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Background 
Researchers from the Unit for International Health and Development, Department of Primary Care and Social Medicine, Imperial College London, visited Ghana from 24th – 29th July 2005 to informally assess the country’s ART scale up programme. The visit was undertaken by the 2-member assessment team (AT) to investigate the feasibility of conducting a formal Whole Systems Assessment and Response (WSAR) evaluation of the impact of scaling up ART provision on overall HIV prevention, the health system and development sector. WSAR is a component of the Knowledge Programme in HIV/AIDS and STIs which is sponsored by the UK Department for International Development and involves collaborators from Imperial College, London, Liverpool School of Tropical Medicine and the Health Economics and HIV/AIDS Research Division based at the University of KwaZulu-Natal in South Africa. Activities during the visit consisted of firsthand observation, meetings with key informants and review of relevant documents. The visit was preceded by a ten week period in which routine and documentary country level data on the HIV/AIDS epidemic and prevention, ART scale up, and the health and development systems were reviewed and analysed.
As anticipated from the pre-visit data review, the relatively young state of the epidemic and ART scale up made it necessary to focus questions on the impacts of scale up primarily at the institutional and individual/household levels. Questions about higher order systemic impacts were posed to informants from the perspective of potential scenarios. Such multi-level interrogation was not problematic being consistent with the public health-oriented conceptual framework on which WSAR is based. 
Methodology
The assessment team spent 3 days in Accra and 1 day in Kumasi meeting with stakeholders and visiting ART implementation sites. A further day was devoted to travel between the two cities which are located in different regions of the country. Fourteen meetings were held with key informants in ARV delivery, HIV prevention, the Ghana Health Service and international development partners (see appendix 2 for details). 

	Sector 

	Number of informants 

	ART programme delivery 
	4

	HIV prevention (non-ARV)
	1

	Health sector:
· Ministry of Health

· Hospital (Pharmacy)
	1

1

	International development sector: 

· HIV Care and treatment (ART)
· HIV Prevention (Sustainable change)
· HIV (General)
	3
2

2


Other methods of assessment consisted of firsthand observation of ART sites, review of relevant documents and mapping of data unto an ERHD (Epidemic-Response-Health System-Development Sector) matrix (appendix 4).
Situation Analysis
Ghana is a West African country of 21 million people divided geographically into 10 regions and 110 administrative districts. About 45% of the population live in urban areas and 39% live on less than USD $1 a day. In 2003 the overall GDP growth was 5.2% with a per capita GDP income of USD $390. The national debt is USD $6.470 billion, a third of which is eligible for diversion to poverty reduction programmes under the HIPC initiative.  Ghana’s development strategy is hinged on five priority areas: (i) infrastructure development, (ii) modernization of agriculture based on rural development, (iii) delivery of enhanced social services, (iv) strengthening of institutions of good governance, and (v) strengthening the private sector.
	Demographic and socioeconomic data

	
	Date
	Estimate
	Source

	Total population (millions) 
	2004
	21.4
	United Nations

	Population in urban areas (%)
	2003
	45.1
	United Nations

	Life expectancy at birth (years)
	2002
	57.6
	WHO

	Gross domestic product per capita (US$ )
	2001
	265
	IMF

	Government budget spent on health care (%)
	2001
	8.6
	WHO

	Per capita expenditure on health (US$)
	2001
	12
	WHO

	Human Development Index
	2001
	0.567
	UNDP


The first case of HIV/AIDS was documented in the country in 1986 and since 1990, the Ministry of Health (MoH), through the National AIDS/STI Control Programme (NACP) has conducted annual HIV sentinel surveys using unlinked anonymous samples of pregnant women accessing antenatal services. Sentinel sites have been established in all 10 regions of the country but resources, logistic and technical constraints have hindered the establishment of sites in all 110 districts. Presently all regions have a minimum of two sites with at least one rural site. In 2003, 30 sentinel sites in 28 districts were surveyed. 

Ghana's national HIV prevalence rate has dropped for the first time in 5 years, and is currently 3.1%, down from 3.6 percent in 2003. However, it is noteworthy that the infection rate increased by 50% between the years 2000 and 2002. Prevalence is highest in the Eastern region and lowest in the Northern region. The female-male ratio was 6:1 in 1987 and was estimated to be 2:1 in 2001.  Even though the country’s HIV/AIDS prevalence is one of the lowest in West Africa, the UNAIDS/WHO 2000 revised criteria still classifies it as a generalized epidemic. Nearly 90% of Ghana’s estimated 400,000 people living with HIV/AIDS are between the ages of 15 and 49 and within this age group, mortality is 32% higher than it would have been without AIDS. Approximately 80% of HIV transmission is caused by heterosexual sex, 15% is the result of mother to child transmission, and the remainder is from blood and blood products. If current trends continue, the prevalence rate is expected to jump from under 5% to more than 8% by 2009. Stigma, denial and risky behaviors, particularly among vulnerable populations such as youth, are some of the key drivers of the epidemic.
The public provision of ARVs is relatively recent having started in mid 2003 and the programme has so far enrolled about 3000 clients of the estimated 58,000– 64,000 who are eligible for treatment. There are 4 public access sites located in the central, southern and eastern parts of the country and a scale up target of 29,000 persons has been set for December 2005. 

Ghana is coming to the end of implementing its first National Strategic Framework (NSF I) on HIV/AIDS for years 2001-2005. The National HIV/AIDS and STIs policy was approved and published in August 2004 and in the same year, the government of Ghana (GoG) received a GFATM grant of USD $15 million over five years for the provision of ARVs. Since 2004, the main emphasis of the national response has been focused on scaling up access to VCT, PMTCT and ART services and preparing the NSF II (2006-2009) document. NSF II addresses the weaknesses of NSF I and uses a hot spots approach that targets high risk groups. It acknowledges a larger number of high risk groups than its predecessor and also recognises the need to strengthen prevention strategies not addressed by NSF I such as the provision of ARVs.
National Health System

Policy framework

The strategic objectives of the MoH 2nd 5-year Programme of Work (POW-II) for 2002 – 2006 provide the overall framework for the planning and implementation of GHS programmes and activities. The overarching goal of the POW is to improve health status, and in 2003 there was a particular focus on three areas: 

(i) Improving the efficiency of service delivery - through improved logistics management and increased investment in human resource capacity building
(ii) Reducing inequities in access to care - through strengthening the Community-based Health Planning and Services (CHPS) Initiative
(iii) Ensuring pro-poor sustainable financing - through strengthening existing District Health Insurance schemes (DHIS) and building capacity to implement the National Health Insurance Scheme (NHIS)
Organisation

Reforms in 1996 decentralized the organisational structure of the health sector and separated stewardship and service provision functions as follows:
(i) The MoH’s responsibility focuses on policy formulation, stewardship, resource mobilization, and M&E

(ii) The Ghana Health Service (GHS) was established as the agency responsible for delivery of public health services together with the teaching hospitals. 
(iii) Health regulatory bodies were strengthened including the Food and Drugs Board, Nurses and Midwives Council, Medical and Dental Council, Traditional Medicine Board, and Private and Maternity Homes Board

Health services are delivered through a 3-tier system of tertiary, secondary and primary care. Primary and secondary services are the remit of the GHS while tertiary care is provided by the country’s 3 teaching hospitals. The GHS consists of several departments including the department of Disease Control of which the NACP is a part.
Financing 

Per capita spending on health care was USD $12 in 2002 of which USD $7 (58%) was public spending. This is far below the cost of a minimum package of care estimated at USD $34 per capita per year (or USD $45 if some additional hospital services are included).
Challenges

1. Delineation of roles. The GHS Report 2003 admits that several issues remain unresolved relating to the clarification of the responsibilities of the GHS and the MoH in areas that impact on health care delivery such as human resources, capital planning and implementation of capital programmes, biomedical engineering and procurement of health logistics. 
2. HR capacity. There is a widely acknowledged shortage of skilled manpower in the health system principally due to out-migration or brain drain. It is believed to be a major factor in restricting the implementation of programmes such as CHPS and ARV delivery. Some key health worker: patient ratios in 2004 are shown below:

	Staffing/ 100, 000 population 


	Ghana 
	UK (for comparison)

	Nurses and midwives
	84 
	540   

	Nurses 
	64
	497

	Physicians
	9 
	166


National HIV response

There is a comprehensive multisectoral response guided by NSF I and each sector has implementation plans for HIV prevention. The components of the response include STI syndromic management, PMTCT, VCT, Home-based care (HBC), ART, Surveillance, BCC and a District Response Initiative (DRI) in 61 districts (17 in Eastern Region). The main public sector players in HIV prevention are:
(iii) The Ghana AIDS commission (GAC) which is responsible for coordination of a multisectoral response and policy formulation. The GAC is a supraministerial, multisectoral body inaugurated in September 2000 and headed by the President (through the Vice President). It assumed legal status in December 2001 and is made up of 46 members, 15 of whom are sector ministers. Other members are drawn from Parliament, civil society organisations, faith based organisations, the private sector and recognised individuals.  
(iv) The NACP which is tasked with programme delivery particularly in relation to clinical care and treatment. The NACP is a much older agency, created in 1987 under the MOH (now under the GHS following the health sector reforms).
Appendix 3 lists the main HIV stakeholders in the public, civil society and private sectors. Most are members of the GAC and NGOs are represented through the Ghana HIV/AIDS Network (GHANET)   
Financing 

Ghana’s HIV response is financed by the GoG and development partners key among which are GFATM, WB, DFID, USAID, Royal Netherlands Government, GTZ, EU, JICA and DANIDA
Challenges

As with the MoH and GHS, the interface between the GAC and the NACP appears a bit blurred. While their roles and responsibilities are well spelt out on paper, operationally there seems to be some tension in defining boundaries and lines of communication. The clinical aspects of HIV prevention and control, which is the direct responsibility of the NACP, form part of the overarching mandate of the GAC. However, the NACP is an arm, not of the GAC or even the MoH, but the GHS. Furthermore, even though it has the ‘bigger’ role to play, the GAC is a much younger organisation than the NACP and perceived by some informants to have relatively less experience and capacity to perform its functions. 

ART Scale up

Evolution 
Public access to ART started in May 2003 with the Support, Treatment and Anti-Retroviral Therapy (START) programme of Family Health international (FHI) in Atua Government Hospital, Manya Krobo district and St. Martins Mission Hospital, Agomanya, Yilo Krobo district, both in the semi-rural Eastern Region. These delivery sites evolved from pilot projects set up in 2002 from which lessons learned would support scale up of ART. Two other sites became operational in December 2003 at Korle Bu Teaching Hospital (KBTH), Accra in the Greater Accra region of southern Ghana, and in February 2004 at Komfo Anokye Teaching Hospital (KATH) site in Kumasi which serves the Ashanti region and adjoining northern areas. 
A feature common to all operational sites is that their HIV prevalence is above the national rate. A 5th site, the Koforidua Regional Hospital in the Eastern Region, only started to deliver ART very recently with ~10 patients enrolled at the time of this visit. The next sites planned to take off are the Regional Hospitals in Greater Accra, Western, and Ashanti Regions. The scale up target is for all Regional Hospitals to become delivery sites by the end of December 2005. Two institutions in the private sector also offer ART.
	Indicators



	
	2001
	2002
	2003
	2004
	Observations 

	HIV sero-prevalence (median)
	2.9
	3.4
	3.6
	3.1
	↓ for 1st time in 5yrs

	VCT centres
	0
	4
	26
	52
	↑

	Clients receiving VCT
	
	
	6,698
	15,490
	↑

	PMTCT sites
	0
	2
	19
	52
	↑

	Women on Nevirapine
	
	249
	-
	190
	↓

	ART sites
	0
	2
	3
	4
	Static

	Facilities providing ARVs
	
	
	3
	4
	Target not met

	Patients on ARVs
	
	
	197
	2,028
	

	Mothers on PMTCT 
	
	
	
	8,490
	

	Health workers trained in STI case mgt
	
	N/A
	N/A
	N/A
	No data available


Financing 

The provision of ARVs is financed from 5 main sources:
1. GARFUND – the GoG obtained USD $25 million over 3 years from the World Bank MAP fund to support the multi-sectoral response to HIV/AIDS. The fund served as seed financing for the GARFUND and is administered by the GAC. The GAC also obtained an additional grant of GBP 20 million from the UK DFID.
2. USAID provided funds under a technical assistance subcontract to FHI for training and start of ART, VCT, and PMTCT programmes. A comprehensive and coordinated programme was established in late 2003 in a phased manner starting with VCT, management of opportunistic infections, ART, and later PMTCT. 
3. Global Fund - Ghana is one of the first countries to be granted GFATM money and received USD $15 million over 5 years to purchase and distribute ARVs.
4. Health Fund/Internally Generated Funds - the MOH/GHS operates a basket funding mechanism under the sector-wide approach.
5. User fees – patients receiving ARVs pay USD $6 each month amounting to 10% of total costs. They also pay USD $0.5 for VCT and ~USD $3 for initial consultation.
Implementation sites
The AT visited 2 of the ART sites – KBTH and KATH.
KBTH is a public institution under the MoH
 and a 1,500 bed teaching hospital affiliated with the College of Health Sciences of the University of Ghana. It has a Medical Block, Maternity Block, Children’s Block, Chest Clinic, Fevers Unit and Pharmacy Department. It runs a multidisciplinary programme comprising VCT, PMTCT, and clinical care for patients with HIV-related illnesses. PMTCT services are provided at the Maternity Block antenatal clinic and labour wards using Nevirapine. ART services are delivered by the Fevers Unit where the 1st case of HIV in Ghana was diagnosed. Historically it had a broader remit to manage illnesses caused by Typhoid, Tetanus, Rabies, Measles and Chickenpox, but now 95% of its work is devoted to HIV care. Clinics are run every weekday and in 2004, 12,000 outpatient visits were made to the clinic. 
The Greater Accra Region in which the hospital is located has a total of 285 health facilities (comprising 1 teaching hospital, 1 regional hospital, 74 district and other hospitals, 8 polyclinics, and 201 health centres and clinics). Fifty (17.5%) of the facilities are government (Ghana Health Service)-run. 
KATH is the second largest hospital in the country and affiliated with School of Medical Sciences, Kwame Nkrumah University of Science and Technology (KNUST) in Kumasi, Ghana's second largest city. The 1000 bed hospital, with about xxx physicians and 660 nurses, serves as a referral centre for the Ashanti Region and large parts of the Eastern, Central, Northern and Western Regions. It has 8 clinical directorates - Medicine, Surgery, Child Health, Obstetrics and Gynaecology, Allied services, Pathology and Diagnosis, Anaesthesia and Intensive Care, and Polyclinic. The ART programme began in February 2004 and is managed by the directorate of Medicine. The clinic runs twice weekly. About 2000 patients are enrolled on the programme of which about 820 (41%) have started receiving anti-retroviral drugs. The majority of patients are female and most enrolment (88%) takes place through diagnostic testing (DCT). In the 12 month period between February 2004 and 2005, 750 patients were enrolled through DCT compared to 100 through VCT.

The population of Kumasi is 862,000. The largest ethnic group is the Ashanti. Approximately 80% of the population is Christian and 20% Muslim, with a small number of traditionalists. Health facilities in the city other than KATH are 5 public clinics and 57 private clinics (1992 figures). The Ashanti Region hosts 311 health facilities (1 teaching hospital, 81 district and other hospitals, and 229 health centres and health clinics), 139 (44.7%) of which are government-run while the rest are mission and private facilities. 
	HR, infrastructural and organisational features


	
	KBTH site
	KATH site

	Operational base
	The hospital’s Fevers Unit
	The hospital’s TB clinic

	Clinic days
	Daily (Monday – Friday)
	Twice weekly

	Facilities
	Counselling rooms (↑ from 1 to 5)
Consulting rooms (↑ from 1 to 6) 
Data room - 1
	No space available for one-on-one counselling

	Doctors 
	7 full time doctors

(the number of full time medical officers has ↑ from 1 to 4 and there is part time support by doctors from the department of Public Health, the private sector and GTZ
	3 doctors whose time is shared between TB, public health and ARV services

	Nurses 
	Number of nurses has fallen as a result of the brain drain. Consequently, graduates with non-health background have been recruited and trained as counsellors
	7 

	Data clerks
	3 data entry clerks recruited from the National Service programme and from the hospital’s HR department
	-


Enrolment and treatment 
Enrolment unto the ARV programme is preceded by VCT. Patients can freely access a VCT centre without an appointment but most are recruited through referrals from health facilities. Pre- and post-test counselling is done and those who test positive (on 2 ELISA tests) are referred for treatment. At the ART clinic, they undergo separate assessments by the nurses and doctors, CD4 cell count and baseline investigations, and 3 stages of adherence counselling before beginning treatment. Once started on treatment, they are assessed at 2 weeks, monthly for 3 months and thereafter 2 monthly. CD4 counts are checked at 6 and 12 months. Treatment adherence is high with more than 85% of patients having greater than 90% adherence in KATH. Provision is made to trace defaulters but only a few cases of this occur. Patients who do not qualify for ARVs are placed on Cotrimoxazole and followed up 3 monthly
The ART sites are hospital-based, physician-led and offer triple drug regimes. Counseling is done by nurses, pharmacists, and pharmacy technicians. Drugs are dispensed by pharmacy technologists at their ART sites. Drug resistance is not perceived to be a problem and side effects are few. Between February 2003 and February 2004 in KATH only 49 of 614 clients (8%) had to change their regime and only 35 (5.7%) stopped altogether because of side effects. The reasons for stoppage were (i) patients diagnosed with TB or other OI, (ii) severe Hepatitis, (iii) severe reactions, and (iv) poor adherence. 
Impact of ART scale up
1. Impact of scale up on clients risk behaviour

Anecdotal evidence from ART doctors suggest that for some clients, risk behaviour and receptivity to HIV prevention education is contrary to programme expectations and is influenced by the duration they have been on treatment. Patients appear to be more amenable to prevention messages in the pre-treatment counselling phase when they are still quite ill. Once they begin to improve on treatment and return to normal/near normal physical and socio-economic function, some of them are reported to engage in behaviour that heightens the risk of viral transmission such as unprotected sex. Data from KBTH reports an increase in the abortion rate among HIV positive women on ARVs. 

2. Impact of scale up on other HIV programmes

(i) VCT and PMTCT. The number of VCT and PMTCT sites has increased with scale up of ART. The increase is characterised by the following features:
· The vast majority of clients presenting for testing do so through referrals (DCT) rather than as walk-ins (VCT). Stigma appears to be the main reason for this
· More women than men access care
· Most clients are in the economically productive age group

· The number of women accessing PMTCT care has not increased as much as expected because of:

a. Client factors – stigma and discrimination

b. Provider factors – problems with integrating ART and PMTCT (because they are managed by different departments in the hospital) 
(ii) Prevention. There is no obvious impact of ART scale up on HIV prevention programmes. Condom sales have increased and USAID has continued its funding of prevention activities in parallel with its funding of ART. A major example of this is the funding of the GSCP. The opinion was however expressed that the situation might have been different were Ghana to be a PEPFAR recipient country.
  
(iii) STI management. The impact of ART scale on STI diagnosis and treatment seems to be influenced by whether there are organised STI services available or not. In KBTH, the absence of organized STI services in the hospital is perceived to be responsible for the low recruitment of STI patients onto ART. People with STIs are managed by different clinics (Gynae, GU and Dermatology) unlike in KATH which has a dedicated STI centre in the hospital and has a relatively higher number of STI patients requesting VCT. 

3. Impact of scale up on non-HIV programmes (TB)
In KATH where the ART programme is situated within the TB service, there has been a mixed effect. Mutually beneficial to the 2 programmes is that more TB patients are encouraged to undergo VCT and more HIV screened patients are tested for TB. On the other hand, staff resources are divided between the two.

4. Impact of scale up on the health sector
(i) HR. The major area of impact is on HR. The brain drain in the health sector has resulted in a shortage of doctors and nurses and threatens the capacity of the GHS to deliver quality health care. The addition of ART services has only served to worsen the problem. The basic strategy for staffing ART services is to use the health workers already on ground and simply expand the scope of their work. Multitasking is evident (e.g. nurses are trained as HIV counsellors, doctors run both TB and ARV clinics) and while it has helped engage dormant capacity, comments from informants indicate that the staff are near the limit of their capacity, and in some instances overburdened. To meet the high patient load, clinics start as early as 6 am and may run until 7 or 8pm. 
(ii) Quality of care. Concerns were expressed that in order to continue to see the increased number of patients, the quality of care provided may be compromised in both ART and other programmes. Some instances cited in KATH were that one-on-one HIV counselling is no longer possible and direct observation of drug taking in the TB DOTS programme is no longer being carried out.

(iii) Priority programmes. Despite the disproportionate funds allocated to ART in relation to total HIV and health sector spend, there is no indication that ART has pushed other health programmes off the agenda. Malaria and infant mortality are still considered a greater priority than HIV/AIDS.
 
(iv) Perceptions of greater incentives enjoyed by staff working on ART and other donor funded programmes. Although there is no evidence to support the view, there is widespread perception that ART (and other donor funded) programmes in the health sector offer their staff much better benefits and incentives than are available for GHS non-project workers. One fallout of this (mis)perception reported in KBTH is that the polyclinics send the FU more patients than before (because they assume they are better paid and should therefore do more work).
4. Impact of scale up on equity
(i) Access. Ghana’s ARV programme is untargeted (non-selective). All patients who satisfy the enrolment criteria (CD4 counts <250 or WHO clinical stages 3 or 4) are eligible to receive treatment. The absence of selection increases equity of access but puts pressure on the absorptive capacity of the ART personnel. One strategy to cope with the increased numbers of patients has been to extend the duration of assessment prior to commencing ARVs.
(ii) Affordability.  User fees for ARV treatment raise the concern that the service will not be pro-poor even though enrollment is untargeted. Despite fees of only USD $6 per month (equivalent to 10% of the total cost of treatment), a significant number of patients still have problems paying the amount. Many are unemployed and come from a long distance to be seen incurring indirect costs in travelling, accommodation and time away from work (if they are employed). In several instances, nurses have used their discretion to waive fees for indigent patients or accepted instalmental payment. Some patients are financially supported by PLWA associations and NGOs. The challenge for the GoG is to ensure that long-term pro-poor policies and exemptions are effectively applied, otherwise there is a danger that the poor will be excluded from access to treatment.
5. Impact of scale up on stigma

The impact of ART scale on stigmatisation is mixed. On one hand, the advent of ART is believed to have reduced stigma through the training courses for ARV staff and the more general sensitisation of health workers on HIV/AIDS issues. A further positive effect has come from seeing patients actually improve on treatment. Despite this, there is still widespread stigmatisation of AIDS in the general society. Provider factors also play a role for instance, the FU was historically used as an isolation unit which has resulted in it being stigmatised by both the general community and the hospital workers themselves.

Stigma has reportedly manifested in the several ways:

· Lower than expected numbers of people accessing VCT and PMTCT

· Preference by some patients who can afford it to use private sector facilities for CD4 tests and treatment
· Tendency by patients to seek non-HIV related health care needs at the ART site hospitals rather than at the health facilities they used to attend before enrolling on ART treatment
· Women being more willing to access VCT and ARVs than men

6. Impact of scale up on host hospitals

The institutional impacts of ART scale up were identified in the following areas: 

(i) Laboratory services. No new laboratory personnel have been recruited but there is more work for those already employed. There is a beneficial effect from the ART programme in that laboratory equipment purchased from ART funds such as centrifuges, photo meters, microscopes and micropipettes) are used for non-ART patients.

(ii) Pharmacy department.  The situation is similar to the laboratory – greater workload but no new staff recruited.
(iii) In-patient admissions. In KBTH, hospital admissions are reported to have increased by 50% due to ART patients who require in-patient care. Unlike in the past, there is now a waiting list for admissions.
(iv) Hospital resources. Hospitals that host ART programmes incur extra costs in 2 ways:
a.  Directly (provision of infrastructure and supplies). The hospital provides extra rooms for ART clinics and supplys non-drug consumables such as gloves, tissue paper, soap and cleaning agents. However there is an arrangement with NACP to be reimbursed for the latter and FHI provided funds to refurbish and furnish the ART centres.

b.  Indirectly (demand for services). Patients who commence ART at the host hospital subsequently tend to seek all their further healthcare needs (both HIV and non-HIV) at the host hospital. This has led to an increased workload for other departments in the hospital. 
(v) Hospital policy and administration. An important change to hospital policy in KBTH driven by the increased number of admissions is that in-patient care of ART patients now attracts a fee. This has implications for the cost effectiveness of ART as hospital costs are likely to substantially alter the balance between costs and benefits.
Conclusion
The scale up of ART in Ghana is still nascent. At the time of this visit, only about 3000 clients had been enrolled on the programme and only 3 implementation sites had been operational for more than 1 year. Even at this early stage there is already some evidence among ART clients of intended programme impacts such as improved morbidity, reduction in OIs and return to economic productivity. More significant however is evidence that suggests the presence of unintended contextual impacts of scale up. It is the latter that are of interest to our assessment visit and justify any decision to follow up with a full scale WSAR evaluation. Predictably, these impacts are manifested more immediately at the individual and institutional than at higher systemic levels.
The main areas in which the initial assessment of ART scale up has generated anecdotal and some documentary evidence of health system and epidemiological impacts are summarised in the table below. A summary of key systemic facilitators and barriers to scale up is also included. In several instances, impacts have been both positive and negative and the net effect can only be evaluated through more definitive study. 

	Area of impact
	Nature of impact

	
	Beneficial
	Constraining
	Neutral/

unknown

	Client risk behaviour
	+
	+
	

	Client economic status
	+
	+
	

	Stigma 
	+
	+
	

	ART personnel ability to cope
	
	+
	

	Other HIV programmes

· VCT and PMTCT

· Prevention

· STI management
	+


	
	+

+

	Non-HIV programmes (TB)
	+
	+
	

	Host hospital
· Laboratory

· Pharmacy

· In-patient admissions

· Hospital resources

· Hospital policy
	+


	+

+

+


	+

+

	Health sector

· HR

· Quality of care

· Prioritisation of health sector programmes

· Perception of differential incentives
	
	+

+

+
	+

	Equity

· Access

· Affordability 
	+
	+
	


	Key health system enablers and barriers to ART scale up


	Enablers
	Barriers

	1. Funding 
	1. HR

	2. Political commitment 
	2. Absorptive capacity

	3. Programme leadership
	3. Technical/Equipment

	4. Integration with health system
	4. Stigma 

	
	5. Non-integration with civil society and private sector


Concerns about the potential effects of ART on clients risk behaviour is an intriguing and unintended consequence of ART provision raised during the visit. Anecdotal reports from the KATH ARV clinicians, supported by Korle Bu, suggest that once patients on therapy begin to improve and normalise their lives, some revert to behaviour that increases the likelihood of spreading the virus. Arguably, if patients on treatment show undetectable viral counts, then the risk of transmission is negligible. However, unless viral loads were measured daily, it is impossible to guarantee that a client on ARVs is unable to transmit the HIV virus. Not much thought appears to have been given to the issue and there is little in the way of documented evidence. 
The information uncovered by the initial assessment visit provides sufficient evidence to justify a formal WSAR evaluation of ART scale up in Ghana. The evaluation should be focused primarily at the individual and institutional levels. A case study of one of the host hospitals (such as KATH) would represent the likely nexus for such evaluation.  
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APPENDIX 1 List of Acronyms

	ART
	Anti-retroviral therapy

	ARV
	Anti-retroviral drugs

	AT
	Assessment team

	BCC
	Behaviour change communication 

	CHPS
	Community-based Health Planning and Services (CHPS) Initiative

	DCT
	Diagnostic Counselling and Testing

	DHIS
	District Health Insurance Scheme

	GAC
	Ghana AIDS Commission

	GARFUND
	Ghana AIDS Response Fund (World Bank MAP) 

	GFATM
	Global Fund to combat HIV/AIDS, Tuberculosis and Malaria

	GHANET  
	Ghana HIV/AIDS Network 

	GHS
	Ghana Health Service

	GOG
	Government of Ghana

	GPRS
	Ghana Poverty Reduction Strategy

	GSMF
	Ghana Social Marketing Foundation

	HIPC
	Heavily Indebted Poor Country

	HRU
	Health Research Unit

	HR
	Human resources

	IEC
	Information, Education and Communication 

	KATH
	Komfo Anokye Teaching Hospital, Kumasi

	KBTH
	Korle Bu Teaching Hospital, Accra

	MAP
	Multi-country HIV/AIDS programme 

	M&E
	Monitoring and Evaluation

	MoF
	Ministry of Finance

	MoH
	Ministry of Health

	NACP
	National AIDS Control Programme

	NHIS
	National Health Insurance Scheme

	NSF
	National Strategic Framework

	OI
	Opportunistic infections

	PEPFAR
	President's Emergency Plan for Aids Relief

	PMTCT
	Preventing Mother To Child Transmission

	SHARP
	Strengthening HIV/AIDS Response Partnership

	START
	Support Treatment and Anti Retroviral Therapy

	USAID
	United States Agency for International Development

	VCT
	Voluntary Counselling and Testing

	WAPCAS
	West Africa Project to Combat HIV/AIDS and STIs

	WSAR
	Whole Systems Assessment and Response


APPENDIX 2 List of Key Informants interviewed

	Name 

	Organisation 
	Position 

	1. Dr. John Gyapong 


	Ghana Health Service
	Director, Health Research Unit

	2. Dr. Margaret Lartey 

	Fevers Unit, Korle Bu Teaching Hospital

	Head of Unit & KBTH ART site



	3. Dr. George Badu-Addo


	Directorate of Medicine, Komfo Anokye Teaching Hospital 

	Head of Directorate & KATH ART site

	4. Dr. Catherine Dawson-Amoah


	Public Health Unit, Directorate of Medicine, KATH 

	Public Health physician

	5. Dr. Joe Obeng
	Chest Clinic, Directorate of Medicine, KATH 

	Medical Officer 

	6. Mr. ……………….
	Pharmacy Department, KATH


	Head  of Pharmacy

	7. Dr. Kwame Essah
	USAID/Strengthening HIV/AIDS Response Project (SHARP)


	Deputy Chief of Party & Director, Clinical Interventions



	8. Dr. Peter Preko
	USAID/SHARP 


	Clinical specialist & PA to Head of NACP



	9. Carol Larivee
	USAID/Ghana Sustainable Change Project (GSCP)


	Chief of Party

	10. Audrey Sullivan
	USAID/GSCP

	Deputy Chief of Party 

	11. Kojo Lokko
	Ghana Social Marketing Foundation (GSMF)


	Deputy Director

	12. Dr. Holger 
	GTZ Ghana
	ARV physician



	13. David Haran 
	Liverpool Associates for Tropical Health (LATH), UK


	HIV/AIDS Consultant

	14. Steven Perry


	LATH Ghana

1 Shipi Link, East Cantonments

Accra 


	HIV/AIDS Consultant 


APPENDIX 3 Ghana HIV/AIDS stakeholders

	PUBLIC SECTOR
	Ministries 


	1. Health 

2. Interior 
3. Food and Agriculture 

4. Roads and Transport

5. Women and Children Affairs

6. 
Education, Youth and Sports 


	7. Communication and Technology 

8. Office of the Head of Civil Service

9. Manpower Development and Employment

10. Local Government and Rural Development

11. Tourism / Modernisation of the Capital City



	
	Supra- and sub-Ministerial organisations
	1. GAC (Ghana AIDS Commission)

2. GHS (Ghana Health Service)

3. NACP (Nat’l AIDS/STI Control Programme)


	4. Ghana Statistical Service (GSS)
5. National Population Council (NPC)



	
	Legislature 
	1. Members of Parliament


	

	
	Academia 
	
	

	CIVIL SOCIETY
	Bi-lateral agencies
	1. USAID 

2. DFID 

3. CIDA 

4. GTZ 


	5. JICA 

6. DANIDA

7. The Royal Netherlands Embassy

8. Futures Group



	
	Multi-lateral agencies
	1. UNAIDS

2. WHO

3. WB

4. UNDP


	5. UNICEF

6. UNFPA

7. WFP

8. ILO

	
	Non-Governmental Organisations (NGOs)
	1. Action Aid

2. Care International Ghana

3. POLICY Project 

4. AED

5. CRS (Catholic Relief Services)

6. FHI (Family Health International)

7. GHANET (Ghana HIV/AIDS Network)

8. GRCS (Ghana Red Cross Society) 

9. FIDA (Ghana)

10. Noguchi Memorial Inst. for Medical Research

11. GSMF (Ghana Social Marketing Foundation) International


	12. JHUCCP (John Hopkins University Centre for Communication Programmes)

13. Planned Parenthood Association of Ghana

14. Prolink

15. Salvation Army

16. Save The Children- UK

17. West African AIDS Foundation

18. Wisdom Association

19. World Education

20. Ghana AIDS Foundation

21. LATH (Liverpool Associates for Tropical Health)



	
	Faith-Based Organisations

(FBOs)
	1. Ghana Council of Churches

2. Christian Health Association of Ghana

3. Christian Council of Ghana

4. National Catholic Secretariat
	5. Ghana Pentecostal Council

6. Council of Independent Churches

7. Ahmadiyya Muslim Mission

8. Federation of Moslem Councils

	
	Media organizations


	
	

	PRIVATE SECTOR
	Organized private sector 


	1. Representatives of Organised Labour (TUC)


	2. Ghana Employers Association

	
	Non-trade and professional associations
	1. Ghana Medical Association

2. Ghana Federation of Traditional Medicine Practitioners Association

3. People Living with HIV/AIDS (PLWHA)


	4. Ghana Registered Nurses Association

5. Ghana Registered Midwives Association

6. National Union of Ghana Students (NUGS)

7. National House of Chiefs



	
	Individuals
	1. Individual experts
	


Unit for International Health and Development	           


Department of Primary Care and Social Medicine


Imperial College School of Medicine	








� Both KBTH and KATH are reported to have recently become autonomous of the GHS, reporting directly to the MoH  and directly funded by the MoF.


� PEPFAR conditions require that resources be concentrated on clinical care and treatment


� The GoG received GFATM funding for all 3 diseases: HIV/AIDS - $15.3m, TB - $ 5.5m and Malaria - $9.3m.
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