ugh improved skills
and self-development;

* Reducing societal prejudices; and

» Having health workers recognize the implicationshefir behaviour for
HIV/AIDS management.

Strategies

1. Strengthen the capacity of all institutions invalvem dealing with stigma and
discrimination such as the Judicial System, the @@sion for Human Rights
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4.4

2.

and Administrative Justice (CHRAJ), FIDA, the Legadl Board, WAJU and the
Department of Social Welfare;

Assist PLWHA and other vulnerable groups to forrscgsations to encourage
mutual and community support to deal with all disiens of prevention,
treatment, care and support; and

Promote non-discriminatory policies and practicewarkplaces, service delivery
points, communities and in families, and ensurediénelopment of programmes
aimed at improving the knowledge of the generalipun the rights of PLWHA.

Enabling Environment

The socio-political environment which provides fin@mework for policy development
and implementation contains essential elementsudiocessful programming to combat
the epidemic. The President of Ghana, serving hsir@an of the Ghana AIDS
Commission (GAC), provides the highest level lealigr in creating a supportive
environment. One of the important socio-politidalistures in the country is chieftaincy.
It is an institution which a number of people idBnwith, and has the potential for
effective social mobilization to combat HIV/AIDS #te community level. Some of the
important chiefs have identified themselves witVENIDS campaign. In addition, some
Queens have taken up HIV/AIDS issues, especiadlycdre of orphaned children. Within
this supportive environment, the multi-sectoral ioradl HIV/AIDS response has
accumulated political capital. Certain essentialcompleted tasks, such as eliminating
stigma and discrimination and empowering womenraadyinalized groups, may require
using some of this capital.

Strategic Result

1. Enhanced continuous supportive socio-political emnent for addressing the

challenges posed by the epidemic.
Challenges

» Sustaining the existing positive environment;

» Facilitating the enactment and enforcement of pedi@and legislation relevant to
the stigma, discrimination, prevention, treatmesdre and support regarding
HIV/AIDS;

» Sustaining the interest of civil society in soctabilization; and

» Ensuring a focus on changing high risk sexual biehas.

Strategies

1. Encourage the Executive, Ministers, traditionaligreus, and opinion leaders to

speak about HIV/AIDS discrimination, stigma, pretien, treatment, care and
support at every opportunity.
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2. Ensure social mobilization to sustain interestsgues associated with HIV/AIDS
at the community, local and national levels.
Lead Agency

Ghana AIDS Commission

Key Actors

CHRAJ, the Ministry of Justice, the Judiciary, Rarlent, the Ghana Police
Service, Ghana Health Service and the Ministry eélth (GHS/MOH), MESW,
MLG&RD, NPC, Chieftaincy Secretariat, (Houses ofi&l$), the Private Sector;
Organized Labour, GIPA and Other PLWHA associations
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Chapter 5: Coordination and Management of the
Decentralised Multi-sectoral Response

Objectives

» To strengthen the Ghana AIDS Commission in its deslaip role of
coordinating and managing the national response camd/iing ouf
fully its mandate

= To promote strategic management practice that ensustainability
of the expanded, decentralised, multi-sectoralaesg;

= To ensure effective and efficient coordination andnagement of
MDAs, RCCs and DAs responses

= To ensure adherence of MDAs, RCCs, DAs and othstitutions to
assigned mandates and responsibilities

= To ensure sustained commitment to mainstreaming &lid AIDS
programmes in the operations of MDA, RCCs, DAs;

» To promote strong linkages with MDAs, academicitagbns, private
sector and civil society in order to achieve effextand efficient
coordination and management

= To enhance the capacity of RAC, DAC and DRMT tordowte,
monitor and supervise regional and district respsns

= To empower associations of PLWHA, communities aivd society
to design and implement programmes which address #pecific
needs.

= To improve donor coordination to enable better paogming and
coordination of resources

51 Introduction

The implementation of the expanded, decentraligadti-sectoral national response to
the HIV/AIDS epidemic takes cognisance of the campiature of the factors driving the
epidemic, the large number of stakeholders andliverse HIV situation in the country.

Implementation strategies will involve the coordioa and management of diverse
processes, such as facilitating communication, ispanf experiences, developing

knowledge of best practices, planning and monigp@mong stakeholders, as well as
mobilizing and deploying resources (human, finanared material) to achieve optimal

results. Furthermore, strengthening the coordnatinstitutional framework and the

management capacities of all stakeholders willriiecal for ensuring the achievement of
the overall goals of the national response.

The complexity of the HIV/AIDS epidemic also demaradnational response that places
the mainstreaming of HIV/AIDS high on the agendalbfstakeholders. Also important
is strong leadership that ensures full and actw@lvement of all stakeholders. This
includes Sector Ministries and decentralised agsncdevelopment partners, civil
society, NGO, FBO, private sector, traditional amtigious authorities and CBO at
community, sub-district, district, regional andioatl levels. Stakeholders require clear
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definitions of roles and responsibilities. Withmg Strategic Framework, all stakeholders
will be responsible for and accountable for achgvthe desired results within their
mandates and respective roles.

5.2 Management of the National Response

One of the objectives in this section is to promsttategic management practices that
will ensure sustainability of the national respangehieving this objective will involve

a strategic approach which harmonises and guideadtivities of implementing agencies

and development partners. This Strategic Framewthidgefore, provides the overall

direction and basis for the formulation of mediuennt sectoral and district strategic

plans, which will in turn guide annual planning ®g including the development of

annual programmes of work at each level. Theseessas will be coordinated by GAC,

as mandated in ACT 613, while relevant MDA, othestitutions and development

partners will provide technical support and otlesources.

Management is about the effective use of infornrmatd resources to support policy
formulation and programming. An important elemantmanagement is human capital
which will guide and ensure the development, im@atation, monitoring and evaluation
of activities. It also involves the mobilization mdsources, including financial and other
inputs, required for effective implementation ofigties in the spirit of transparency and
accountability.

Strategic Results

1. Coordinated and well managed decentralised muttesal HIV/AIDS response

aimed at generating local responses, and empowerstdutions, communities

and individuals to deal effectively with the chalies of the HIV/AIDS epidemic;

Strengthened capacity of GAC to coordinate thedviali Response;

Strengthened national arrangements and decentralstitutional frameworks

for multi-sectoral coordination and response togpielemic;

4. Clearly defined roles and responsibilities for athplementers and other
stakeholders; and

5. Strengthened linkages with the private sector.

wn

Challenges

» Operationalising a management framework that essafficient and effective
implementation of the decentralised multi-sectoeaponse; and

» Building the capacity of key agencies to enablarthie develop and implement
their policies and programmes.
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Strategies

1. Coordinate the management of the decentralised-sadtoral response to ensure
sustainability;

2. Enhance the development of strategic plans andapianning processes at all
levels; and

3. Assist in strengthening the capacity of partnexs @ther stakeholders to develop,
implement and manage their plans.

5.3 Institutional Framework for Implementation and Coordination

With the current patterns and levels of the HIV/&I@pidemic, the level of awareness
among the population and the commitment of stakkis] two ingredients are crucial
for ensuring collective ownership and participationhe national response. These are an
effective coordination mechanism and clearly defingles and responsibilities assigned
to implementing agencies.

5.3.1 Ghana AIDS Commission (GAC)

The GAC, as the highest policy decision-making bamty all matters relating to
HIV/AIDS, is charged with the following functionas contained in the Act 613:

» Advise the Government on policy issues relatinglbg/AIDS;

» Provide high-level advocacy for HIV/AIDS;

» Expand and coordinate the total national respdnskiding the formulation of
national plans and guidelines;

* Monitor and evaluate all on-going HIV/AIDS actiws; and

» Identify, mobilise and manage all funds and otlesources for HIV/AIDS and
related programmes.

The Commission consists of a Secretariat and aiSge€ommittee which serves as the
governing board, and six technical committees. Thehnical committees are:
Prevention and Advocacy; Legal and Ethics; Care &uagport; Research, Monitoring
and Evaluation; Resource Mobilisation; and Projetiew and Appraisal. Composed of
stakeholders with relevant expertise, these matttegsal committees are responsible for
technical advice to the Commission.

The Commission is serviced by a Secretariat whighstates policies into programmes
and activities for implementation by stakeholdewith the adoption of the principle of

“One Coordinating Body,” the GAC, as the nationabiination body, will continue to

provide strong leadership to ensure that all agsndevelop and implement their
activities within this institutional framework.

To meet the challenges of an expanded nationabnssp there will be the need for a
review of the existing structure of the Secretariat
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Strategic Results

1. Achieved decentralised multi-sectoral response wunthe leadership and

coordinating role of the GAC as the one coordirgabody.

Challenges

Developing human capacity to sustain implementatiothe HIV/AIDS response
at all levels;

Supporting implementing agencies to  fulfil  thedefined roles and
responsibilities;

Encouraging development partners and implementersreport on their
HIV/AIDS activities to GAC in a timely manner; and

Mobilizing adequate resources to meet the demahtihe @xpanded response.

Strategies

1.

2.

Strengthen the capacity of the Ghana AIDS Commissimd the lead
collaborating agencies to coordinate and managesp#cts of the response;
Facilitate the development of medium term strategid annual action plans of
MDAs, regions and districts to achieve the objexdivof this Strategic
Framework;

Ensure that all implementers and stakeholdersviolfoough on their defined
roles and responsibilities;

Create a forum for regular interactions among thglémenting agencies and
development partners;

Enhance the capture and dissemination of informdtiothe strategic
management of the HIV/AIDS epidemic;

Strengthen mechanisms for monitoring the use ofamynfinancial and other
resources at all levels; and

Review the existing structure of the Secretariatview of the expanded
response.

5.3.2 Ministries, Departments and Agencies (MDA)

The Government of Ghana recognizes the epidema @dsvelopmental challenge with
implications for all dimensions of national lifeAs a result, 15 Ministers, including

Cabinet Ministers, serve on the Commission, whitekeo MDA serve on technical

committees of the Commission. The involvement ef Binistries at the highest policy
decision-making level of the Commission signifidse timportance attached to the
national response.
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In the context of this Framework, all MDA will bexqgected to mainstream HIV/AIDS
into their core functions. As part of the proced® activities of institutions will also
include but not be limited to:

Revising their medium term sectoral plans in tgétliof this Strategic Framework
and the GPRS to provide the basis for effectivensteeaming and monitoring of
progress and achievements;

Developing and implementing an annual programmewofk (POW) with
particular focus on both internal and external oeses;

Coordinating strategic partnerships and linkageth welevant implementing
partners and documenting the internal and exteesplonses of the MDA,
Creating an AIDS Management Committee, where ores dwt already exist,
with clearly defined roles, including coordinatiand management of internal and
external responses;

Assigning an HIV/AIDS focal person and other tedahistaff to steer the MDA
response;

Facilitating and supporting all mainstreaming atigg at the district and other
decentralised levels;

Collaborating with external stakeholders/clientélepursuit of mainstreaming
activities; and

Developing human capacity for effective deliverylaustainability of responses.

Some MDA, by their mandate, will play specific releThese are:

1

. The National Population Council will ensure theegration of HIV/AIDS issues

into population and sexual and reproductive hegtbhgrammes, and also
advocate for the effective implementation of HIVD8 programmes;

The National Development Planning Commission (NDR@N ensure the
integration and mainstreaming of HIV/AIDS activitiento the development
policies and programmes of MDAs and District Asskesh

The Ministry of Health/Ghana Health Service (MOH/SHwill facilitate the
development of programmes on sexual and reprodubtalth, institutional care
for PLWHA, STI management, Blood Products, VCT &MTCT;

The National AIDS Control Prograne(NACP) will provide technical support to
the national response;

The Ministry of Women and Children Affairs will féitate the mainstreaming of
gender issues in HIV/AIDS programmes.

The Department of Social Welfare will facilitatensmunity activities on welfare
issues of PLWHA, affected families and communitiegphans and vulnerable
children.

. The Ministry of Local Government and Rural Develagmwill be responsible

for the supervision of decentralized institutios@lctures.
The Ministry of Education and Sports will be respite for providing,
supervising and coordinating all pre-professionduaational activities and
programs related to HIV/AIDS.
The Ministry of Agriculture will be responsible fémrmulating and implementing
agricultural policies and strategies in responddland AIDS.
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Strategic Results

1. Developed policies to guide the mainstreaming o¥/KIDS into MDA core
mandates;

2. Instituted mechanisms for information flow withinDW establishments;

3. Ensured networking among the various MDA; and

4. Achieved adherence to the “Three Ones” Principleragrthe MDA.

Challenges

* Encouraging MDA to identify the developmental chatie of HIV/AIDS to their
institutions;

* Ensuring the mainstreaming of HIV/AIDS activitiestd programmes and
activities; and

* Ensuring that MDA adhere to the “Three Ones” Ppleiand the multi-sectoral
response.

Strategies

1. Mainstream HIV/AIDS programmes into the core busses of the MDA,

2. Coordinate the implementation of HIV/AIDS progransvier MDA internal and
external clientele;

3. Promote inter-MDA interaction in order to share ex@nces, especially on best

practices;

Provide technical support within their mandatesupport the response;

Mobilize additional resource to support programiaes activities within their

institutions; and

6. Develop human capacity for effective delivery andtainability of the responses
of MDA.

ok

5.3.3 Regional AIDS Committees

In line with the decentralisation policy of Goverant and the Ghana AIDS Commission,
Regional AIDS Committees (RACs) have been estaddishith the Regional Minister as
Chairperson. Located in the Regional Coordinatimgirieil (RCC), the Regional AIDS

Committee is to coordinate all HIV/AIDS activiti@s the region. In addition, Regional

HIV/AIDS Monitoring and Evaluation focal personsvieabeen appointed with the
responsibility to coordinate the activities of treious implementing agencies within the
region, collate and analyse reports for onwardstraassion to GAC (see Appendix 1).

The placement of the RAC within the Regional Cokmating Council (RCC) is to ensure
overall regional harmonisation, advisory and pcditimobilisation at that level. The
RCC is, therefore, required to provide the necgsadministrative and logistical support,
along with strong political leadership, for soagiabbilisation to combat the epidemic.
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Strategic Results

1. Strengthened capacity of the RAC to undertakeviessaght responsibility
effectively;

2. Improved capacity of regional monitoring and evéhrafocal persons to ensure
effective coordination of decentralised MDAs, cigibciety and private sector
activities at the regional level;

3. Improved information flow and dissemination of bpshctice within the districts
in the region;

4. Ensured social and resource mobilization withinrégion to support the national
response; and

5. Improved monitoring and reporting of regional lei#V/AIDS activities.

Challenges

» Assisting RAC and the regional monitoring and estibn focal persons to
perform their coordinating and oversight roles witthe decentralised system;

* Reducing the disruptive impact of transfers andsiggmment of focal persons;

» Ensuring effective reporting of district focal pens to the regional focal persons;

» Integrating HIV/AIDS efforts into the activities ®@AC and districts within the
region.

Strategies

1. Strengthen the capacity of the RAC to undertakeoitsrsight responsibility
effectively;

2. Strengthen the capacity of regional focal personsnisure effective coordination
of the MDA, and private sector and organized labactivities at the regional
level,

3. Improve information flow through the RAC and th@imnal focal person on the
activities in the districts within the region; and

4. Ensure the participation of PLWHA, OVC and othetmemable persons in all
HIV/AIDS activities in their region.

5.3.4  Metropolitan/Municipal/District Response

The 138 districts of the country represent difféeramd unique environments and sets of
circumstances. The available epidemiological dadizcate the existence of different and
specific local epidemics resulting from a complexnbination of factors. Also, districts
and local communities have different levels of cilyato support the local response to
HIV/AIDS, different traditional set-ups, financiaapabilities and vulnerable groups.
Each district also has its own set of developmeptalrities as articulated in District
Development Plans. All these combine to createiBpecontexts within which districts
and communities will react to the management anplé@mentation of the national
HIV/AIDS response.
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District Assemblies have established District AIB®mmittees (DAC) and appointed
HIV/AIDS focal persons. The District Chief Execugichairs the DAC, a multi-sectoral
Committee whose members include representativeallothe decentralised agencies
(MDA), NGO, religious and traditional leaders, youand women’s groups, private
sector institutions, PLWHA and individuals involveddevelopmental issues. Resources
from the GARFUND, District Assembly Common Fund asttier sources have led to
accelerated district and community responses thvauwigthe country. Under NSF |, some
assemblies developed capacity for monitoring dais@@nd community level responses.
During the period of NSF I, the capacity of somA®will be developed particularly
those of the new districts while others will beestygthened to enable them play their
coordinating roles more effectively within the detalised institutional framework.

Developing and strengthening the capacity of DAQ &nable them to access resources
from GAC and other donors and disburse funds diréctNGO, FBO, CBO, traditional
councils and other civil society organisations ¢als up the district response. Improved
human capacity will also help to promote accoutitgband responsibility among
implementing partners.

Strategic Results

1. Strengthened capacity of the Metropolitan /Munitijpastrict AIDS Committees
and DRMT to monitor programmes and activities witthieir localities;

2. Improved skills of district monitoring and evaluati focal persons to ensure
effective coordination;

3. Improved information flow and the sharing of besaqtices among district-level
stakeholders.

Challenges

e Sustaining commitment to the decentralised multtesal nature of the strategic
response at the local level,

» Achieving effective local responses through the iimiion of human, financial
and other resources;

» Strengthening the capacity of DAC to mobilize reses and manage the
response effectively at the district level,

» Ensuring the integration of HIV/AIDS into all acities and programmes in the
district; and

» Empowering PLWHA, OVC and other vulnerable groupbé involved in all
HIV/AIDS activities.

Strategies

1. Strengthen the capacities of Metropolitan /Munitfipastrict Assemblies,
stakeholders and other implementing agencies tastraam HIV/AIDS into their
activities at the local level;
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2. Strengthen the capacity of DCE, including M/E fogafsons, to assist with social
and resource mobilization to support the expandeal Iresponse; and

3. Ensure the participation of PLWHA, OVC and othetnenable persons in all
HIV/AIDS activities in their district.

5.3.5 Community Levels

Within each district are sub-district councils amdt committees which are the building
blocks of district assemblies. These sub-structwasstitute the lowest level of the
decentralised system. At the Community level, thait  (Committee is the point of
reference for all HIV/AIDS activities. It is expedt that the HIV/AIDS activities in the
local areas will be integrated into the harmonip&ths of metropolitan, municipal and
district assemblies.

One of the features of the existing administraystem in Ghana is the co-existence of
modern and traditional structures. The 1992 Carigiit recognises National and
Regional Houses of Chiefs. Hence, traditional leadmntinue to be key influential
persons in the body politic of Ghana and in Ghana@nmunities. Considered to be the
embodiment of the traditions and culture of the2ople, chiefs and traditional leaders
have a large following and command respect. Sopranwnity-based HIV/AIDS
programmes have been initiated by traditional lea@dmd some of these are yielding
positive results among both infected and affectexdgns. Nonetheless, the full potential
of traditional leaders as strong advocates hadeen sufficiently utilised. Community
responses must actively involve chiefs, queens taaditional councils to increase
participation of traditional leaders and ensure unmity ownership of the response.

In addition to chiefs, religious leaders are impottat the local level. Some of these
religious leaders have a large following and wigédmuch influence as traditional rulers
and administrators at both the national and loeatls. As with chiefs, the potential of

some of these religious leaders was utilized duN&gr I, although not to the full extent

possible. Also at the local level are private-seotganizations, NGO, CBO, professional

associations, youth and women’s groups. Someesfetiorganizations are already at the
forefront of HIV/AIDS activities, while the potefi of some of other groups is yet to be
tapped.

The driving force of the community response will &etive community mobilisation
which can be most effectively carried out throughpatnership of traditional and
religious leaders, NGO, CBO, private sector anceottivil society organisations. The
process of community mobilisation, while dealinghwihe soft elements of sensitisation,
awareness creation, empowerment, and commitmesaiféo sex practices, will also focus
on treatment care and support activities includi®R, PMTCT, VCT, home-based care,
psychosocial support and nutritional programmesn@anity mobilisation will be used
to expand the demand for services and increas&eipfaservices. Community responses
will vigorously promote partner reduction, abstioen condom use, openness about
HIV/AIDS, de-stigmatizing and compassion for PLWHAL the community level,
PLWHA will also be at the forefront of activitiess gart of the process to achieve
behavioural change, reduce stigma and prevent mi@ations.
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Community response will be an integral part of district HIV/AIDS strategic plan and
funded through the DAC. In addition, monitoring adaluation will be in line with the
district monitoring and evaluation procedures asdicated in the national M&E
framework.

Strategic Results

1. Ensured social mobilization of the general popafaincluding traditional,
religious and other opinion leaders within the camities to respond to the
HIV/AIDS epidemic;

2. Ensured continuing support of the traditional,gielus, and other leaders who
have provided leadership; and

3. Enhanced capacity of PLWHA Associations, NGO, CB@d ather civil societies
to utilize the potential of the identified grougglze community level.

Challenges

» Ensuring social, financial and other resource nidttilon within the community;

» Harnessing the potential of traditional and religioleaders, CBO, PLWHA
Associations and other civil society to facilitéweal ownership;

» Strengthening the capacity of local leaders and society to mobilize people
and other resources at the local level; and

* Promoting mechanism for the sharing of experieraresng traditional, religious
and other local leaders, CBO, PLWHA Associations] ather components of
civil society.

Strategies

1. Strengthen the social and resource mobilizationaitidation capabilities of unit
committee operatives, PLWHA Associations, NGO aBOF

2. Improve information flow within the units and withe monitoring and evaluation
focal person; and

3. Strengthen the capacities of traditional rulers @ligious leaders for the national
response;

5.3.6 The Private Sector

The private sector accounts for the majority of Eygd persons in the country.
Identified as the core area for the growth and g@reent of the economy, the activities
of the private sector in the management of HIV/Alaf paramount. Currently, the
sector is represented on various bodies of GAC.eSmmanizations and institutions have
developed HIV/AIDS workplace policies with the soppof the Tripartite Committee
and the GAC. In particular, the Ghana Employersolsdion (GEA) and Private

40



Enterprise Foundation (PEF) will play a major rimlenobilizing the private sector on the
issue of HIV/AIDS.

Mainstreaming HIV/AIDS in the private sector is a@hportant. The mainstreaming
process should first focus on the development ofkplace policies and workplace
programmes to address the needs of employees agid fdmilies. Workplace

programmes need to be broad enough to addressitréypintervention areas of this
Strategic Framework. Specifically, workplace prognaes must be holistic and include
reduction of new infections, as well as protectemd care of employees and their
families.

Coordination of the private sector response will theough the establishment of a
Business Coalition through which umbrella orgamiset and individual companies
voluntarily participate in sharing best practicespertise and collaborate on the basis of
agreed operational procedures. The Business Quorlghall have a secretariat with
professional staff to manage and coordinate itwviies. The Business Coalition will be
facilitated by the GAC.

Strategic Results

1. Enhanced capacity of the private sector to develmpk place HIV/AIDS
policies and implement programmes;

2. Adopted the “ Three Ones” Principle in privatetese¢iIV/AIDS activities; and

3. Enhanced representation of the sector in HIV/Al®véies in the country.

Challenges

» Encouraging private sector institutions to develoficies and initiate
programmes for their employees and their depengents

* Ensuring the adherence of private sector compaaoitge “Three Ones”
Principle.

Strategies

1. Strengthen the capacity of the private sector teeld@ HIV/AIDS policies and
programmes;

2. Enhance the linkage between public and privateosetd implement or intensify
workplace HIV/AIDS programmes and activities; and

3. Ensure the mobilization of the human and financesources of the sector to
support the national response.
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5.3.7  Coordination of Development Partners

Development partners have provided substantiauress since the 1980s to support the
implementation of activities identified under thational response. These resources have
been varied, ranging from financial aid, and techhassistance, to capacity building,
and have largely sustained the national responseaddition to resource flows,
development partners have made significant corttdbuo the creation of the enabling
policy environment currently driving the nationa&sponse. Through the Joint Review
process, development partners have agreed to cothemtselves to the “Three Ones”
Principle to ensure effective harmonisation and rdimation of their responses.
Accordingly, World Bank, DANIDA, DFID and UN ageras have agreed to pool funds
to support the expanded national HIV/AIDS respatmseugh Multi-sectoral HIV/AIDS
Programme (M-SHAP), a sector-wide HIV/AIDS programf(also see Chapter 10). It is
expected also that the Global Fund for TB, maland HIV/AIDS will be channelled
into the pooled funds.

In line with the recommendations of the Joint Rewi@Ghana AIDS Commission,

2004b), partner coordination will take place thrioygint planning and implementation
processes within the framework of a partnershiprfarDevelopment partners will work

in close collaboration with the GAC to achieve guals and objectives of this Strategic
Framework. Within the Framework, GAC will coordiaaefforts of development

partners.

Strategic Results
1. Enhanced capacity of GAC to coordinate donor a@wiunder the NSF 1I;
2. Established partnership forum for development astn
Challenges
» Becoming more proactive in sharing information tediato the contributions of
partners to the implementation of the National 88ty Framework; and
» Adhering to established institutional structuresdoordination and management
of the strategic response.
Strategies
1. Strengthen the capacity of GAC to effectively caoatke all resources and efforts
of development partners for the national respoasd;
2. Create a congenial environment for developmentpestto pool resources.

Lead Agency:

Ghana AIDS Commission
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Key Actors
Ministry of Local Government and Rural Developmévi©H/GHS and other
Ministries, Departments and Agencies, Office of @eil Service, NPC, NDPC,
Organized Labour, Policy Project and Developmeningss

Figure 5 - INSTITUTIONAL ARRANGEMENTS

The institutional arrangement is depicted below:

Ghana AIDS Commission P
(GAC)

Regional AIDS
Committee >
District AIDS Committee :
District Response || (MDA) | | Private | | Development |
Management Team Secto Partnes
Community and Civil

Society
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Chapter 6: Mitigating the Economic, Socio-culturaland Legal Impacts

Overall Objectives

* To strengthen institutional and human capacity dolress HIV and]
AIDS related stigma and discrimination at the wdakp

» To support activities designed to reduce the ecanampacts of HIV
and AIDS on infected and affected households, O\@d other
vulnerable people

* To ensure the identification and adoption of samitiural practices
which promote relevant HIV prevention, care andpsupand reinforce
positive behavioural change

 To enhance mechanisms for social mobilization tppsu activities
meant to reduce the socio-cultural burden of HI'd &fDS on PLWHA,
OVC other vulnerable persons

» To ensure the passing and enforcement of lawgtioatote the rights o
HIV and AIDS infected and affected persons

* To enhance the capacity of stakeholders to adissses relating to HIV
and AIDS, human rights and the rule of law.

6.1 Introduction

The spread of HIV is strongly influenced by the reunding social, cultural and

economic environment. The socio-cultural and spatilieus in which people operate,

and the political structures which provide the feamrk for governance have

implications for the pattern of spread and the matof responses to the epidemic.
Depending on the level of infection, HIV/AIDS inrtuaffects the socio-cultural and

economic systems of a country. Strategies forgatitng the impact of the epidemic are
also influenced by many factors: individual behaviand attitudes; pattern of socio-
economic development; some aspects of culturadiselattitudes and practices; the legal
environment, including the extent of emphasis onalgling, respecting and guaranteeing
basic human rights of infected and affected persang the level of openness in dealing
with the HIV/AIDS epidemic. For instance, ineqtiak in development and access to
social services generate migration (e.g.rural-urbamd north-south) that have

implications for sexual networking (Tanle, 2003).

Economic and socio-cultural dimensions of HIV/AlD8ection and mitigation can be
positive or negative. The positive aspects incligestrong traditional family structure,
traditional community leadership and organizatiattgrns that can be harnessed to
strengthen care and support. Some negative peactiamper education, prevention,
treatment, care, and support necessary for redumangHIV infections and mitigating its
impact. These include the subjugation of womerstpartum sexual abstinence for
females but not males, and tacit acceptance ofipraifpartners for males.
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For the management of HIV/AIDS and STIs, understandjender issues is basic to
confronting the epidemic. Generally women are peeckas subordinate in status to men
and thus do not have equal access to resourcekedunate negotiation skills for women

in such diverse areas as sexuality and healthssg&idhaviour, and lack of autonomy in
economic issues, make them vulnerable to HIV imdect Compared to men, women

suffer from relative powerlessness, and in somedsoface coercion and/or violence.
Similarly, young girls, undergo practices, suchrdant betrothals and genital mutilation,

which affect their health and general well-beilgmong the challenges are identifying

and enhancing the positive social aspects that hedly to reduce transmission and
mitigate the affects of the epidemic, as well antdying and eliminating the negative

socio-cultural aspects.

6.2 Mitigating Economic Impact

The economic burden of HIV/AIDS has been founddoun at least at three levels. These
are the impact on the individual, the community &#melcountry. As an epidemic mostly
affecting people in their productive years, HIV/ADwill affect the economy in a
number of ways: loss of workers and the investmentheir training and education,
increased cost to business due to absenteeismyrlagglacement, recruitment, and the
need for new training, medical costs and funergleases. All these in turn adversely
affect productivity, national economic output, helasld income, and the overall health
of the population. Thus, high rates of infectiesult in the diversion of resources to uses
that would not have been necessary in the absdnd¢®/0AIDS. According to an impact
study conducted in a brewery in 2000, re-trainingts and productivity losses due to
HIV/AIDS amounted to about 22 percent of total @exg costs for the firm. An
additional 14 percent of the operating cost was tla®ugh staff absenteeism and labour
turnover.

Mitigating the impact of the epidemic on the ecoomll also have to occur at various
levels. At the national policy level, the Ghana &by Reduction Strategy, which seeks to
create wealth, provides a framework for reducingional vulnerability. At the
community and individual levels, strategies sucmago finance, which provides capital
for small and medium level entrepreneurs, woulddnt&e target people infected by
HIV/AIDS and their family members for support, teduce their vulnerability and
susceptibility. Ensuring safety nets and enhaneedces for extremely poor households
and communities impacted by the epidemic as wetitasr individuals will be built into
any activities meant to mitigate the impacts ofeépealemic.

To ensure that enterprises consider the impact\éfAIDS on their activities, organized
labour in the country and the International LabGuganization (ILO) have advocated for
the development of workplace policies to guide Btduspecific responses. Some
establishments have responded to the challengel@reloped workplace policies while
others are yet to start.
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Strategic Results

1.

2.

Developed and implemented strategies for mitigatiregsocio-economic impact
of the epidemic on individuals, families, groupssimesses and the larger society;
Created nationwide awareness on the socio-econongact of HIV/AIDS on
individuals, families and communities;

Mobilized stakeholders to provide resources to stpactivities geared towards
reducing the economic impact of HIV/AIDS on PLWHAaifected individuals,
families and communities;

Instituted mechanisms for MDA, employers and thevgte sector to develop
policies for reducing the economic impact of thedepic on their establishments
and employees;

Improved access of PLWHA, OVC and other vulnergiéesons to resources
(e.g. micro-credit) and employment within their abpities; and

Well functioning Business Coalition.

Challenges

Ensuring mainstreaming of activities on HIV/AIDS all public and private
enterprises to ensure the reduction of the econonpect of the epidemic;
Advocating policies that address the socio-econauitditions that make some
people vulnerable;

Promoting strategies that provide resources to PIAVEHd infected persons;
Promoting research that will help to identify vulalele persons; and

Ensuring development of indicators for monitoringd eevaluating assistance to
PLWHA.

Strategies

1.

Review existing workplace and labour policies amdlcpces to ensure that they
conform to the 10 key ILO principles and code oéqtice, and promote the
development and implementation of workplace paticéad programmes where
they do not exist;

Empower women, PLWHA, their family members andeothiffected individuals
through micro-financing, education and skill deyeteent;

Seek to finalize the Social Protection Strategyndeieveloped within the context
of the Ghana Poverty Reduction Strategy (GPRS);

Promote partnerships among government, organizedifacivil society and
community groups at all levels to develop comprshenimpact mitigation
interventions that respond to the impact of thelemic on local economies; and
Promote increased private sector involvement iaglects of AIDS
programming.
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6.3  Mitigating Predisposing Socio-cultural Practice

Both the laws of Ghana and the traditions of vagiethnic groups prohibit customary
practices which dehumanise or are injurious toghgsical and mental well-being of a
person. Nevertheless, there are some culturalipeactsome relating specifically to sex
and sexuality, such as female genital mutilationd wife inheritance) that have negative
effects on individuals, or render them vulneraldeHiVAIDS infection. Alternatively,
there are some positive cultural practices sucthadraditional mutual support system
and strong community spirit which can be used teebttg strategies for prevention,
support and the mitigation.

Regardless of the existence of laws to protectiodnl, various cultural practices continue
to put some children at risk. Among these cultymalctices are female ritual slavery
(such asTrokosi) betrothal, female genital mutilation and discnation against girls for
formal education. NSF Il will need to target cu#tiupractices that put young girls at risk.
Furthermore, with increases in the number of irdecdults in the reproductive ages, the
number of AIDS orphans will increase. This will u#g programmes to deal with the
problem beyond the traditional approach of relyorg extended families members to
foster such children.

Strategic Results

1. Identified socio-cultural practices that have pgusiind negative implications for
the transmission of HIV;

2. Promoted strategies to increase awareness abdlirtkheetween some negative
socio-cultural practices and HIV/AIDS infection;dan

3. Established mechanisms for resource and socialliratioon to support activities
that will reduce the impact of negative socio-cdtdactors on HIV transmission
and the care and support of OVC.

Challenges

» Eliminating some socio-cultural practices that cdwite to putting people,
especially the youth and women, at risk of HIV/AlD&ection;

» Developing strategies to help people identify andegt the implications of their
actions and inactions on their own lives and orlithes of others; and

* Mobilising civil society to re-examine itself andeintify positive and negative
practices that have implications for HIV/AIDS tramssion and prevention as
well as the lives of infected and affected persons.

Strategies

1. Document socio-cultural practices that enhance t@node that negatively
influence disease prevention, transmission and déwe of infected and
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affected persons among various ethnic groups, awklop appropriate
strategies to deal with them; and

2. Advocate gender mainstreaming and protecting thghtsi of children,
especially females, as part of the national respom$iIV.

6.4  Legal Aspects

Promoting and protecting human rights are essewgtahponents in preventing the
transmission of HIV and reducing the impact of épgdemic. A rights-based response to
the HIV epidemic involves creating conditions faspecting the rights of persons as
indicated in the Constitution as well as in bothioraal and international laws and
conventions. International Conventions, such aQGbnvention on the Elimination of
All Forms of Discrimination Against Women (CEDAWand the Convention on the
Rights of the Child (CRC), offer legal protectiamwomen, children and other vulnerable
groups. The 1992 Constitution also guarantees tiogegtion of the rights to life,
protection of personal liberty and respect for hanagnity. Other provisions in the
Criminal Code provide protection from abuse. Theildtén’s Act and the 1992
Constitution contains extensive provisions aimegratecting children from acts that
render them vulnerable to HIV infection.

Legal aid centres and legal aid systems existawige services to women and children.
However, they are not specialised in HIV/AIDS casark. The Women and Juvenile
Unit of the Ghana Police Service has also emergeshaavenue for dealing with issues
associated with domestic violence, abandonmenitrdndgements of rights. Traditional
rules on property exist alongside formal laws ia dountry. Thus, there are services and
outlets for dealing with issues associated witthtdgand protection of minors and
vulnerable persons.

There are no national laws specifically on AIDS.Isd there are no general anti-
discrimination laws to protect PLWHA and especiallyinerable groups (e.g. children,
refugees, displaced persons, sex workers, MSMomeis) from human rights abuses.
Some of these gaps in the legal system have beaetifidd and attempts have been made
to draft laws to rectify them. Among the laws thaive been drafted but are yet to be
passed are the Domestic Violence and the Humarfidkiafy Bills. In addition there
will be the need to draft, enact and enforce lawkiclv address gender-based
vulnerability, including violence, coercion, protien of property rights and the
marginalization of women. Further, there will e theed to harmonize some national
laws with international laws which have implicatsoofor the management of HIV/AIDS
and the rights of persons.

Strategic Results

1. Advocated for the programmes meant to protect gmbid basic human rights
of PLWHA, women, orphans and other vulnerable gspup
2. Enhanced capacity of stakeholders, including PLWMBA, NGO, CBO and
the private sector to effectively promote and protke rights of vulnerable
groups;
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3. Promoted HIV/AIDS human rights-based advocacyldesaéls;

4. Increased resources to key stakeholders to supgtvities that provide legal
protection and avenues for redress of socio-culaurd economic issues for civil
society, PLWHA and affected persons; and

5. Advocated enforcement of laws on the protectiorloldren, women and other
vulnerable groups.

Challenges

Popularizing the legal protection measures for woraed children which have
been clearly articulated in the laws of the country

Gaining commitment to the enforcement of existengs to protect women from
harmful traditional practices and offences whictr@ase women'’s and children’s
vulnerability to HIV infection;

Ensuring the passing of laws that have implicatiéms HIV/AIDS and STI
prevention which have been drafted but not passed;

Ensuring the identification and drafting of lawstthelp to promote the welfare
and dignity of persons, especially those likelyinfluence the course of the
epidemic; and

Strengthening legal support services, and enforoemielocal and international
laws protecting PLWHA, women, children and othelnewable groups.

Strategies

1.

2.

Promote the review of all laws which affect repraiie health and rights with
the view to bringing them into consonance with oxadil and international laws;
Support the development of expertise and documentain HIV/AIDS related
legal, ethical, and human rights issues in all @sctinstitutions and among
NGO/CBO/FBO and the judicial branch of government;

Promote the review of sectoral HIV/AIDS plans armates of ethics for their
rights-based components;

Strengthen the capacity of PLWHA organizationsddipipate in all HIV/AIDS-
related policies, programmes, and activities.

Develop portfolio on ethical issues to guide peeEnf NGO/CBO/FBO involved
in HIV/AIDS programmes.

Lead Agencies:

Ministry of Employment, Manpower Development anati@bWelfare/
Commission for Human Rights and Administrative ibest
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Key Actors:

Ministry of Finance, Ministry of Women and ChildisnAffairs, Ministry
Employment, Private Sector Development, Ghana EyeptoAssociation, Private
Enterprise Foundation, Organized Labour, Nationauril for Women and
Development (NCWD), private sector corporate bqdiR&O, CSO, FBO,
National House of Chiefs, Ghana National CommissinrChildren, NPC, GAC,
Women and Juvenile Unit of the Ghana Police Seyvmammission for Human
Rights and Administrative Justice, Ghana Health vier Manpower
Development and Social Welfare, CBO, Judicial SmrviAttorney General’s
Office, Women and Juveniles Unit (WAJU) of the Gadpolice Service, Legal
Aid Board.
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Chapter 7: Prevention and Behaviour Change Commungtion

Objectives

e To develop, implement, and manage targeted IEC/B&@ othel
prevention programmes

* To increase the proportion of the sexually actiepyation who practic
faithfulness, or use condoms at every higher resdual encounter

« To promote programmes to ensure increase in thdamexbe at sexugl
debut among young people

* To promote availability and utilization of quali§TI, VCT, PMTCT and
PEP services to vulnerable groups, rape victimstla@deneral populationf

e To minimise the risk of HIV transmission througlod and blood products

* To reduce the incidence of occupational exposureHtd and other
infections

174

7.1 Introduction

Effective behavioural change communication (BCCogoammes and ultimately
reductions in new infections require integrated|tievel, tailored messages, targeted at
particular groups and employing a variety of comioation channels including mass
communication, peer-to-peer and other interpersoo@nmunications. The new
generation of BCC programmes will go beyond prarisof knowledge to provide life
saving skills/abilities, the confidence and ability initiate and sustain changes.
Information aimed at changing behaviour shall bevigled in a timely, relevant,
culturally sensitive and appropriate way in a nbgrsatising manner. Due to the
interconnectedness of individual behaviour, soetams, and socio-economic structures,
it will be necessary to promote together programmesigned to change individual
behaviour with those targeting social and commub#haviours. Behavioural change
communication will also have to respond to issuehsas compliance, and some of the
new attitudes expected to emerge with the scalpmgi anti-retroviral therapy. For
instance, some people on ARV may abandon otheept®e measures since they might
consider themselves as being “cured.” Accomplistimgse formidable tasks in a cost-
effective manner will require new research knowkedg guide relative emphasis on
different strategies and programme componentsalseeChapter 9).

Preventive efforts will also require examining legaues that will have implications for
educational programmes that target marginal graugh as sex workers and prisoners.
It will also involve developing supportive servigasich as counselling and management
of STI.
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7.2 Programme Targeting

To achieve the goals set out in this framework,néeds of various categories of people
will have to be addressed with general and speEIR¢AIDS educational programmes.
These categories include sex workers and theintsli®®LWHA, affected persons, OVC,
adult men and women, youth and children, and pewplgeographic areas (e.g. rural-
urban, peri-urban, slum areas). Available eviddmes identified risky behaviours, risky
environments and risky periods for HIV infectionn@fi, 2000). For maximum impact,
it will be important to focus on interventions whiaim at averting new HIV infections
among vulnerable groups and in the general populaliargeting, therefore, will involve
identifying some high transmission areas (PLACE hwodblogy) as part of targeting
geographic areas and vulnerable groups or behaviour

7.2.1 General Population

The prevalence rate and pattern of HIV/AIDS in ¢bentry fall within the definition of a
generalised epidemic. In a generalised epidemiengive social mobilisation strategies
are needed to implement programmes that promotwidudl as well as collective
positive behavioural change. By targeting the gan@opulation, stigma associated with
group targeting will be reduced. For the generdlliputhe mass media shall continue to
play a significant role in the dissemination ofamhation to achieve behavioural change.
Culturally acceptable media and channels will bedu® reach groups of people in a
timely and relevant manner. In addition, local hifimation, through group and
individual interaction, will be used for behaviouchange and support for PLWHA and
affected members of the community.

Within the general population, there are undersep@pulations, such as those in rural
and deprived urban enclaves. In some parts ofdhatry, prevalence rates are higher in
rural than urban areas. These patterns presdalliarnge for dealing with the factors that
predispose people in such areas to infection.

7.2.2 Geographical Targeting

Infection rates in the country are not evenly sgredth higher rates in some geographic
areas than others. Even within a Region or Diskimdbwn for its high or low HIV
prevalence, infection is higher within certaimot-spots, which deserve additional focus
in prevention activities. Among these are locati@ms highways and market centres
(Anarfi et al., 1999). There are also periods whertain activities (e.g. local festivals,
funerals) take place that expose people to higskr YWhile information exists in some
form (e.g. sentinel surveillance and surveys) tagugeographic targeting, additional
information will be needed to further guide intamiens during NSF Il. Such
information will include factors which influence Heviours that occur at such events
locations, so that they can be appropriately masthaggome of these events and places
will vary with time and will need constant review érder to understand patterns related
to varying rates of infection.
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7.2.3 Vulnerable group targeting

Targeting social groups with known high HIV prevate and risky behaviours that are
likely to facilitate the spread of HIV is a highgfficient way of preventing further spread
of the epidemic. Some of these vulnerable groupsh as sex workers, and clients of sex
workers are well documented. However, the seleafoother high risk groups will have
to be based on a combination of biometric and biebeal studies.

The available evidence suggests that other vullergloups in the country include
youth, women in a marital union, uniformed servigersonnel, refugees, displaced
persons, prisoners and people living at border sov8pecific issues related to these
groups are highlighted below.

Women

Lack of economic empowerment coupled with low amr and negative socio-cultural
and religious practices continue to beset womeniacr@ase their level of vulnerability
to HIV infection. Due to lack of socio-economic @pfunities, such as education, and
cultural practices, women lack control over thexwality and are expected to serve
men’s needs. Increases in formal education helpetiuce HIV infections among
women. To this end, advocacy to encourage susiaingid-child education will be
systematically pursued and increased, as well atnting access of women to non-
formal education. Women’s economic capacity willibmroved through strengthening
and expanding existing income-generating and dklelopment programmes, especially
for women not in marital unions. HIV prevalencehis group is about three times that of
women in marital unions (Ghana Statistical servi2@)4). The assumption is that
increased education, income generation and skileldpment opportunities will help
reduce the level of economic dependency of womenraprove their ability to negotiate
safer sex. Considering that the uptake of femaledoms has been slow, extensive
promotion of female condom use among both males fenthles should increase
women’s ability to have some control over their @syre to risk.

Effective advocacy programmes are needed whicheaddihe negative socio-cultural
practices and economic vulnerability of women andng girls to HIV/AIDS infection.
Some key issues that have negative impact on thiéhhaf women, such as violence and
coercive sex, will be targeted in mass media cagmsaand comprehensive community
participatory learning approaches. The messagesaatidities will focus on gender
dimensions of development and infection, changesh& epidemic, perceptions of
individual and group vulnerability, value of ABCrategies, and skills in negotiating
safer sex.
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Youth

Youth, defined as young people between the ageen@(24 years, account for about a
third of the country’s total population (Ghana &tatal Service, 2004). Several studies,
both national and international, have shown thatynaung people have unplanned sex
and often fail to protect themselves against dsea®l unwanted pregnancy, especially
at their first sexual encounter. Young people alsderestimate their own vulnerability to
infection, while some of them, especially young &es, are victimized by sexual
violence and sexual abuse. Available evidence siggests that young people do not
report STI infections for various reasons. Theyymat think that the infection is a
serious issue, and they may be concerned aboutiveegdtitudes of service providers.
They are also influenced by the behaviour and iesvof their peers.

For young people, structured youth activities, peghrcation and youth friendly services
will be strengthened and, the best practices inarif the country will be replicated.

Services for young people require strong skill daiy components aimed at reducing
their vulnerability. This will also include encaging those yet to initiate sex to delay
sexual debut, and for those already sexually adbvstick to one sexual partner, and
adopt dual protection measures.

In-School Youth

In-school youth constitute a captive audience wha easily be reached with well
packaged programmes. Youth in first and secondeciywdtitutions as well as tertiary
institutions will be reached with appropriate HIVDS information through their
teachers, and equipped with appropriate life shkillselation to HIV/AIDS. Safer sex
practice, with emphasis on the delay of the ongstrual activities and abstinence, will
continue to be promoted among youth in the firstl @aecond cycle institutions.
Messages on the ABC of HIV/AIDS prevention will pemoted among youth in tertiary
institutions. Both male and female condoms willppemoted and made readily available
in tertiary institutions. While the general linkettveen education and HIV/AIDS
prevention is positive, there are also emergingatieg aspects associated with formal
education. For instance, some girls are compeltecrtter into transactional sexual
arrangements to be able to pay their school f&esne experience sexual abuse in school
(Ankomah, 1998; Awusabo-Asare et al, 1999). Intensommunity education will be
pursued to promote support for female educatiansafe environment.

Teachers constitute a major group in the intereanpirocess for young people. Although
in some cases teachers have been found to abusg gahool girls, collectively, they
constitute a resource that will have to be tapmedritervention. In-service training will
be provided on HIV/AIDS issues to teachers at wawitevels, including instructors at
institutions serving students with special needshsas the blind, hearing and physically
impaired. This requires the development and periodview of available educational
materials, including text books, leaflets, pamphleiocumentaries and interactive video-
drama series. Teachers in training institutionslve given adequate education and skills
to impart sensitive material on HIV in a youth fridy manner. The abuse of school girls
by teachers will also have to be addressed assaa ia professional and personal ethics.
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Out-of-School Youth

There are two main categories of out-of school lypdhe organized, who may be
employed, or serving as apprentices, and the unagd, who are not employed, or who
only have street hawker positions, or are at honBath categories of youth have varied
information needs and also respond differently e available information (Dartey,
2003; Glover, et al., 2003). The out-of-school yoptesent one of the biggest challenges
in HIV/AIDS prevention. Some of them engage in higik sexual behaviour while some
of the girls are subjected to sexual coercion (AatnasAsare et al, 2004). Tailor-made,
culturally sensitive and relevant messages withr@gppate visual aids will be developed
to serve the varied needs of different groups. dlaexe this objective, both the human
and institutional capacities of NGO, CBO, and csalciety will be enhanced to enable
them to communicate effectively with young peopiereby increasing the probability of
achieving positive behaviour change. Both primamngl secondary abstinence will be
vigorously promoted, especially among males andafeshaged eighteen years and
below. “ABC” and partner reduction will be the mairessages for the sexually active.
Condom promotion, STI management and sexuality selling services will be made
widely available and accessible.

Sex Workers and their Clients

A number of women are drawn into sex work for vasioreasons, including poor
economic conditions. Although the number of sexkeos in the country is unknown, it
is generally believed to be increasing and to idelPLWHA (Ahiadeke et al., 2004).
With the introduction of HAART, some infected pemsawill continue to be sex workers,
putting themselves and their clients at furthek.riSxtensive education programmes will
be needed to raise awareness of sex workers amctlirats on the importance of using
condoms in each sexual act, and periodically uSifigand VCT services. An important
feature of STI reduction programmes will be condpromotion for both males and
females. There will be BCC messages to encouragerdtuction of multiple sexual
partnerships and consumption of alcohol. Linkagés welevant organisations will be
encouraged to initiate and sustain initiatives Whassist sex workers to find alternative
employment. Clients of sex workers require edocaton vulnerability, risks, and
consistent use of condoms.

Prisoners

A number of youth and adults in their prime yeaesiacarcerated in prisons and remand
homes. Prisoners become vulnerable to HIV due pe,rand consensual unprotected
penetrative anal intercourse. However, owing tgnsa associated with incarceration,
prisoners often delay accessing medical servites, delaying the timely diagnosis and
treatment of infections. Condom use is non exisasnprison authorities prohibit condom
distribution in prisons. Tailored BCC programmesl @ervices will be promoted in the
prisons to ensure early detection and reportin§ Ok, as well as promotion of support
from prison authorities to address issues such BEADS education and condom
distribution.
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Mobile/ Migrant Populations, Cross-border Traders, Refugees, and Uniformed Service
personnel

Mobile, migrant population, cross border tradeesugees, internally displaced persons,
and uniformed service personnel are believed tmdee vulnerable to HIV because their
mobility increases their vulnerability to high riskxual behaviours. The country has long
and porous borders with its neighbours which hagéédr rates than Ghana (UNAIDS,
2004a). Located in a central position along the WAdéscan Coast, Ghana is involved in
the Corridor Project spanning five countries. Astpf the intervention, there will be
strategies to improve access of these groups oplpeo condoms. Access to STI
treatment will also be improved and the mobile papon motivated to utilise the
services. BCC programmes will focus on partnemucéidn, consistent condom use,
abstinence, and early treatment of STls.

Sites such as border towns, guest houses, and clighg, drinking bars and hotels and
brothels tend to be places where people meet s@autilers, and in some cases sexual
activity takes place on site. It is generally gted that there are few HIV prevention
BCC programmes or condoms at most of these higtsiies (Ghana AIDS Commission,
2004a). Ghanaian military and police personnekhasen involved in international and
local peace keeping over the years. Those invdlaee isolation from social and family
support which is likely to put them at risk. Recagmg the potential risks, the security
personnel have developed programmes for serving bmem Capacity building
programmes shall be organised for managers of oighs, and serving personnel, whilst
educational activities will have to be strengthetednsure that BCC activities are tailor-
made for the various categories of people.

Workplace Programmes for the Employed

Large enterprises, companies, MDA, small and medimad industries account for
about one quarter of the employed work force (Gltasistical Service, 2004). Some of
these workers are organised under labour unionghwban easily be mobilised for
HIV/AIDS programmes, while others are not unionizeBuring the period of NSF |,
some institutions developed and implemented wodgfalicies. Those institutions will
be supported to review and expand their programmasthin the period of NSF II,
institutions without work place policies will be sisted to develop and implement
HIV/AIDS policies and programmes. Advocacy effonsl be intensified to ensure that
resources are made available. The peer educatoielmvill be promoted to motivate
peers to collectively support preventive behavipsugh as abstinence, partner reduction,
condom use and mutual fidelity.

Farmers, fishermen, and other informal sector workers

According to the 2000 Housing and Population Censlosut 60 percent of the employed
adult population are in agriculture, fishing, arek tinformal sectors of the economy
(Ghana Statistical Service, 2004). These are peapb are not involved in any work
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place programmes. The assumption is that they heilicovered in community-based
programmes. However, the work patterns of soméhein (e.g. market women and
farmers) are such that they are not covered by rbeu of programmes. These
categories of people will be targeted differenthyough municipal/district assemblies,
and in their community-based organizations.

Strategic Results

1. Reduced number of new HIV infections, especiallypagwulnerable groups;

2. Operationalised National Integrated IEC/BCC Strateg

3. Strengthened implementation of BCC programmes;

4. Increased levels of abstinence among young peopljal faithfulness among
those with partners, and condom use;

5. Reduced stigma and discrimination; and

6. Improved quality and utilization of STI and VCT gees;

Challenges

» Strengthening the effectiveness of prevention-t¢eiémterventions;

* Reducing high risk behaviour, promoting preventedaviours, and
implementing appropriate information and servigasceic to each vulnerable
and/or high risk group.

Strategies

1. Finalise and operationalise a National Integralesd/BCC Strategy addressing
the gender-specific needs of the general populagbbysically challenged
persons, and particular high risk/vulnerable groups

2. Reinforce cultural values and practices that redbeegisk of HIV infection.

3. Strengthen capacity to develop and implement BQ@nammes;

4. Promote dual protection through ensuring accesastavell as correct and
consistent use of male and female condoms;

5. Improve access of all youth to quality, evidencasdd, and culturally sensitive
life planning skills and user-friendly reproductikiealth services with the view to
reducing new infections;

6. Improve awareness of complications and preventi@ilds, especially among
young people, high risk and vulnerable groups;

7. Ensure improved access to VCT, including the usedfile VCT services;

8. Strengthen quality syndromic management and mangoof STI in both
government and private health institutions;

9. Integrate syndromic management of STI into thesamice curricula of all

health training institutions and expand the intégraof syndromic management
of STl into other services;

10. Build the capacity of relevant stakeholders togné¢e, implement, coordinate,

and improve the delivery of PMTCT services to aatal patients;
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11.Ensure improved attendance at supervised delivemtg in order to improve
access of infected infants to ART,;

12.Promote standardised provision and awareness @iviitability of PEP, improve
access to PEP services for occupational expostH&t@and rape, and ensure the
availability of PEP in health institutions;

13.Train medical personnel, law enforcement agenamesteaditional and religious
leaders on issues of rape and PEP so as to impepeeting of exposure to HIV
and rape, and referral system for PEP;

14.Strengthen blood donation, screening and transiusiervices in public and
private health institutions in line with the natamlood Transfusion Policy; and

15. Advocate for programmes to reduce preventable aisa@mong women and
children.

16. Engage civil society in community preparedness/aies to embrace ART scale

up.

Lead Agencies:

GAC, National Population Council, MOH/GHS

Key Actors:

MOH/GHS, NPC, NGO, CBO involved in BCC, Ministry BHucation, Youth and
Sports, Ministry of Women and Children’s Affair,aditional, religious and opinion
leaders; FBO, MDA, Civil Society, organized laboNyrsing /Midwifery training
institutions and medical schools, CHAG, Private pitads, WAJU, MOWCA
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Chapter 8: Treatment, Care and Support

Objectives

« To ensure an enabling environment for comprehensigatment, care ard
support through reduced stigma and discrimination
» To strengthen infrastructure and human resourcacitigs necessary to rapidly
scale-up provision of treatment, care and supportPLWHA, OVC and othef
vulnerable groups in public and private institusiat all levels
« To promote early diagnosis of HIV and AIDS througbe of VCT and othgr
services
* To ensure the availability of adequate laboratoyp®rt for clinical care servicqs
at all levels
* To develop strategies for ensuring universal actesfKkT
* To ensure the availability and standards for comtyuand home based care fpr
PLWHA, OVC and other vulnerable populations
* To ensure psychosocial support is an integral glat comprehensive care ahd
support package for PLWHA, caregivers, OVC and otinerable groups
e To strengthen referral mechanisms and other linkdgggween the community,
preventive and clinical services in public and atévinstitutions
* To promote adequate nutrition for PLWHA, motherd ahildren
e To promote public private partnerships for acceéztareatment, care and suppprt
« To monitor, supervise and evaluate treatment, @adesupport programmes

8.1 Introduction

Programmes to provide treatment, care and suppoRfWHA and affected persons at
the institutional, community and home levels reguiast expansion. Clinical care,
defined as provision of services for opportunigtiections (Ol), anti-retroviral therapy
(ART and HAART), prevention of mother-to-child-temission (PMTCT) and post-
exposure prophylaxis (PEP) and laboratory servieese either introduced or expanded
during the period of NSF |. Technological developisein anti-retroviral therapy,
increased knowledge about the epidemic and a stipposocial environment have
combined to change the way HIV/AIDS is managedmlinical setting in the country.
With a drastic decline in the prices of drugs foghty active retroviral treatment
(HAART), and the willingness of development parshand the government to support
treatment, anti-retroviral therapy was introducadaa experimental basis in 2002/2003.

Introduced as a pilot programme between Family HHekidternational and the Ghana
Health Service to PLWHA in Manya and Yilo Krobo Bists in the Eastern Region, the
success of the project has led to the expansitinegprogramme. Currently about 2,000
persons are receiving therapy. The success opribgramme has given hope to many
people and has transformed perspectives on treatareh care of PLWHA. These
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developments are at the core of the quest for ase@ access to treatment, care and
support for PLWHA. An important challenge is to dp strategies that will make
access to ARV treatment progressively availablalkdhose who need it. Associated
with this expansion in ART will be increased motiga for VCT.

8.2  Care and Support at the Institutional and Community Levels

Care and support at the institutional level is i® infancy and is characterized by
ignorance, fear, stigma, discrimination, inadeqyateained and motivated staff,
inadequate laboratory services for the managenfddi\JAIDS, low coverage of ART,
lack of post-hospital discharge policy and wealemadl networks. Efforts therefore are
needed to improve treatment, care and support EMWHPA at the institutional level.
However, with increasing numbers of PLWHA, insiibaial care alone cannot provide
the needed care and support. Therefore commundyhame-based care (and support
CHBC) will become increasingly important.

CHBC services include physical, psychological, iptite, material and emotional
assistance. Care provided to infected and affeicigigiduals in their own environment
form an important link in the continuum of healtwre for terminally and chronically ill
persons. This care, delivered by trained (and imes@ases untrained) nuclear and
extended family members, neighbours, friends, ieddpnt volunteers, as well as
organized volunteers working through religious atiger organisations, has become an
important element in HIV/AIDS treatment, care angh@ort. Sometimes supported by
skilled and motivated social welfare and health keos, HBC provides appropriate
medical, social and nursing support for PLWHA, wh#ét the same time reducing
congestion in health facilities.

Community and home-based care are organized mhainkeligious hospitals affiliated
with the Christian Health Association of Ghana (GB)A Lay counsellors and public
health nurses provide outreach services to PLWHA hadive been under their care in the
health institutions through a discharge plan arfdrral system. Their experience will
provide valuable insights to guide the scaling-fig@ammunity and home-based care in
this second Strategic Framework. Implementing aamgnsive community and home-
based care services will also call for addressasge associated with traditional home-
based care strategies which rely mostly on femalespective of age, as primary care-
givers.

Herbal and other traditional therapies have alserged in the treatment of HIV/AIDS.

Available evidence suggests that some infectedopsrslepend on herbal and other
treatments for various reasons including the badeaft traditional medicine can cure
HIV/AIDS (Acquaah, et al., 2004; Mensah et al., 200Vhile the debate on the efficacy
of herbal treatment and other therapies has noh loeaclusive, there is a growing
interest in such therapies (Amoah and Acquaye, RO00Herefore, it is necessary to
explore the use of herbal medicines in treatmert and support.

Programmes of care and support for vulnerable @pojms have so far targeted
information and STI services to sex workers, lomggahce truck drivers, and uniformed
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service personnel. OVC have been identified foresteingeting, as in the case of orphans
in some areas in the country. Other vulnerableiggpsuch as clients of sex workers,
men-having-sex with men and intravenous drug usaEsf) require care and support
services, as well as targeted BCC during the neatyears.

Care of PLWHA at both the institutional and the coumity/home levels still remains
one of the weakest components of the continuumag tor PLWHA in the country. In
the 2003 review of programmes, care was the orbgnamme component which was
rated below 60 points in the AIDS Programme Effortlex (API) (Ghana AIDS
Commission, 2004a). This is because ARV, PMTCT ¥6d are not widely available
to those who need them in various parts of the wgun Therefore, scaling-up of
treatment and care at both the institutional lesedl across geographic regions will
present one of the biggest challenges. Withinpdeod of NSF 11, strategies will be
developed towards ensuring universal access ifuthee.

8.3  Challenges in Promoting ARV

Promoting ARV and related services will generates mhallenges. These will include

the early diagnoses of HIV infection, especially cam pregnant women, adequate
nutrition for PLWHA on ARV, and issues of compli@nc Another challenge is that
some people on ARV may think that, given their ioyad health conditions, they can
resume unprotected sexual activities. Others neale®s concerned with HIV infection

because they incorrectly think that a cure is abdd. BCC programmes under NSF Il
will be mindful of such challenges. Furthermoree tscaling-up of ARV and related

services will generate the need for training anplacdy building at all levels, including

those providing home-based and institutional care.

Strategic Results

1. Developed strategies that will ensure progressieess to comprehensive
and confidential ARV, PMTCT, VCT, PEP and otheatment, care, and
support services;

2. Integrated long-term HIV/AIDS treatment, care angort with other
chronic conditions within the health and sociavgmss;

3. Developed appropriate mix of institutional and helpased care and support
which are affordable and feasible;

4. Implemented training programmes for comprehengiggtutional and home-
based care and support, and strengthened volwsysiem for institutional
and home-based care;

5. Advocated for standardized traditional and alteweatnedicine as part of
long-term treatment, care, and support.

6. Developed and implemented workplace policies cattnent, care and
support;

7. Strengthened involvement of PLHWA and affected @essn the planning
and implementation of programmes and activitietreatment, care, and
support; and

61



8. Implemented comprehensive programmes, includingtiaual support, for
orphans, and vulnerable children and adults, sachidows and other
women not in a marital union.

Challenges

Managing expanded ARV, PMTCT, PEP, and VCT seryiagad institutional and
home-based care for increasing numbers of PLWHAC@¥d other vulnerable
groups;

Re-modelling the traditional system of care andpsupwhich relies mostly on
women as primary care givers;

Maintaining a functioning referral system;

Providing support to institutional and home-basace: givers;

Ensuring the development and implementation of wiade policies on
treatment, care and support; and

Ensuring the promotion of adequate nutrition fokNHA and OVC.

Strategies

1.

2.

Improve the relationship and linkages between plera of standard and
traditional health systems for treatment, caresargport;

Ensure the availability of human, financial and sibgl resources for scaling-up
treatment, care, and support services;

Promote the utilization of good practices for manggpportunistic infections, as
well as care and support strategies for PLWHA aN€O

Develop training plans, operation manuals, toots @rricula covering the skills
necessary to deliver institutional and home-bassatrnent, care and support for
PLWHA, orphans and other vulnerable persons;

Strengthen the capacity of communities to mobiird participate in the design
and implementation of community and HBC for HIV amethted illnesses,
including TB;

Promote various forms of home-based care as a eonapit to institutional care,
and encourage male members of the family to ppdieiin home-based care in
order to reduce the often overwhelming responsigsliplaced on women and
girls;

Promote community initiatives on psycho-social supgor persons providing
institutional and home based care for PLWHA, OV asther vulnerable
persons;

Strengthen and expand the delivery of quality labtmy services by developing
standards for laboratory tests, providing trairpnggrammes for laboratory
personnel, establishing and strengthening linkadgéseen public and private
sector laboratory services, and ensuring an adegumat uninterrupted supply of
quality laboratory commodities and equipment fa& dmgnoses and management
of HIV-related iliness, including opportunistic edtions;

Ensure ready access to confidential VCT servicesitghout the country by
integrating them with STI and ANC services.
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10. Promote the use of VCT among pregnant women, hgghand vulnerable
groups;

11.Develop appropriate policy guidelines and standéydthe management of
opportunistic infections and use of ARV,

12.Promote enabling, friendly, non-stigmatising, neascdminatory and affordable
services for early diagnosis and treatment of apostic infections and use of
ARV;

13.Mobilize adequate financial resources to ensuratamupted supply of drugs for
ARV, PMTCT and paediatric services;

14.Promote BCC programmes that address compliancegmopriate attitudes
towards ARV, VCT, PEP, dual protection particulddy discordant couples, and
PMTCT including appropriate breast feeding prastice

15. Promote effective referral systems to supporttustinal and home-based care at
all levels; and

16. Develop programmes to build the capacity of bothligland private sector
providers to deliver efficient, effective and qiyalklinical services.

Lead Agencies:

Ministry of Health/Ghana Health Service; Ministriylapcal Government;
Department of Social Welfare.

Key Actors:

District Assemblies, Health institutions (publicdgprivate), NGO, FBO, GAC,
NPC, CBO, PLWHA Associations, Communities and fasil Centre for Plant
Medicine, and Medical Schools in Ghana.
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Chapter 9: Research, Surveillance, Monitoring and Ealuation

Objectives

* To enhance institutional and human capacity to ggaend utilize high
quality research data to inform policy and prograngn

» To strengthen linkages among researchers and pobgers through the
formation of research networks and partnerships

* To develop and implement a research agenda togéitvem coordination
of HIV and AIDS related research and establishteebeoordinated
ethical review process

* To establish framework for documenting and shargsgarch findings
which is centrally updated and accessible natigri@ith in print and
electronic forms

* To achieve operational excellence in providing sillance data on th¢
national response

« To initiate, develop and implement a comprehensstgveillance
framework in tandem with changing internationahsds .

* To ensure compliance of effective surveillance géads and protocols.

* To collaborate with professional bodies, other agenand internationgy
organisations

e To develop and publish guidelines and protocols gwide the
implementation of a second generation surveillaystem

* To establish a system for linking the Second GeimeraSurveillance
System to trends in prevalence/incidence of STV, &d individual and]
societal behaviour

e To ensure performance monitoring is factored inb@ tdesign of
interventions and that monitoring and evaluatinggpammes becomep
part of the planning process.

* To provide technical and financial support to abdls to develop
appropriate M/E processes including data collectiand reporting]
systems

e To ensure that indicators link up with internatiomaguirements ang
emerging national priorities

« To enhance skills in monitoring and evaluation agstnHIV focal
persons within the sector ministries, regional ahstrict M/E focal
persons etc

 To provide up to date information on national antkinational M/E
indicators

* To establish mechanisms for networking and shagrpgeriences orj
monitoring systems

« To roll out PLACE in appropriate districts so as itdorm better
targeting of interventions
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9.1 Introduction

Effective implementation of a national respons¢itg/AIDS depends on the quality of
information made available to all stakeholders enpénting prevention, treatment, care
and support activities aimed at reducing transmissind mitigating the impact of the
epidemic. Information is said to be of good quaMien it is accurate, relevant,
adequate, systematic, timely, usable, and accesaitd can be communicated to key
audiences in terms that they can understand. Presebat make the response more
efficient, such as geographical coverage, targetingrdination, and rational distribution
of resources will need to be information-basedontiiuous monitoring of the national
response is vital to ensure periodic assessmestatfs, trends and changes in research,
outputs and outcomes that will help managers mopitegrammes.

Evaluation builds on monitoring data and providesenn-depth analysis of HIV/AIDS
interventions. It tries to answer questions of wkethow, and why specific programmes
work. As part of the evaluation process, there Wl an inventory of ongoing research
and programmed evaluation, the coordination ofietan studies and the dissemination
and use of research findings. NSF Il will be guidby strategic information obtained
through research, surveillance, monitoring andeatadn.

9.2 Research

The determinants of the spread of the HIV/AIDS epit and the scale and types of
responses required to avert new infections andgatéi the impacts of HIV/AIDS are
complex. This complexity reinforces the criticadportance of high quality research as a
tool for filling gaps in knowledge, identifying iatvention priorities, and improving the
policy and legal environment. In order to maxintise advantages of an evidence-driven,
expanded, multi-sectoral national response, actelérresearch will be important for
informing and supporting planning, management, @ioation and evaluation of policies
and programmes.

Research activities relating to identified areal mé developed and implemented within
well-defined coordination mechanisms. The shariingesearch results will be carried out
at national, regional and district levels. Among tritical issues are documentation of
research activities, dissemination and use of tesolguide policy and programmes, and
enhancing linkages among research institutions,icppomakers, and programme
managers.

Strategic Results

1. Co-ordinated research programme that will contgliatthe identification of strategic
information needs;

2. ldentified national research agenda based on thardigs of the epidemic in Ghana;

3. Developed knowledge management strategy whichbsilised for decision-making.

4. Built database on national capacity to carry owghhquality research and utilise
research data;
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5. Undertaken evidence-based research to inform ttenadresponse;

6. Developed documentation system for the storageeséarch data and secondary
information;

7. Developed a publication system for the disseminatioresearch results; and

8. Established ethical review process for HIV/AIDSeaash which protects the rights
of PLWHA and other research participants, and esstinat research protocols and
methods conform to international standards.

Challenges

» Coordinating various research efforts;

» Relating HIV/AIDS/STI research issues to the naidramework; and

» Ensuring ethical review of all research on HIV/AIDS

* Enhancing institutional and human capacity atelkls for conducting research,
and mobilizing resources and funding for HIV/AID8ated research.

Strategies

1. Establish a mechanism for periodic consultativetinge to develop and publish
an HIV/AIDS research agenda and institutionaliger@cess to ensure that most
research carried out in the country is in accorth Wie Strategic Framework;

2. Maintain a documentation system for findings froesaarch on HIV/AIDS

undertaken in the country and share data and wséadings with stakeholders

at all levels;

Develop a mobilization plan for enhanced fundingesfearch.

Develop a capacity building plan to increase ingthal and human capacity for

conducting relevant research.

5. Enhance linkages between and among individuals raseéarch institutions
undertaking HIV/AIDS-related research; and

6. Ensure the development of structures for coordihathical review of research
on HIV/AIDS.

Hhw

9.3 Surveillance

Surveillance comprises periodic measurement ofolioal, behavioural and social
impact indicators. The existing system HIV/AIDS \gillance relies on testing of
antenatal patients, sex workers, and STI clinieral¢es. For the first time, the 2003
GDHS also added biological markers. Through an@ppate expansion of such efforts
to cover the entire population, adequate infornmaba the magnitude and trends of the
HIV/AIDS epidemic can be obtained. However, a pexgive national population-based
surveillance system is yet to be developed.

Incidence rather than prevalence is the best meaduhe current force of the epidemic
and the best tool for evaluating the impact of eted interventions. The newly-
developed detuned assay and other technologiesdprbetter measures on trends in the
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epidemic. NSF Il will incorporate these new tedoges as much as technically and
financially feasible.

For policy and programme guidance, GAC will supptime establishment of a
comprehensive National Second Generation SurvedlaBystem. This system will
involve HIV, STI, and behavioural surveillance, agell as Integrated Disease
Surveillance and Response (IDSR), Sentinel AIDSeCasrveillance, VCT, PMTCT,
ART Records, Blood Donor Screening Records and fulbesis.

Strategic Results

1. Established a comprehensive national second gemematrveillance system with
various components to monitor trends in biologidaéhavioural and social
factors;

2. Developed a population-based prospective HIV sillargie system capable of
meeting diverse and specific needs of implemerdgencies;

3. Instituted a mechanism for making periodic estimdte prevalence and in time,
the incidence of HIV infection in specific populats and in specific geographic
areas; and

4. Developed a system for utilizing surveillance detanonitor the epidemic and
evaluate intervention programmes.

Challenges

» Collecting high quality data in a timely mannertbe prevalence, incidence, and
other indicators at the regional, district, and-digtrict levels;

» Developing a comprehensive national surveillanstesy; and

» Instituting mechanism for obtaining regional ledata for planning at that level.

Strategies

* To initiate, develop and implement a National Sulaece Plan in order to provide
surveillance data on the national response andhwisian tandem with changing
international standards .

* To develop and publish guidelines and protocolgume the implementation of a
second generation surveillance system;

* To establish a system for linking the Second GeimraSurveillance System to
trends in prevalence/incidence of STI, HIV infeaticand individual and societal
behavioural responses

* To ensure compliance of effective surveillance déads and protocols.

* To collaborate with professional bodies, other agesn and international
organisation..
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9.4 Monitoring

Monitoring is the routine assessment of ongoingviiets which helps to assess the
progress of programmes. In the context of HIV/AI® broad monitoring systems are
essential, financial management and programmei@gctivonitoring. The former deals
with the monitoring of the use of resources, arall#tter is concerned with the progress
in the implementation of activities identified irovk plans.

To ensure a national and comprehensive monitorygies), the GAC developed a
monitoring and evaluation plan as part of NSF leT#lan which has informed and

guided activities has not been fully utilised tadguprogrammes as envisaged. Within
the period of NSF II, GAC and other stakeholderdl wommit themselves to the

development of a Country Response Information 8y$@RIS) for monitoring progress.

The next generation monitoring system will includdicators on the allocation and use
of resources.

Strategic Results

1. Instituted a national and comprehensive monitorgygtem for predicting,
budgeting, allocating resources, and guiding prognas;

2. Developed a clear, precise, timely and understdadatstem for the collection,
collation and regular dissemination of progress tire implementation of
programmes;

3. Developed a unified reporting system using appateriools that incorporates
key UNGASS and other relevant indicators; and

4. Enhanced human capacity for monitoring at all Isvel

Challenges

» Strengthening the reporting of data by partner misgdions;

* Improving analysis of data from blood donors/VCT/PQT;

* Integrating diverse approaches in the monitoringrorammes;

» Strengthening the standards of survey data anaysiseporting;

» Creating acceptable indicators which will be usgddrious agencies;
* Increasing resources; and

» Strengthening national data reporting structures.

Strategies

1. Update the Monitoring and Evaluation Plan in linédwthe One M & E principle,
which incorporates key UNGASS indicators;

2. Develop monitoring operational manuals, which idelstandardised tools,
formats, and instruments and a comprehensive retnanitoring plan as part of
the integrated National M&E Plan;
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Strengthen the existing Research, Monitoring analu&ation Technical
Committee to support monitoring activities;

Enhance the capacity of national/regional/disfoctl persons in monitoring;
Develop national and local data collection systems;

Develop a national data base management system; and

Establish mechanisms for networking and sharingegpces on monitoring
systems.

No oA

95 Evaluation

Evaluation is periodic assessment of accomplishspesithievements and impacts of
projects and activities. Evaluation is expected omcur both during programme
implementation (formative) and at the final stagégmplementation (summative). The
evaluation process will examine the quality of ierpkentation (process), the plausible
outcomes (outcome) and overall changes (impact)he Tntention is to assess
programmes for their effect and lessons learnt whigll then inform policy,
programmes and activities. Evaluation in this eghts viewed as part of the continuum
for improving the quality of the national respons€his approach implies the need for
annual process evaluations, mid-term evaluatioms agfinal evaluation of NSF 11.

Strategic Results

Instituted an effective evaluation system;

Developed indicators for the evaluation of prograeam

Developed capacity for evaluation at all levels;

Provided strategic information for planning andige®f interventions; and
Improved documentation and application of lessorsibsequent activities.

agrnNE

Challenges

» Strengthening institutional capacity of key staiders to undertake evaluation;

* Improving documentation of information from evaloatexercises;

* Improving coordination of the evaluation and dissetion of data between and
among national and sub-national levels; and

* Improving baseline information for future evaluatiof programmes.

Strategies:

1. Enhance the capacity of key stakeholders to unkkegaaluation of programmes
and activities, to ensure adequate documentatidrdssemination of evaluation
reports, and to promote the utilisation evaluatifmmslecision-making;

2. Design an operational manual for monitoring andwatson of the response
within the decentralised system;
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3. Ensure the incorporation of baseline and evaluatitmthe design and
implementation of all programmes, activities aniimentions; and

4. Develop database on HIV/AIDS indicators, programfpregects and research to
inform M&E.

Lead Agency:

GAC

Key Actors:
Ghana Health Service and its allied agencies, Mingf Education and Sports

and its allied organisations, Research and acadestitutions, Independent
research organizations, and Development Partners.
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Chapter 10: Resource Mobilisation and Funding Arrangements

Objectives

* To increase total resources from various sourcesratied to the national
response

» To establish effective targeting and resource atioa process in consultation

with partners;

» To strengthen financial management and monitorystesns through the
strengthening of institutional and human capacity.

e To streamline budgeting process

» To establish a flexible funding arrangement for ioing and channelling|
HIV/AIDS resources for the national response

10.1 Introduction

Funding for HIV/AIDS activities from 1987, when theational AIDS/STD Control
Programme (NACP) was established under the Dis€asérol Unit of the Ministry of
Health (MOH), was mainly through the Sector-WidepAgach (SWAp) of the MOH.
Since then, funding of the national response ha® gorough changes up to the current
system that emerged with the development of theioNalt HIV/AIDS Strategic
Framework in 2000 and the establishment of the @#dBS Commission in 2001.

In June 2002, the GAC set up a $25 million fundwnas the Ghana AIDS Response
Fund (GARFUND) with the support of the World Bankhis fund has ensured a multi-
sector response to HIV/AIDS in Ghana by supporasgvities of a broad spectrum on
stakeholders including MDA, NGO (local and interaaal), CBO, FBO, academic
institutions, traditional authorities and religioosdies. Major new funding sources have
emerged since the setting up of the GARFUND. Thaskide a £20-million Ghana
AIDS Partnership Programme (GAPP) from DFID to ctement GARFUND, $4.5
million from the Dutch Government, $4.9 million fro the Global Fund, and a
commitment of $7 million per year for five yearsrit USAID. The UN and its agencies
have also contributed funds and technical support.

Since the implementation of NSF |, new dimensiornthaf management of the epidemic
and priorities have emerged in such diverse are@sR¥/, care and support for PLWHA
and OVC, prevention of MTCT, deepening of BCC atitg and provision of more VCT
centres. These emerging priorities have enormoamuree implications for the national
response, requiring significant increases in resmicommitted to HIV/AIDS activities.
For instance, 750,000 women become pregnant eah iee annual cost of providing
nevirapine to all pregnant women who are HIV-pagsitin order to prevent MTCT has
been estimated at US $1.2 million (NACP/GHS, 200¢)s also estimated that about
71,000 PLWHA require ART yet only a small numbertiodém are currently receiving
treatment. The estimated annual cost of extendRJ to all PLWHA who need
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treatment is between $47 and $80 million (NACP/GR®)4). These, together with other
priorities such as blood safety, BCC, infrastruaturdevelopment, equipment,
institutional development, training and capacityealepment, research and development,
monitoring and evaluation have extremely large wes® implications for the national
response. To meet the above challenges, the estineapenditure of $27.6 million for
2003 (GAC/UNAIDS, 2003) will have to be increaseshsiderably.

Given the new realities of the national response iaherent resource implications, a
proactive approach to resource planning, mobibsatand funding arrangements is
required. This underscores the need to strengthemesource mobilisation capacity of
the national response to guarantee resource aNigylan a sustainable basis.

10.2 Funding arrangements
Arrangements for the funding of activities

The funding of HIV/AIDS in Ghana has received immesupport from both multilateral
and bilateral sources. But while the GARFUND anohs®f the support for the national
response have been channelled through the Commjissime development partners and
civil society organisations have tended to allodatels directly to implementers without
recourse to GAC. This situation has made it diffi¢o track and accurately estimate
resources committed to the national HIV/AIDS resgmmnThe multiplicity of funding
sources and channels also has implications fonéiiah reporting. The major resource
providers have complex reporting requirements wipah serious strain on GAC and
other recipients of financial support as they h&wesubmit several different sets of
financial reports concurrently.

One of the outcomes of the direct funding to impatng agencies without involvement
of the GAC led to the implementation of programntiest were outside the National
Framework. To focus the resource allocation proeesisthe targeting of interventions to
priority areas under NSF 11, it is important to eresthat the funding of areas all activities
are within the Framework.

This NSF 1l recognises the need for a holistic dlekible resource management
mechanism that allows for pooling of resources eaked for direct funding of
HIV/AIDS activities under the national response.dénthe pooled funding arrangement,
contributions will be pledged annually by develomnpartners and the Government of
Ghana. The contributions and the commitments souses will be based on
consultations on annual work plans and budget$etdacilitated by GAC, on priority
programmes and budgetary requirements within tiéeh& Strategic Framework. This
will help to improve the tracking and estimationHtif//AIDS resources from all sources.
As part of the process of pooled funding arrangesjehe reporting requirements of the
various providers of resource will be harmonised.

In addition to the pooled resources, other chanfeldunding such as the earmarked
approach, direct funding and in-kind support wiist. Under the channel for earmarked
funds, development partners interested in spepifarities in the national response will
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provide resources for the specific interventionenitfied. With the direct funding
arrangements and in-kind support, resource prosidan fund selected activities under
the national response but outside the pooled aerapgt. The only requirement is that
funding agencies will be requested to submit reptrtGAC so that the Commission can
facilitate the tracking of all resources committedhe national response.

Additionally, funds received through the Global duior TB, malaria and HIV/AIDS will
be channelled into the common basket.

Funding of the Ghana AIDS Commission

At the national level, GAC prepares and submitsuahbudgets in line with the Medium
Term Expenditure Framework (MTEF). Given the cormpeinterests for resources, the
Commission may not always receive its full requiestnof funds. In view of the high
priority of HIV/AIDS in the country and the urgenoy the national response, there is the
need to guarantee resource flow to the Commiss§lonsequently, the budgeting process
of GAC will be reviewed during the period of NSF [The new realities will also require
substantial funding from the Government of Ghana.

Management and Disbursement of funds

With the decentralization of the implementationtloé national response, the allocation
and disbursement processes will also be decemrttales strengthen community response
to the epidemic using the existing district and -didtrict structures. The challenge,
however, is improving the low capacity to plan, lempent, monitor, mobilize and
disburse funds. In NSF Il these will be the needrtprove the processes and procedures
for the disbursement of funds and the capacityngflémenters in order to ensure the
success of the decentralized response.

The resource requirement for scaling-up the naticsponse has to be complemented by
strong financial management and monitoring systatrisoth the Secretariat and district
levels. Monitoring will focus on effective and efent use of resources (based on
outputs) rather than on inputs. This will necessitaost-benefit analysis to evaluate the
extent to which results being achieved are condistéh resources used. Among others,
it will require the development of national benchksaand performance measures to
guide resource use by both resource providersrapttmenters. To achieve these, it will
be necessary to integrate the financial systemshefSecretariat with those of the
districts, and improve the capacity of the lattefacilitate accurate and timely financial
reporting. This calls for training in financial megement, monitoring and evaluation of
resource flows.

The success of the national response is dependerihe existence of capacity to
undertake critical tasks and activities. This inles addressing institutional capacity in
financial management as part of the process toaugpresource mobilisation, allocation,
use, accountability and reporting to cover GAC, N@&al and international), district
assemblies, CBO, FBO, MDA, corporate bodies ancrotirganisations involved in
implementation activities. Civil society organipais operating in the districts and
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communities also constitute ‘social capital’ thancbe harnessed to strengthen the
monitoring of effective and efficient resource useimplementers. To achieve this, the
capacity of civil society organizations will be @édoped their representation on the RAC
and DAC will strengthen the monitoring roles thhede units are expected to play
(Appendix 1).

Strategic Results

A

Mobilized adequate resources to the requirementSaT II;

Streamlined budgeting process;

Established effective targeting and resource afiocgrocess;

Strengthened financial management and monitoristesys; and

Strengthened institutional and human capacity &source mobilisation and
management.

Challenges

Raising sufficient funds;

Gaining commitment from multiple funding sources;

Coordinating funding channels and sources;

Improving the budgeting process;

Improving targeting of available resources;

Strengthening financial management and monitoring;

Reporting promptly on financial activities by cditarating agencies; and
Building capacity for mobilizing and managing resms.

Strategies

1.

2.

3.

Ensure an increase in the resource commitmenteofSthvernment of Ghana to
HIV/AIDS activities under NSF Il through:
a. Improved direct funding from the consolidated fuidough the MTEF
budget;
b. Improved allocation of funds from MDA to HIV/AIDSc#vities in their
annual MTEF budgets;
c. Developed criteria and formula for allocating reses to HIV/AIDS
from the district common fund,
d. Ensured disbursement of the minimum 1% of the idistassembly
common fund allocated to HIV/AIDS activities.
Ensure that all resources committed for HIV/AIDSidaties by the government,
MDA and District Assemblies are disbursed in fultlaeleased on time;
Ensure the establishment of a joint country appla$ Development Partners to
be facilitated by GAC to undertake and develop prgect document for funding
HIV/AIDS activities under a pooled funding arrangsnty
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4. Institute regular HIV/AIDS round table meetings lwresource providers and key
stakeholders to provide update and review prograsnmesource availability,
funding gaps, resource requirements and disburgsmen

5. Identify and streamline the roles and contributioh®dNGO involved in resource
mobilisation and funding through dialogue and cdtasions to ensure that their
activities are consistent with, and integrated,itite national response;

6. ldentify and acknowledge the roles and contribgiarf the private sector and
corporate organisations in resource mobilisatiod &mding to the national
response;

7. Create a unit/desk within GAC to be responsible dgploring new sources of
funding (both locally and externally) for the nat& response;

8. Establish a funding arrangement that is flexiblel attractive to development
partners and other resource providers through:

a. Pooled funds (government and development partrisasgd on agreed
annual work plan and corresponding budget;

b. Earmarked funds (development partners);

c. Developed strategies for direct funding of HIV/AIDS&ctivities by
development partners, NGO, FBO, CBO, private sémiqoorate entities;

d. Identified and developed strategies for other forra§ funding
arrangements such technical support and in-kin¢ribarions.

9. Develop guidelines in consultation with all implemers and organisations
involved in HIV/AIDS activities detailing priorityntervention areas at agreed
periods;

10.Develop strategies for information sharing on naioHIV/AIDS priorities
among stakeholders to help improve the targetingtefvention;

11.Decentralise the allocation and disbursement ofiuior HIV/AIDS activities to
the district levels;

12.Enhance the capacity of GAC, implementers and astekeholders, including
INGO, on financial management, monitoring and ea@édn, tracking and other
financial issues within the context of HIV/AIDS prities areas;

13. Strengthen the financial and fiduciary arrangemantthe GAC and the district
levels to improve resource tracking, monitoring asdountability;

14.Harmonise financial reporting requirements of Depehtent Partners contributing
to the pooled funding and strengthen mechanismeefwrting by GAC and other
implementers;

15.Establish a mechanism for tracking resource flowside the pooled funding
arrangement and ensure that the disbursementsrofidaed and direct funds are
reported to GAC;

16.Develop key indicators for measuring and evaluatisg of resources to assess
results achieved vis-a-vis resources used,

17.Improve the auditing of activities of implementeécs ensure that resources are
effectively and efficiently utilised;
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Lead Agency

Ghana AIDS Commission

Key Actors

Ministry of Finance and Economic Planning, Ministrpf Health,
Municipal/District Assemblies and Ministry of Locabovernment & Rural
Development, Development Partners, NGO, Privatedoseorporate bodies,
FBO, CSO, and CBO
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Chapter 11: Conclusion

This Framework indicates the scope of work requicedtrengthen the national response
to the epidemic as well as the work required tovg@né new infections, and provide
treatment care and support for PLWHA and OVC aridctdéd persons. Meeting these
goals will involve responding to a number of chadles. First, it will require changing
attitudes and behaviour towards HIV/AIDS, and sé&xama reproductive health among
the general population, people at high risk ance aggivers. Second, it will require
expanding programmes based on recent developmentknowledge and new
technologies, such as VCT, PMTCT, HAART and PEH. tAése require substantial
human capacity building for large numbers of pensbnincluding volunteers, and a huge
effort to mobilize resources, develop detailed pldar programmes and activities,
allocate budgets through a rational process, amdlole and implement a comprehensive
monitoring and evaluation system.

As the epidemic presents challenges to individigthts and liberties, especially for
infected and affected persons, the success of @aroges will also require changes in
basic cultural beliefs, elements of traditionaliaborganization that have implications
for transmission and management and legal systerdsal with stigma, discrimination
and marginalization of vulnerable groups. IncreabBd/AIDS infection is likely to
affect social institutions and the economy of theurdry since the epidemic
disproportionately affects the more productive gapon. It is, therefore, imperative to
develop strategies to mitigate the social, econamit cultural impact of the epidemic.
Given the multi-sectoral and multi-faceted nature tlle epidemic, the integrated
approach within the context of the “Three Ones’nEiple provides the focus for
achieving maximum output from the objectives setthe Framework. Donor co-
ordination will be all important also in order tm-ordinate resources used for the
national response.

Political commitment is key to the success of tightfagainst HIV/AIDS. So are the
collective will, commitment and responsibility ol partners. Therefore, the success of
NSF 1l will also depend upon the level of socioipchl commitment to all activities in
the Framework. This should be demonstrated by alitigal leaders in their public
speeches, and other behaviour such as commitmditatacial support for HIV/AIDS
programmes, non-discrimination and willingness tovpgle for the requirements of
PLWHA and affected persons. Achieving the objexgiof NSF II will demand strong
partnership among government, non-governmentalnegaons, and the private sector
and development partners.

One of the first steps in the implementation precdsNSF Il will be MDA and M/M/DA
either reviewing or developing new HIV/AIDS straiteframeworks that incorporate the
priority areas identified under NSF Il. This wiliviolve developing a 5-year programme
and a rolling annual plan of work (POW), with butigelt will also involve
mainstreaming HIV/AIDS activities into the Ghanatidaal Poverty Reduction Strategy
which provides Government's blueprint for nationdevelopment. Incorporating
HIV/AIDS into the national development strategy ogoizes the epidemic as a
developmental challenge.
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Mobilisation of both financial and human resourass crucial for the successful
implementation of NSF Il. It is estimated that effectively implement the framework,
an equivalent amount of three hundred million dsllavill be needed through 2007.
While the Government of Ghana will continue to wohisely with development partners
on the M-SHAP strategy to leverage resources, sachor and district will have to
continue to make budgetary allocations in their Med Term Expenditure Framework
(MTEF) for HIV/AIDS activities. Achieving the objéizes set out will also depend on
qualified and motivated personnel at GAC, and ldeakls of the decentralized system.

The framework also recognizes the emergence ofvébauof cross-cutting issues which
will need to be addressed. Among them are researfdrmation sharing, social and

resource mobilization, capacity building and bebax&l change communication. For
instance, there will be the need for capacity bogdin all the thematic areas and
strategies for achieving behavioural change wioabe needed across the whole
spectrum. PLWHA receiving ARV will have to adopthagioural change in the same
way as community members, care givers and serviogiders. Implementing these

cross-cutting issues will need concerted effortshenpart of all stakeholders.

The epidemic poses many challenges to the natide\selopment that affect the

happiness and wellbeing of millions. NSF Il isidasd to guide us in meeting these
challenges.
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Appendix 1:

ROLES AND RESPONSIBILITIES OF REGIONAL AND DISTRICT AIDS
COMMITTEES

Regional AIDS Committee (RAC)

A Regional AIDS Committee (RAC) is a multisectorgdoup consisting of 15-20
members and composed of heads/representatives wf dezentralized MDAS,
representatives of religious and traditional leadeGO, CBO, women’'s groups,
PLWHA groups, staff of the RCC, and the regionalnitarxing and evaluation focal
person. All members should be of senior rank wehbision making responsibilities. The
RAC will:

* Maintain oversight responsibility for the regionscdl level responses to
HIV/AIDS,;

» Approve quarterly reports from the DAC;

» approve of semi-annual regional HIV/AIDS reportfopto forwarding them
to GAC

» Establish mechanisms for inter- and intra-regicaathange of community-
based best practices and innovations;

» Participate actively in the decision making procdesng the evaluation of
NGO, FBO, and CBO proposals at the district level,

» Establish regional HIV/AIDS resource centres;

» Facilitate district capacity building initiatives;

» Engage in resource mobilization and advocacy fgioreal activities; and

* Advise the Regional Minister on resource mobili@aatiopportunities for
regional HIV/AIDS activities.

Regional Monitoring and Evaluation Focal Person

The Regional Monitoring and Evaluation Focal Persioall report to the Regional
Minister and will be responsible for the following:

* Compile an inventory on all HIV/AIDS implementers the region i.e. NGO,
CBO, MDA, FBO, Private Organisations and Developtfeartners working
within the Region;

» Supervise the District Monitoring and Evaluationc&bPersons and provide
guidance on policy and programme issues;

 Develop and disseminate semi-annual reports on oRabi HIV/AIDS
activities to the Ghana AIDS Commission;

* Arrange information sharing on HIV/AIDS within tHeegion and act as a
resource point for information on HIV/AIDS relevantthe Region;

* Prepare and operationalise a Regional monitoriag pi order to assess the
progress of the regional response to HIV/AIDS;
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* Organise fora of Monitoring and Evaluation Focalkddes as and when
applicable to encourage the sharing of best pectic

» Facilitate the work of the Regional AIDS Commit&® member/secretary by
performing tasks such as organizing meetings, keepiecords and
undertaking and other activity that may be reconuhedrby the RAC;

* Play an active role in the screening the proposaldGO, FBO and CBO and
to ensure fair play and transparency in the adinatien and implementation
of programmes, activities and the use of resources;

» Facilitate resource mobilization which will be ustx expand the region’s
responses to HIV/AIDS.

* Monitor activities and ensure proper utilizationfwhds within the districts.

Metropolitan/ Municipal / District AIDS Committee

A District AIDS Committee (DAC) is a crucial linknithe implementation of the
decentralised national HIV/AIDS strategy. It is althsectoral group consisting of 8—12
members comprising heads/representatives of kegnti@tised MDA in the district,
district assembly staff including the district mmming and evaluation focal person,
private sector, traditional and religious leadevemen’s groups, and representatives of
PLWHA groups working in the district. The DAC will

* Receive recommendations from DRMT on the selecdimeh funding of NGO,
FBO, CBO and approve good proposals that are eniith district’s strategy
for HIV/AIDS. The approved proposals will be fomdad to administrative
head of the Assembly i.e. DCE;

» Be responsible to GAC for the accounts (i.e. th DA own Account and
NGO/FBO/CBO Account) into which funds supporting timplementation of
the district strategic HIV/AIDS will be lodged,

» Ensure the effective and efficient implementatiérih@ programs at the sub-
district levels;

* Receive and review quarterly district reports fritra district focal person;

* Promote inter- and intra-district information simgyiand

» Facilitate the signing of all grant agreement witiplementing entities in the
district by the DCE on behalf of GAC.

Metropolitan/Municipal/District Response ManagementTeam

The Metropolitan/Municipal/District Response Maniangmt Team, which will be part of
the DAC, is an important link for the successfulplementation of local level
interventions to HIV/AIDS. It shall consist of fivé5) members namely district
monitoring and evaluation focal person, Districtdators/representatives of Education,
Health, Social Welfare and one other person whdl beaa staff of the district assembly.
The DRMT will:
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* Provide technical support on HIV/AIDS issues andise on the district
HIV/AIDS programme implementation;

» Evaluate and select sub-projects submitted by NEBD) and CBO and make
recommendations for funding to the District AIDSruittees;

* Collate, document and maintain a stock of HIV/AlPSated material for
dissemination within the district; and

» Establish district HIV/AIDS documentation centrer fase by Assembly
Persons, district level HIV/AIDS practitioners atin@ general public.

Metropolitan/Municipal/District Monitoring and Eval uation Focal Person

The Monitoring and Evaluation Focal Person shabreto the District Chief
Executive and will be responsible for the following

» Collaborate with members of the District Assemliipit Committees, Chiefs
and Opinion Leaders to identify and prepare annitwy of NGO, CBO,
FBO, and other institutions working on the HIV/AID&ated activities in the
District;

* Be responsible for the formulation and operaticaion of district strategic
HIV/AIDS plans through participatory mechanismshnkey stakeholders;

* Receive and document the proposals and programnaetvities of NGO,
FBO and CBO working in the district;

» Prepare monitoring and evaluation plans for HIV/SlRctivities within the
district through the selection of appropriate irdass;

» Coordinate, monitor and evaluate activities of NGOBO, FBO and
institutions working on HIV/AIDS related activities the district;

* Receive and collate quarterly progress reports aivites of NGO, CBO,
FBO, and other institutions working on HIV/AIDS-a¢dd activities in the
district, and forward them to the Regional M&E HoParsons with copies to
the GAC.

» Facilitate the work of the District AIDS Committeed management teams as
member/secretary.

» Act as resource point for district level information HIV/AIDS.

» Assist all NGO, CBO, FBO and other institutions Wing on HIV/AIDS-
related activities to identify sources of fundimg their activities;

» Ensure that funds allocated to NGO, FBO and CBOadher institutions in
the district are utilized as intended.

» Disseminate best practices amongst district stddehs
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Appendix 2:

Consultants and Members of Working Groups

PROJECT STAFF

Supervising Director:
Task Manager.
Coordinator:

Secretary.

Ms Olivia Graham, GAC

STEERING COMMITTEE MEMBERS

e S R R o e R SR R R S S SR SR R S A

Prof Fred T. Sai, GAC

Prof Sakyi Awuku Amoa, GAC
Mr Alfred Salia Fawundu , UNDP
Dr. Kwame Essah, AED

Dr. Warren Naamara, UNAIDS
Dr. Sylvia J. Anie, GAC

Mrs. Yaa Preprah Preprah Amekudzi, HACI
Ms. Emma Spicer, DFID

Ms. Anna Bossman, CHRAJ

Mr. Kyeremeh Atuahene, GAC
Mr. Elvis Addai, PACT

Mr. Philbert Kankye, CHAG

Mr. Andrew Osei, UNCEF

Mr. Kuwornu, MLGRD

Prof John K. Anarfi, ISSER

Dr. Nii Akwei Addo, NACP

Ms Kathlyn Ababio, GRMA

Mrs. Rose Karikari Anang, GEA
Mr. Maxwell Addo, GAC

Mrs. Virginia Ofosu Armah, NPC
Ms. Evelyn Awittor, World Bank
Dr. Joana Nerquaye-Tetteh, PPAG

LEAD CONSULTANTS

+ Kofi Awusabo-Asare, University of Cape Coast
+ Robert A. Miller, Population Council

1. POLICY, ADVOCACY AND ENABLING ENVIRONMENT

MEMBERSHIP OF THEMATIC GROUPS
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Dr Sylvia Josephine Anie, GAC
Mr Kyeremeh Atuahene, GAC
Mr Evans Degboe, Connect Consult

Chairman
Member
Member
Member
Member
Member
Member
Member
Member
Member
Member
Member
Member
Member
Member
Member
Member
Member
Member
Member
Member
Member



Mr. Stephen Ayidiya, University of Ghanaleam Leader
Dr. Clement Ahiadeke, ISSER

Mrs. Esther Apewokin, National Population Council
Mr. Charles Aikins, PLWHA

Dr. Sylvia Anie, GAC

Nana Oye Lithur, FIDA

James Aryeetey

Dr. John David Dupree, AED/SHARP Project
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2. PREVENTION AND BEHAVIOURAL CHANGE COMMUNICATION
Mr. Maurice Ocquaye, FHI Feam Leader

Mr. Peter Wondergem, USAID

Mr. Kojo Lokko, GSMF

Dr. Joana Nerquaye-Tetteh, PPAG

Mr. Eric Pwadura, GAC

Mr. Azara Ali Mamshie, FAO

Mr. Robert Mensah. AYA

Mr. Mohammed A. K Addo, Federation of Muslim Couaci
Ms. Angela Bannerman, FHI

Mr. Kyeremeh Atuahene, GAC

Bernice Herloo, Prolink

Mr. Haruna Ibn Hassan, AIDS Activists Foundation

Ms. Hilda Eghan, MOEYS

Mr. Frimpong Addo, PEF

Dr. Khonde Nzambi, WAPCAS

Mrs. Esther Cobbah, Stratcomm

Dr. Agnes Dzokoto, NACP
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3. TREATMENT, CARE AND SUPPORT

Dr. Yao Yeboah, PENTSOSTFeam Leader

Dr. Agnes Dzokoto, NACP

Dr. Kwesi Torpey, FHI

Dr. Peter Preko, AED/SHARP

Mr. Adu Samson, GES

Ms. Kathlyn Ababio, GRMA

Mr. Placide Tapsoba,

Mr. S. K. Kumah, Department of Social Welfare
Dr. Aboagy Sampson, Chest Clinic — Korle-Bu
Dr. Morkor Newman, WHO

Dr. Richard Amenyah, FHI

Regina Akai-Nettey, FHI

Ms. Mavis Ama Frimpong, AED/CRS
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4. MITIGATION OF SOCIAL, CULTURAL AND ECONOMIC IMPACT
+  Mrs. Esther Baah Amoako, AIDS AlertFeam
+ Ms. Estelle Appiah, Attorney General’'s Department
+ Ms. Yaa Amekudzi, HACI
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Mrs. Akua Asumadu, ILO

Mr. John Yanulis, World Education

Ms. Gloria Ofori-Boadu, Women'’s Assistance & Busisé\ssociation
Ms. Beatrix Allah Mensah, World Bank

Dr. Kwame Essah, AED/SHARP Project

Mr. David Logan, Policy Project

Mr. Ampadu, Ghana Employers Association

Mr. Kyeremeh Atuahene, GAC
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5. COORDINATION AND MANAGEMENT OF DECENTRALIZATION
MULTI-SECTORAL RESPONSE

Mr. Ben Treveh, Partneris Consulfeam Leader

Mr. Steve Gray, NPC Feam Leader

Mr. Francis Collins, MOEYS

Mrs. Mercy Osei-Konadu, UNFPA

Mrs. Juliana Dennis, MOFA

Dr. Mokowa Adu-Gyamfi, MOH

Mrs. Jemima Amanor, World Vision

Mr. Stephen Kpormegbe, Ministry of Manpower Develemt &

Employment

Mrs. Bridget Kastriku, Ministry of Tourism

Mr. Samuel Ayimadu-Amaning, GHANET

Mr. Louis Agbe, MLGRD

Ms. Golda Asante, RCC Focal Person, Eastern Region

Dr. Gilbert Buckle, National Catholic Secretariat

Dr. Kwabena A. Poku, University of Ghana

Mr Andrew Osei, UNICEF

Mr. Philibert Kankye, CHAG

Dr. Sylvia Anie, GAC

Mr. Kyeremeh Atuahene, GAC

Mr. Napoleon Graham,

Mr. Robert Djangmah, UNDP

Mr. Isaac Offei, UNAIDS

Mr. Felix Tsameye, JSA

Ms. Irene Kpodo, UNDP Intern
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6. RESEARCH, SURVEILLANCE, MONITORING AND EVALUATION

+ Dr. Raphael Avornyo AED/SHARP Projeceam
Leader

+ Dr. Sylvia Anie GAC

£  Mr. Bright Drah, FHI
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Dr. Grace Bediako, Ghana Statistical Service
Mr Kyeremeh Atuahene GAC

Mr. Emmanuel Larbi, GAC

Mr. Taavi Erkkola UNAIDS

Mr. Silas Quaye WHO/NACP

Derek Aryee FHI

Dr. Amanua Chinbuah, HRU

Mr. Joseph Mwangi, AED

7. RESOURCE MOBILIZATION AND FUNDING ARRANGEMENT
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Mr. Bennet Kpentey, Sync Consulf-eam Leader
Mr. Maxwell Addo, GAC

Ms. Philomena Johnson, National Catholic Secrdtaria
Mr. Abu Fusieni, GAC

Dr. Eddie Addae, MOH

Ms. Evelyn Awittor, World Bank

Mr. Michael Ayensu, World Bank Desk-MOF

Mr. Anthony Boateng, GAC

Mr. Ishmael Ogyefo, RCC, Central Region

Mr. Lawrence Aduonum-Darko, Private Consultant
Mr. Kyeremeh Atuahene, GAC

90



