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GHANA WSAR STUDY REPORT
The health system impacts of ART scale up in Komfo Anokye Teaching Hospital, Kumasi
Background
The study was commissioned as part of the Whole Systems Assessment and Response (WSAR) project of the UK Department for International Development Knowledge for Action in HIV/AIDS and STIs Programme. WSAR was developed in response to contemporary approaches to HIV/AIDS control which have been criticised for being fragmented and limited in scope, and is designed to promote a more holistic and joined up approach to the assessment and control of HIV/AIDS epidemics. It uses a conceptual model that not only links situational assessments to response development but explores the impacts that intervention programmes and the wider environmental context have on each other. The concept is being operationalised through a series of mixed-methods, rapid assessment studies of the selected HIV/AIDS intervention programmes and health systems in developing and transitional economies in Africa. The current country sites selected for field work are Ghana and South Africa. The aim of the study in Ghana was to investigate the impacts of anti-retroviral (ART) scale-up on the health system focusing specifically on 3 key areas: health financing and expenditure, service provision and utilisation, and human resources for health. The study involved both health care providers and users. It was preceded by a scoping exercise in July 2005 to establish the feasibility of the study, identify local resources and determine the study parameters and timescale. 

ART scale up in Ghana
On the back of a 2004 GFATM grant of USD $15 million over five years for the provision of anti-retroviral (ARV) drug treatment, the key thrust of Ghana’s national HIV/AIDS policy has been directed at widening access to voluntary counseling and testing (VCT), prevention of mother to child transmission (PMTCT) and drug treatment services. The public provision of drug treatment is at a nascent stage having started in mid 2003. The programme had by mid-2005 enrolled about 3000 clients of the estimated 58,000 – 64,000 who were eligible for treatment. Under UNAIDS/WHO guidance, the National AIDS Control Programme (NACP), the public agency tasked with implementing HIV policy, particularly in relation to clinical care and treatment, had set a coverage target of 29,000 persons by December 2005. By January 2006, there were 5 established public access sites located in the southern, eastern and central regions of the country. 

Setting
The study was conducted in Komfo Anokye Teaching Hospital (KATH), the site facility for the central part of the country which covers the Ashanti region (population 1.2 million) and adjoining northern areas. KATH is the second largest hospital in the country and affiliated with the School of Medical Sciences, Kwame Nkrumah University of Science and Technology (KNUST) in Kumasi, Ghana's second largest city. The 1000 bed hospital has a staff strength of 2131 workers including 230 physicians and 632 nurses and has 9 clinical directorates (Medicine, Surgery, Child Health, Obstetrics and Gynaecology, Pathology and Diagnosis, Oncology, Anaesthesia and Intensive Care, Polyclinic and Dental, Eye, Ear, Nose and Throat) and 2 non-clinical directorates (Technical and Domestic services). The KATH ART delivery site became operational in February 2004 and is run by the directorate of Medicine. 

Field work was undertaken between January and April 2006 by a 5-member local research team headed by Dr. George Badu-Addo of the Directorate of Medicine, KATH.
Research methodology and data analysis support were provided by the Unit for International Health and Development, Department of Primary Care and Social Medicine, Imperial College, London.
Study overview
The study consisted of 5 parallel sub-studies (table 1):

1. Collation and secondary analysis of routine hospital datasets

2. Questionnaire survey among health professionals

3. Qualitative semi-structured interviews with senior health professionals

4. Focus groups with HIV positive patients receiving antiretroviral drugs  

5. Questionnaire based interviews with HIV positive and non-HIV positive patients

Table 1: General features of the study
	Sub-study  
	No. of  respondents
	Response rate
	Remarks  

	
	Planned 
	Actual
	
	

	1. Routine data 

    analysis 
	-
	-
	-
	Hospital and directorate-level data on finance, human resources, service utilization, HIV and associated  laboratory tests



	2. Health workers 

    survey
	140
	140
	100%
	Self-administered structured questionnaire survey of a random sample of workers in clinical directorates with over-sampling of ART staff. 



	3. Patients survey:

    i.  HIV positive 

        patients

    ii. HIV negative 

        patients


	50

100
	50
100
	100%

100%
	Interviewer-administered questionnaire

survey of randomly sampled (i) patients enrolled on the ART programme and receiving drug treatment, and (ii) patients attending the Chest/TB and Diabetic clinics within the directorate of Medicine



	4. Key informant 

    interviews


	14-16
	14
	100%
	Semi-structured interviews with senior (management level) health workers in the clinical directorates  



	5. Focus groups with

    ART clients

    i.  Male group

    ii. Female group 


	8-12

8-12
	10

10
	100%

100%
	1-hour facilitated discussions with purposively selected groups of HIV positive male and female clients attending the ART clinic and receiving drug treatment. 

	Total no. of respondents


	
	324
	100%
	High response rate achieved by institutional locus of study, on-site location of study team and repeat visits by interviewers


Sampling method

Healthcare professionals 

Healthcare workers were stratified into doctors (40), nurses (65), laboratory personnel (20), pharmacists (5) and others (10) which included directorate business managers and research or social scientists. Workers were randomly selected from a list of personnel available in each stratum at the time of the study.  For those who declined to participate, the next name on the list was recruited. A total sample was taken of personnel involved in the ART programme as the group was small.

HIV positive patients

Fifty subjects who were attending the HIV clinic were randomly selected to participate in the study. Over 10 consecutive clinic days, the folders and charts of all clients were reviewed and five clients on anti- retroviral therapy were recruited each day. The subjects that were recruited were chosen randomly by the nurse in charge of the clinic from the folders that were attending the clinic that day.  

HIV negative patients (Chest and Diabetic Clinics)

Fifty patients each attending the TB/chest and Diabetic clinics were recruited into the study. Recruitment was done over 10 clinic days with 5 patients in each clinic selected each day. On a clinic day, the nurse in charge randomly chose five folders from the pile of folders that were booked to see the doctor on those particular days. 

Results 
Sub-study 1: Routine data analysis 

Year-on-year routine hospital, directorate and clinic-level data from 2003 to 2005 was collected in the following areas:
· ART, VCT and PMTCT programme statistics – coverage (enrolment and treatment initiation)
· HIV treatment-related laboratory tests

· Health expenditure - at hospital and directorate level

· Human resources – staff strength and deployment

· Service utilization - patient admission rates,  and laboratory investigations 

Table 2: ART, VCT, PMTCT and patient statistics 
	
	2003
	2004
	2005
	Remarks 

	ART, VCT and PMTCT

	Adults enrolled (cumulative)
	-
	852*
	634
	*Started 02/04. Cumulative total  (Tc) = 1486

	Adults initiated on ARVs 
	-
	595*
	559
	*Started 02/04. Tc = 1154

	Children enrolled
	-
	21*
	151
	*Started 10/04. Tc = 153

	Children initiated on ARVs
	-
	8*
	56
	*Started 11/04. Tc = 64

	Number tested for HIV
	4685
	6487
	7963
	Tc = 19135. May include repeats

	Number testing positive
	1901
	3191
	3988
	Tc = 9080

	% testing positive
	40.6
	49.2
	50.1
	↑ 9.5%. 

	Number of walk in tests 
(of all positives)
	-
	958*
	1175
	Clients either walk in on their accord (voluntary testing) or are referred (diagnostic testing).
* Data for month of May n/a.

	% of walk in tests 

(of all positives)
	-
	30.0
	29.5
	Less than 1/3 of those tested were walk ins 

	PMTCT
	-
	-
	n/a
	Managed by the directorate of O&G. Slow roll out (just begun) and no data available 

	HIV treatment-associated tests

	Hepatitis (HbSAg)
	1203
	1068
	1213
	Year-on-year ↑: -11.2%, 13.6%

	% HbSAg positive
	26.4
	29.5
	28.3
	Year-on-year ↑: 11.7%, -4.1%

	VDRL
	324
	474
	442
	Year-on-year ↑: 46.3%, -6.8%

	Sputum microscopy
	1450
	2800
	2769
	Year-on-year ↑: 93.1%, -1.1%   

	Biochemistry
	44,425
	68,883
	92,417
	Year-on-year ↑: 55.1%, 34.2%

	Chest x-rays
	13680
	10,765
	14557
	Year-on-year ↑: -21.3%, 35.2%

	Liver function tests
	2571
	n/a
	7346
	Mean yearly ↑: 92.9% 

	Patient episodes

	Outpatient attendance
	405889
	433582
	211377*
	*half year. YOY ↑: 6.8%, -2.5%

	Admissions 
	42375
	42359
	20988*
	*half year. YOY ↑: -0.04%, -0.9%

	Deaths 
	3700
	3568
	1862*
	*half year. YOY ↑: -3.6%, 4.4%

	Av. length of stay (days)
	8 
	8 
	8 
	No change in ALOS


Table 3: Hospital financial and HR statistics 
	
	2003
	2004
	2005
	Remarks

	Health financing

	Total allocation (billion cedi)


	n/a


	112086


	112473


	No change in overall allocation from 04 to 05 but ↓ in proportional public share. 2006 allocation = 143525m (↑ 27.6%).

	Public share
	n/a
	59.8

(53.3%)
	45.1

(40.1%)
	↓ 13.2%

	Private share
	n/a
	32.9

(29.4%)
	45.5

(40.4%)
	↑ 11.0%

	External share 
	n/a
	19.4

(17.3%)
	21.9

(19.5%)
	↑ 2.2%

	Human resources 

	Total staff strength


	962
	1050
	1145
	YOY ↑: 9.2%; 9.1%

	No. of doctors working in more than 1 directorate
	0
	0
	0
	Staff do not multitask across directorates but across clinics within a directorate

	No. of nurses working in more than 1 directorate
	0
	0
	0
	Staff do not multitask across directorates but across clinics within a directorate


Table 4: Directorate of Medicine financial and HR statistics 
	
	2003
	2004
	2005
	Remarks

	Health financing

	Budgetary allocation 
(million cedi) 
	n/a
	n/a
	2519
	2918m in 06 (↑ 15.8%).  Only 06 figures for other directorates available. 

	Human resources 

	Number of doctors
	50
	50
	55
	YOY ↑: 0 and 10%

	Number of nurses/midwives
	143
	86
	104
	YOY ↑: -39.9 and 20.9%

	Number of auxiliary nurses
	39
	71
	49
	YOY ↑: 82.1 and -31.0%

	Number of pharmacy and laboratory staff
	9
	9
	8
	Stable 

	Number of management, admin and clerical staff
	18
	18
	19
	Stable 

	Number of other staff categories
	44
	37
	40
	YOY ↑: -15.9 and 8.1%

	Number of doctors who received  on the job training
	n/a
	n/a
	n/a
	

	Number of nurses/midwives who received  on the job training
	90
	72
	90
	YOY ↑: -20 and 25%

	Number of other staff who received  on the job training
	n/a
	4
	4
	Stable 

	Number of doctors who received  HIV/AIDS training
	3
	3
	3
	Stable 

	Number of nurses/midwives who received  HIV/AIDS training
	0
	5
	9
	Increased

	Number of other staff who received  HIV/AIDS training
	1
	3
	0
	

	Staff sickness/absenteeism 


	n/a
	n/a
	n/a
	


The study exposed weaknesses in KATH’s health information management systems. The many gaps in routine information did not allow in-depth analysis of changes in the levels and distribution of most indicators of interest across the hospital directorates over the 3 years examined. As a result, even where changes in ART indicators parallel changes in other indicators (e.g. chest x-rays, serum biochemistry, liver function tests, sputum examination and Hepatitis B antigen testing) an attributable effect cannot be demonstrated since the proportional contribution of each directorate or clinic to the total number of tests done is not known. 
Sub-study 2: Health professionals’ survey
The questionnaire consisted of an 83-item self-administered instrument combining 5-point Likert scales with yes-no questions. It elicited information in 3 broad areas: (i) respondents biosocial background, (ii) employment and work issues (length of employment, deployment, workload, time, stress, training, resources and work environment), and (iii) HIV/AIDS issues (training, stigma and impact of the ART programme). Questions were asked about the current position and changes over the past year.
Table 5: General characteristics of the health workers sub-sample 
	Variable 
	Distribution 



	Age 
	99.3% of respondents were aged between 20 and 59 years with the single largest group in the 20-29 years age bracket (32.6%)


	Sex 
	M:F = 45.8:54.2% (ratio 1:1.18)


	Education 
	84.8% with post-secondary vocational or university-level qualifications


	Religion 
	Predominantly Christian - 96.3%



	Directorate 
	Medicine – 39.3%
Others – 60.7% comprising Diagnostics (18.5%), O&G (10.4%), Child health ( 9.6%), Surgery (9.6%), Polyclinic (5.9%), Paediatrics (5.2%), and Anaesthesia/DEENT (1.4%)



Work hours, workload and work complexity 

The majority of respondents reported an increase in their work hours, workload and the complexity of cases they saw:

· 88.2% worked 40 or more hours per week and 61.1% felt their work hours had increased over the past 1 year 

· 88.5% described their workload as high/very high and 68.2% said it had increased over the past 1 year
· 76.8% described the cases they handled as complex and 60.7 felt case complexity had increased over the last 1 year

Work training and resources
Almost all respondents (94.1%) had received on-the-job training at some point in their employment (82.2% in the last year) but only 21.5% expressed satisfaction with the level of training for their job responsibilities.

77.9% described the physical infrastructure in their work premises as good or adequate and a slightly higher proportion (82.4%) felt there had been no change or only slight improvement over the last year. A similar proportion felt the same way about the equipment available to work with (72.6% and 84.2%).

Many workers reported that funding (56.5%) and staff levels (58.1%) were inadequate and had not increased over the past year (67.7% and 45.3%). 

Stress and job satisfaction 

Just over half the workers (52.6%) felt often/very frequently stressed by their work, and more than 6 in 10 (64.1%) reported that stress levels had increased over the last 1 year. 
However, only a few (5.7%) thought sickness absenteeism was above average or had increased in the past 1 year (8.3%). In addition, 59.3% were moderately satisfied with their work and 78.6% indicated that their satisfaction levels had remained the same or increased only slightly in the past year.  

HIV knowledge and stigma

85.3% of respondents were aware that the hospital had an institutional HIV policy and 65.6% had received on-the-job training on HIV/AIDS. Levels of HIV-related stigma were low with more than 90% of respondents consistently reporting positive attitudes on 6 of 7 stigma-related questions.

Impact of the ART programme 
Most respondents thought that the ART programme had positively affected the length (80.6%) and quality of life (85.4%) of patients on treatment and enabled them to be well enough to return to work (60.2%). 

A lesser proportion felt that the programme had increased their work hours (41.1%), workload (48.0%) and work-related stress (44.5%). It had however helped to reduce the level of HIV stigma among health personnel (48.8%). Other perceived programme impacts included increased hospital attendance (82.2%) and increased uptake of VCT (57.8%). Doctors (61.1% of respondents), nurses (22.2%) and laboratory staff (7.9%) were thought to be the professional groups most affected by the programme. 
Comparison across directorates
Health workers from directorates other than Medicine were grouped into a single category to allow comparison of responses between workers in the directorate of Medicine (which delivers ART services) and staff in other directorates. STATA software was used to recode and analyse the data and X2 and Fisher’s exact tests were used to compare proportions. At a significance level of 0.05 and 95% confidence interval, statistically significant or near significant differences between the two groups were observed in the following areas:
i. Average hours of work per week (p = 0.045)

ii. Whether HIV patients should be kept in separate wards (p = 0.02)

iii. Positive impact of ART on patients length of life (p = 0.02)

iv. Positive impact of the ART programme on uptake of VCT (p = 0.074)

v. Impact of the ART programme on staff workload (p = 0.05)

vi. Impact of the ART programme on health workers level of morale (p = 0.001)

Sub-study 3: Qualitative semi-structured interviews with senior health professionals

In-depth interviews with senior hospital staff sought information in 5 broad areas: (i) the respondent’s job responsibilities; (ii) knowledge about the ART programme; (iii) impact of ART on other HIV programmes; (iv) impact of ART on human resources; and (v) impact of ART on equipment and infrastructure. Questions were open ended and responses were recorded and literally transcribed. An apriori hierarchical coding system was used to organise the data in which the 5 areas served as major thematic categories and from which sub-categories were developed. 
Characteristics of participants 

The key informants consisted of 14 senior grade health professionals from the clinical directorates comprising: 

1. Nurse managers/deputy directors of Nursing Services in the directorates of Medicine, Surgery, Child Health, Obstetrics and Gynaecology, and Polyclinic
2. Head of the Transfusion Medicine Unit

3. Senior medical officer in charge of the TB clinic 

4. Senior medical officer/lead clinician in charge of the Polyclinic

5. Senior medical officer/dentist and public health specialist

6. Technical head of the Serology lab

7. Specialist paediatrician
8. Nurse Anaesthetist/tutor/lecturer

9. Paediatric medical officer

Summary findings
i. Delivery of ART services

· Location – the ART clinic operates in the same physical space as the TB clinic. The intention is to reduce stigmatisation by avoiding having a geographically separate facility whose users can be more easily identified. 

· Multi-tasking – the same staff (nurses and doctors) run both services 

· Equity – access is based on need and not ability to pay need it

· Coverage – treatment is reaching only a fraction of those who need it
ii. Programme accomplishments
· Creation of public awareness of HIV

· Has given hope to PLWHA (that death is no longer inevitable)
· Increased acceptance of HIV testing 
· Improved health status 

· Regaining socio-economic productivity
iii. Programme barriers

· Inadequate space and infrastructure
· unstable drug supply

· Insufficient staff

iv. Impact of ART on other HIV control programmes

· Increased uptake of HIV testing: although most are seen for diagnostic purposes, more people are presenting voluntarily.
· No impact on PMTCT service

v. Impact of ART on delivery of other health services
· No noticeable impact 
vi. Impact of ART on health infrastructure and equipment

· ]No noticeable impact 

vii. Impact of ART on human resources for health 
· Burden of proving ART services accentuated by brain drain in the health sector
· High staff morale despite increased workload, work hours, work-related stress and lack of incentives or additional remuneration 

· Motivation of seeing patients improve on treatment
viii. Impact of ART on socio-cultural environment
· Increased awareness but no major change in people’s attitudes to PLWHA or risk perception
· High level of societal stigma still persists
Sub-study 4: Focus groups with HIV positive patients receiving antiretroviral drugs  

Two focus groups of 10 male and female participants, each lasting about 1 hour, were separately held on 23/02/06 (male group) and 27/02/06 (female group). A topic list with 15 identically presented questions was used to guide the discussion. Questions were open ended and responses were recorded and literally transcribed. Apriori codes based on the list of questions were used to thematically organise the data. 

Characteristics of participants 

Participants were aged between 19 and 56 years and none was currently married. Some were previously married but their spouses were either dead or separated from them.

All were unemployed and belonged to peer groups (a group of HIV patients on therapy who have volunteered their services to assist and interact with fellow patients. Their activities include talking to new patients to help them adjust to the clinic setting, supporting weak patients to walk and organizing transport.
Summary findings

i. Impact of the ART programme
· Hope 

· Reduced morbidity

· Reduced need for assistance to undertake daily activities

· Ability to return to work

ii. Access to treatment
· Despite the highly subsidized treatment, paying for treatment is still a challenge largely because of the general economic climate and patients being in poorly paying jobs
· Some patients depend on support from relatives and friends, contributions from health workers and deferral of payments by the hospital

iii. Impact of ART on patterns of health care utilization

· There is a tendency for patients on treatment to use only KATH for all their health care needs even where they have previously being attending other facilities

iv. Impact of ART on other HIV programmes

· Increased number of people being tested (but many are already ill and present for diagnostic testing)

v. Community and family attitudes to PLWHA
· Perceptions about the fatality of AIDS have changed – death is no longer seen as inevitable

· Reduction in societal level of stigma appears to be more apparent than real i.e. related to the perception that the ill person who improved after taking drugs did not actually have HIV after all

· Persistence of stigma revealed in patients’ reluctance to come to the clinic with a monitor (a procedure that involves disclosure of their HIV status to a family member). 
· Women are more comfortable in disclosing their status than men

vi. Risk behaviour of HIV positive people

· A minority of people engage in unprotected sex. The motivation appears to be the desire to have more children

Sub-study 5a: Questionnaire based interviews with HIV positive patients

The cohort consisted of a randomly selected group of 49 HIV positive patients registered at the ART clinic and receiving drug treatment. The research instrument was an interviewer-administered questionnaire adapted from a HIV stigma indicator tool used in the Siyam’kela Project; a joint endeavour of the POLICY Project, the Centre for the Study of AIDS at the University of Pretoria, the United States Agency for International Development (USAID), and the HIV/AIDS and TB Chief Directorate, National Department of Health, South Africa. The 46-statement instrument explored 12 themes across 2 broad dimensions of HIV-related stigma: internal (the shame associated with HIV/AIDS and the fear of being discriminated against) and external (the actual experience of discrimination)

Table 6: General characteristics of the HIV positive patients’ sub-sample 

	Variable 


	Distribution 

	Age (years)

	Mean 35.5  (Median: 35; Range: 24 – 50)

	Sex 

	M:F = 18.4:81.6% (ratio 1:4.3)

	Religion 


	Christian – 78.8%; Moslem – 19.1%

	Occupational group

	Unemployed – 34.7%                        Skilled – 16.3%

Unskilled – 4.1%                               Intermediate – 8.2%

Semi-skilled – 36.7%



	Ethnic group
	Akan – 65.3%, Northerner – 14.3%

Others (Ashanti, Brong, Ewe, etc) – 20.4%


Table 7: Perceptions and experience of stigma and discrimination
	Internal stigma ((felt/imagined)


	External stigma (actual experience of discrimination)

	Theme 
	No. of indicators
	Mean % who have experienced stigma
	Theme 
	No. of indicators
	Mean % who have experienced discrimination

	1. Self-exclusion from services and opportunities

	3
	16.1
	1. Avoidance
	4
	20.7

	2. Perception of self

	4
	25.9
	2. Rejection
	3
	12.4

	3. Social withdrawal
	3
	17.8
	3. Moral judgement
	2
	42.3

	4. Overcompensation
	1
	80.9
	4. Stigma by association
	6
	21.6

	5. Fear of disclosure
	4
	47.3
	5. Unwillingness to invest in PLWHAs
	3
	14.0

	
	
	
	6. Discrimination

	2
	8.1

	
	
	
	7. Abuse

	4
	24.1

	The percentage value is a measure of the level of stigma or discrimination within the setting



The greatest levels of stigma and discrimination were related to:

i. Overcompensation (i.e. having to make more effort than HIV-negative people in order to ‘prove’ themselves) 

ii. Fear of disclosure
iii. Low self-esteem

iv. Moral judgement (i.e. experience of belief that contracting HIV was as a result of punishment for immoral behaviour) 

v. Abuse 

vi. Stigma by association, and

vii. Avoidance 

Sub-study 5b: Questionnaire based interviews with non-HIV positive patients
The cohort was a randomly selected group of 93 HIV negative patients attending the Chest and Diabetic clinics in the directorate of Medicine. The research instrument was a 70-item semi-structured questionnaire combining 5 point Likert scale statements with yes-no and open-ended questions. It elicited information in 3 broad areas: (i) the respondent’s biosocial background, (ii) access and utilisation of health services, and (iii) HIV/AIDS issues (impact of the ART programme, stigma, exclusion and discrimination).
Table 8: General characteristics of the non-HIV positive patients’ sub-sample
	Variable 


	Distribution

	Age (years)

	70% aged between 20 and 49 years (with 26.9% aged 40 - 49 years -the largest age bracket).



	Sex 

	M:F = 49.4:50.6% (Ratio 1:1.02)

	Marital status


	Married - 52.2%
Single - 22.8% 



	Education  


	54.9% - primary or secondary education
28% - no formal education



	Religion 


	Christian - 64.8%
Moslem - 24.2%



	Occupation 


	Unemployed – 27.2%
Semi-skilled worker – 28.3%

Intermediate professional – 17.4%

Skilled worker – 12.0%



	Ethnic group
	Akan – 57.0%
Ewe – 15.2%

Others (Ga, Dagbani, etc) – 27.8%



	Residence


	Within Kumasi – 81.3%
Outside Kumasi but within Ashanti region – 15.4%

Other region – 3.3%




Access and utilisation of services
Just under a third of patients (31.1%) had been attending the hospital for more than 2 years. Four in 10 (37.4%) had noticed changes in the waiting times. Most of this group complained of longer waiting times at the clinic, records and laboratory centres on account of an increase in the number of patients attending. Only a quarter (25.6%) had observed a change in the attitude of hospital staff and their perceptions about staff attitudes were predominantly positive. Overall, 62.4% were very satisfied with the service they received at the hospital.
Most patients (81.3%) lived within Kumasi and took under an hour to get to the hospital (69.6%). They largely used public transport (71.7%) and paid out of pocket for their health care (76.1%). More than a quarter (27.2%) were unemployed.
Impact of the ART programme

Most respondents (77.4%) were aware that the hospital offered drug treatment for HIV/AIDS and felt that the availability of treatment had improved the length (61.3%) and quality of life (61.1%), and ability to return to gainful employment (58.3%) of people living with HIV/AIDS. A lesser proportion thought the presence of the programme had improved relationships between HIV infected people and their communities (47.3%) or made people more willing to be tested (43.3%). An even lower number felt that the programme had helped to reduce HIV-related stigma (38.7%) or make people more aware of their risk of being infected (31.0%). 

Overall, questions on the impact of the programme returned a high proportion of ‘don’t know’ responses (29.9 – 44.9%).
A fifth of respondents (20.9%) had ever been tested for HIV. While half (51.6%) would disclose a positive status to family, relatives or close friends, only a fifth (18.9%) would do so to their employers. Only 12.4% thought that people would be more likely to disclose their HIV status now that drug treatment was available. 
Conclusion and implications 
The study used a mixed methods approach to explore early phase impacts of ART scale- up on the health system. Data from routine health information systems (HIS) was combined with purposively and randomly sampled opinions from key informants, ART and non-ART health workers, and HIV-positive and negative patient groups. Key issues arising from the data are summarised in the following points:  

1. HIS in KATH (and presumably, other health facilities) are weak and cannot be relied on to produce sufficient evidence about the true state of affairs. This underscores the utility, and necessity, of a multimethods approach to any evaluative endeavour.

2. Even in the early phase of implementation, scale-up impacts are noticeable

3. Expectedly, the component of other HIV control programmes initially affected by scale-up is VCT. Although more people are voluntarily seeking to be tested, the increase in numbers being tested is due to diagnostic referrals. This underscores the importance of looking beyond the numbers
4. In contrast PMTCT services have not been impacted to a similar degree as VCT. It is not expected to be so given that both services are traditionally bundled with ART services. It might suggest insufficient attention to integration in planning and delivering scale-up, or some other unidentified factor. Whatever the case, the lack of coherence has potentially unbalancing consequences for scale-up efforts, more so in societies with high birth rates or where a significant proportion of HIV positive people are women in the reproductive age group. 
5. The component of the wider health system initially affected is the human resources for health. Impacts are related to workload, work hours, stress, motivation and job satisfaction. The unavailability of HR data on sickness absenteeism, transfers and leave requests means that evidence of health worker impacts can only be derived from other data generation methods, underscoring again the necessity of a multimethods evaluation design. 
6. Although the evidence is weak, there is a suggestion that risky sexual behaviour occurs among some HIV-positive patients. The pro-natalist culture of the Ghanaian society and desire for more children may be possible explanatory factors for this behaviour
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