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I. PROBLE
 

Your approval is requested for a four-year grant of $5,000,000
 
from the Development Fund for Africa (DFA) appropriations to the
 
Ghana Family Planning and Health Project: HIV/AIDS Control
 
amendment. The total A.I.D. Life-of-Project (LOP) funding is
 
$15,500,000. The planned FY91 obligation is $5,350,000. This
 
figure includes $3.6 million for AIDS and $1.75 million for the
 
other activities of the Family Planning and Health Project. In
 
addition, an OYB transfer of $2.34 million has been made to the
 
Science and Technology Bureau's Commodities and Program Support

Division for the Central Contraceptive Procurement Project (936
3057).
 

The ECPR meeting of the FPHP recommended that USAID/Ghana amend
 
the FPHP project to include an HIV/AIDS activity in view of the
 
close relationship between HIV/AIDS prevention and control
 
activities and the planned social marketing of condoms. The ECPR
 
guidance cable (90 State 346936) provided USAID/Ghana with the
 
African Bureau delegation of authority to approve the amendment
 
to the subject project authorization and HIV/AIDS interventions
 
costing up to $5,000,000 over the current six year LOP.
 

The attached Project Paper supplement is prepared in accordance
 
with the ECPR guidelines.
 

The HIV/AIDS amendment is a $5.0 million, four-year sub-project

of the Family Planning and Health Project (FPHP). The new goal

of the FPHP with the amendment is: To lower fertility of the
 
Ghanaian population through maternal and child health
 
interventions, and to reduce the spread of HIV/AIDS. The purpose

of the project is (1) to increase the use of and demand for
 
family planning through expanding the public and private sector
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capacity for providing family planning and maternal and child
health services and supplies, and (2) to assist the GOG National

AIDS Coatrol Program (NACP) increase the effectiveness of its

campaign through activities in four areas: Information, Education

and Communication (IE&C), Laboratory Support, Health Information

System (HIS) and Building Government Cognizance in order to
obtain GOG commitment to reduce the transmission of HIV/AIDS.
 

The development of FPHP HIV/AIDS control amendment follows the
A.I.D. policy guidance which indicates that A.I.D. recognizes the
worldwide leadership role of the WHO in combatting HIV/AIDS. 
It
also conforms to current African Bureau policies which encourages

the development of bilateral HIV/AIDS projects into existing

family planning and health projects.
 

The project also fits within the overall strategy of the GOG
National AIDS Control Program. Activities also complement the
other major donors in the AIDS fields; namely, WHO, UNDP, Swedish

International Development Agency, and GTZ.
 

Acquired Immunodeficiency Syndrome, better known as AIDS has
spread rapidly throughout the world since its discovery in 1981
and has become a public health problem of extraordinary scope and
of unprecedented urgency. 
 It is a deadly and incurable disease.
 

AIDS was first diagnosed in Ghana in 1986 when 26 cases were
detected. 
It has increased to more than 2,200 confirmed cases by
the end of 1990. 
 Despite the rapid rise, these numbers seriously

underestimate the prevalence of AIDS cases in Ghana, since
confirmatory blood tests are required for a case to be reported

but often are not available. 
No one knows the true number of how
 
many Ghanaians have been infected by HIV but have not yet

developed full blown AIDS. 
 Studies indicate that between 0.5%

and 4% of adult Ghanaians currently carry the virus.
 

Significant constraints that must be addressed to ensure success

for future HIV/AIDs prevention and control programs are:
 

(a) Managerial and infrastructural weakness of the Ministry
of Health. 
These are even more apparent in the diagnostic

laboratory system. 
Because of a decade of neglect, the Public
Health Reference Laboratory is almost non-functional. Few

qualified laboratory specialists exist in country and the
 
laboratories lack equipment.
 

(b) GOG management constraints such as MOH budgetary and
staff shortages, and incomplete inter-ministerial cooperation and

collaboration and information gathering and use.
 

(c) 
The lack of awareness in the general population of the
 
urgency to prevent and control the spread of AIDs.
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The GOG recognizes the potential impact of the HIV/AIDS epidemic

and is collaborating with the World Health Organization Global
 
Programme on AIDS (WHO/GPA), and has formed the National AIDS
 
Control Program (NACP) as a subdivision of the MOH Epidemiology

Division. A short-term plan for HIV/AIDS prevention and control
 
was promulgated in 1987 and organizational framework for the NACP
 
management structure has been established. However, budgetary
 
resources to support the NACP program are very limited and
 
assistance has been mainly from donors.
 

WHO has been the lead organization for the control and prevention

of AIDS. Initial efforts in Ghana have been limited due to the
 
scarcity of its resources. USAID however, has provided

approximately $1.3 million to the National AIDS Control Program

primarily through two U.S. based contractors, AIDSTECH and
 
AIDSCOM.
 

This amendment proposes four additional activities addressing

basic components to achieve the project ouLputs and purpose:
 

1. The information, education and communication component

will assist the GOG to inform, and encourage HIV/AIDS
 
awareness to the people of Ghana as well 
as to carry out
 
campaigns to encourage behavioral change aimed at high risk
 
groups.
 

2. The laboratory suDDort comDonent will assist the GOG to
 
improve its laboratory infrastructure in order to establish
 
quality assurance procedures, upgrade and expand diagnosis

and testing of facilities.
 

3. The health information system component will strengthen

the capacity of the GOG to improve information management,

data collection and analysis in order to monitor the
 
prevalence of HIV and AIDS in Ghana.
 

4. The coanizance buildina comDonent will increase the
 
awareness of the implication of AIDS for economic and social
 
development among Ghanaian leaders.
 

It is expected that by the end of the project: (a) knowledge,

attitudes and practices among the general population on AIDS
 
would have increased; (b) a national laboratory network system

would be in place providing efficient and accurate diagnostic

analysis and generating data needed for epidemiological

surveillance; (c) there would be 
a three fold increase in condom
 
use as measured by nation wide Knowledge, Attitudes and Practices
 
surveys; (d) there would be a decrease in sexual partners by 15%
 
as measured by the same surveys; (e) at least 10 NGOs would be
 
actively involved in providing information and education to
 
identified target groups and (f) GOG policy and decision makers

would be cognizant of AIDS as an urgent multisectoral problem.
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Benefiiaries: The primary beneficiaries are all sexually active
 
adults and their children.
 

Implementation Arrangements: The USAID/Ghana Health, Population

and Nutrition Office with the assistance of REDSO/WCA will
 
competitively procure the services of a prime institutional
 
contractor who will implement most of the project interventions.
 
The Ministries of Health and Finance and Economic Planning will
 
be the Ghana implementing agencies.
 

Source and Origin of Goods and Services: All procurement will be
 
from the U.S. and Code 935 sources as allowed by the DFA
 
legislation.
 

Financial S-uuary: USAID Contribution
 

AAmount 	 in U.S. Dollars
 
(000) 

1. 	 Institutional Contractor 
 4,285
 
(Technical Assistance,
 
Training, Commodities
 

2. 	 Buy-Ins to Central Agreements: (AIDS 100
 
Impact Model)
 

3. 	 Direct Grants and Cooperative Agreements 200
 
(Grant to Noguchi Memorial Institute)
 

4. 	 A.I.D. Project Support 
 255
 
(Participant Training)
 

5. 	 Financial Assessmants/Evaluations/ 160
 
Monitoring/Surveys
 

TOTAL 
 $5,000
 

Host 	Country Contribution
 

The GOG contribution totals $1,290,000 of which $500,000 will be
 
from counterpart funds generated from the program component of
 
the FPHP and will be used to rehabilitate laboratory buildings,

and the rest in kind made up of staff salaries, office space,
 
etc.
 

III. 	Initial Environmental Examination (IEE)
 

The IEE contained in the PP Supplement Annex K has determined
 
that the Ghana Family Planning and Health Project: HIV/AIDS
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Control meets the criteria for categorical exclusion under A.I.D.
Regulation 16. 
 The IEE has been approved by the Africa Bureau
 
Environmental Officer (State 254595).
 

IV. Justification of Conaress
 

The FPHP: HIV/AIDS Control sub-project was not included in the
FY91 Congressional Presentation (CP). 
 Therefore a Congressional

Notification (CN) was sent to the Hill to inform the Congress of
 a planned FY 1991 obligation of $4.1 million. 
The CN waiting

period expired on August 13, 
1991 without objection.
 

Gray Aaenduent Considerations
 

USAID/Ghana has considered the participation of Gray Amendment

entities in the implementation of the AIDS Control amendment.

Small, women and minority owned firms and associations would be
invited to bid and implement key components of the entire FPHP
 
project.
 

Humaigts
 

No human rights clearance is required for the subject amendment.
 

Wive: No waivers are required in the FPHP HIV/AIDS Control PP
 
supplement.
 

V. Recommendation
 

Pursuant to the Africa Bureau Delegation of Authority to the
A.I.D. Representative, USAID/Ghana, in 90 State 346935, it is
recommended that you sign the attached Project Authorization
 
Amendment and amended Project Data Sheet and thereby approve an
additional $5,000,000 Project Grant to the FPHP project for AIDS

Control activities. Total Life-of-Project funding for the FPHP
 
is $15,500,000.
 

Approved: . _
 
/ 

Disapproved,:
 

Date:- "i ,
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Attachments:
 

1. Project Authorization Amendment
 
2. Amended Project Data Sheet
 
3. FPHP Project Paper/AIDS Control Supplement and Annexes.
 

Drafted by:REDSO/PDO:JSchulman {*
 
Clearance:CONT:WLGrizzard A...',.I
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PROJECT AUTHORIZATION
 
AMENDMENT NO. 1
 

Name of Country: Republic of Ghana 

Name of Project: Family Planning and Health 

Project Number: 641-0118 

1. 
 The Family Planning and Health Project tor the Republic of
Ghana was authorized on February 21, 
1991 pursuant to Section 496
of the Foreign Assistance Act of 1961, as amended. 
That Project
Authorization is hereby amended as set forth below.
 

2. (A) Section 1 of the Project Authorization is deleted in
its entirety, and the following Section 1 is substituted in lieu
 
thereof:
 

1. Pursuant to Section 496 of the Foreign Assistance
Act of 1961, as amended, I hereby authorize the Family Planning
and Health Project (the "Project") for the Republic of Ghana 
(the
"Cooperating Country"), 
involving planned obligations of not to
exceed Fifteen Million Five Hundred Thousand United States

Dollars (US $15,500,000) in grant funds 
(the "Grant"), over a
period of five years from date of authorization, subject to the
availability of funds in accordance with the A.I.D.
OYB/allotment process, to help in financing foreign exchange and
local currency costs for the Project. In addition to the Grant,
I also authorize the contribution to the Project of contraceptive
commodities with a value not to exceed Six Million Five Hundred
Thousand United States Dollars 
(US $6,500,000). Except as A.I.D.
may otherwise agree in writing, the planned life of the Project
is six years from the date of initial obligation.
 

(B) Section 3(b) of the Project Authorization is amended by
the addition of the following conditions precedent:
 

(4) Prior to extending laboratory services beyond the
central Public Health Reference Laboratory in Accra, the grantee
agrees that an analysis will be done of the constraints, costs
and benefits of various options for providing laboratory

services, including options from both the public and private
sectors. 
This analysis will form the basis for a decision as 
to
whether to proceed with the development of laboratory facilities,
and to what extent they will be funded under the project. This
condition precedent will not delay project start, but must be met
before assistance will be provided to any laboratory outside
 
Accra.
 



(5) Prior to the release of any funds for the purchase
of any laboratory equipment for a specific laboratory, and prior

to the release of funds from the Special Account for the
 
construction of laboratories, the Grantee will designate

sufficient numbers of individuals who will assume management

responsibilities for the laboratory. The Grantee will take into
 
account environmental considerations prior to the disbursement of
 
local currency for the construction of facilities. This
 
condition precedent must be met for each of the four laboratories
 
proposed under this project.
 

(C) Section 3(c) of the Project Authorization is amended by

the addition of the following covenants:
 

(6) Provide all local resources needed for the
 
implementation of the project, including but not limited to,

project staff, buildings, building rehabilitation, and
 
maintenance costs.
 

(7) Continue and support all Project activities after

the expiration of the Project Assistance Completion Date.
 

3. Except as 
amended herein, all terms and conditions of the

Project Authorization remain in full force and effect.
 

Y . . 
- r . /yc.-

Date 
 Joseph B. Goodwin
 
A.I.D. Representative

USAID/Ghana
 

Clearances: l.PRM:EBirgells (,.g
 
2.CONT:WGrizzard_" 
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SUMMARY & RECOMMENDATIONS
 

A.I.D. assistance to the Ghana National AIDS Program is 
an
amendment to the Ghana Family Planning and Health Program (FPHP)
authorized in February 1991 by the Assistant Administrator for
Africa. 
The six year FPHP combines program assistance of $13
million and project assistance of $10.5 million to the health
sector, and in-kind contraceptive commodities worth $6.5 million.
 

The combined program and project goal is to lower fertility of
the Ghanaian population through maternal and child health
interventions. 
 Program and project purpose is to increase the
use of and demand for family planning through expanding the
public and private sector capacity for providing family planning,
maternal child health services and supplies. The $10.5 million
project will support activities to improve the capability and
increase the capacity of health care providers to deliver family
planning and MCH services. In addition, contraceptives will be
 
supplied.
 

The ECPR meeting for the Ghana Family Planning and Health Program

advised the following (90 State 346935):
 

"HIV/AIDS: 
 It is Bureau Policy to bilateralize all HPN
activities as 
much as possible. Instead of continuing
all HIV/AIDS activities through future buy-ins, ECPR

recommends that the Mission include authorization for
expected HIV/AIDS activities under subject program in

view of close relationship between HIV prevention

activities and the planned social marketing of condoms.
To this end, ECPR recommends and this cable provides

Mission with delegation of authority to approve an
amendment to the project authorization and project
paper (subject to REDSO/WCA concurrence) of up to

dollars five million for HIV/AIDS activities over the
current LOP of six years. 
The amendment should follow

A.I.D. Handbook Three requirements and the

interventions should be clearly justified and
 
delineated in the amendment."
 

This HIV/AIDS amendment is prepared and authorized in accordance
with the above guidance. The HIV/AIDS amendment is a $5.0
million, four year sub-project of the Family Planning and Health
Project component. 
The new goal of the FPHP with the amendment,
is to lower fertility of the Ghanaian population through maternal
and child health interventions, as well as to reduce the spread
of HIV/AIDS. 
 The purpose of the amended project is: (1) to
increase the use of and demand for family planning through
expanding the public and private sector capacity for providing
family planning and maternal and child health services and
supplies, and (2) to assist the GOG National AIDS Control Program
(NACP) increase the effectiveness of its campaign through
activities in four areas: 
Information, Education and
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Communication (IE&C), Laboratory Support, Health Information
 
System (HIS) and Building Government Cognizance in order to

obtain GOG commitment to reduce the transmission of HIV/AIDS.
 

The Problem: Acquired Immunodeficiency Syndrome, better known as
AIDS, has spread rapidly throughout the world since its discovery

in 1981 and has become a public health problem of extraordinary

scope and of unprecedented urgency. 
It is a deadly and incurable
 
disease.
 

AIDS was first diagnosed in Ghana in 1986 when 26 cases were
 
detected. It has increased to more than 2,200 reported cases by

the end of 1990. 
 Despite the rapid rise, these numbers seriously

underestimate the prevalence of AIDS cases in Ghana, since ELISA

blood tests are required for a case to be reported but often are
 
not available. No one knows the true number of how many

Ghanaians have been infected by HIV but have not yet developed

full blown AIDS. Studies indicate that between 0.5% and 4% of
 
adult Ghanaians currently carry the virus.
 

Significant constraints that must be addressed to ensure success
 
for future HIV/AIDs prevention and control programs are:
 

(a) Staffing and infrastructural weakness of the Ministry
of Health. These constraints are more apparent in the diagnostic

laboratory system than in other parts of the MOH. 
Because of a

decade of neglect, the Public Health Reference Laboratory is

almost non-functional. Few qualified laboratory specialists

exist in country and the laboratories lack equipment.
 

(b) GOG management and financial constraints such as MOH
 
budgetary and staff shortages, incomplete inter-ministerial
 
cooperation and collaboration and inadequate information
 
gathering and use.
 

(c) The lack of awareness both in the general population as

well as policy makers of the urgency to prevent and control the
 
spread of AIDs.
 

The GOG recognizes the potential impact of the HIV/AIDS epidemic

and is collaborating with the World Health Organization Global
 
Programme on AIDS (WHO/GPA), by forming the National AIDS Control

Program (NACP) as a subdivision of the MOH Epidemiology Division.
 
A short-term plan for HIV/AIDS prevention and control was
 
promulgated in 1987 and organizational framework for the NACP
 
management structure has been established. However, budgetary
 
resources to support the NACP program are very limited and
 
assistance has been mainly from donors.
 

WHO has been the lead organization for the control and prevention

of AIDS. Initial efforts in Ghana have been limited due to the

scarcity of its resources. USAID has provided approximately $1.3
 

/ID
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million to the National AIDS Control Program primarily through
two U.S. based contractors, AIDSTECH and AIDSCOM. 
Their
activities have led to substantial awareness of the problem in
the Armed Forces and have supported AIDS research as a local
research center, the Noguchi Memorial Institute for Medical
 
Research (NMIMR).
 

Four interventions are proposed to assist the GOG reduce the

spread of the AIDS virus. These are:
 

(a) Information, Education and Communication: Sub-project
activities will focus 
on improving the IE&C structure at all
levels. The NACP will be assisted in its effort to inform,
educate and communicate HIV/AIDS awareness to the people of Ghana
and their leaders and to carry out campaigns to encourage
behavioral changes aimed at specific groups identified 
as at high
risk. It is expected that Non-Governmental Organizations will

participate in this effort.
 

Specific activities to be carried out will consist of media
campaigns, ongoing research and evaluation, training, and
provision of limited amount of equipment and technical
 
assistance.
 

(b) Laboratory Support: This component will assist the MOH
improve its laboratory management, personnel and infrastructure

in order to establish quality assurance procedures, upgrade and
expand diagnostic capacity of available facilities. It is
expected that the laboratories will then provide more reliable

data available on which to base surveillance studies, IE&C
campaigns and STD surveillance and counseling needs. 
The PHRL
facility in Accra will be renovated and upgraded. An assessment
of the constraints--especially staffing, management and financial
constraints--costs and benefits of various options for providing
additional laboratory services will be done prior to further
laboratory system development. 
 If found to be feasible, it is
anticipated that one regional and two zonal branches of the PHRL
will be established, but private sector laboratories may be found
to be more cost effective. Cost of renovation of existing public
laboratory space will be borne by the MOH out of the counterpart
funds generated under the FPHP. 
Project funds would be used to
provide technical assistance, equipment and training. 
A grant
would also be given to Noguchi Center for continued operational

research in HIV/AIDS.
 

(c) Health Information System: 
 Support will be provided
to the MOH, Health Information System to strengthen information
management, data collection and analysis in order to monitor the
prevalence of HIV and AIDS in Ghana, while establishing an
effective surveillance system. The support will be aimed at
upgrading and integrating disparate parts of the present system
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with the objective of establishing a National Health Information
 
System.
 

(c) Cognizance Building: Support will be provided to the
 
NACP to assist it in raising the awareness levels of policy and
 
decision makers by providing them with reliable data on which to
 
base their decisions. The efffort is expected to result in an
 
improved policy environment ,ith additional government resources
 
committed to AIDS programs, and an improved flow of donor
 
support.
 

End of Project Status: By the end of the project it is expected

that:
 

(1) The index of AIDS knowledge, attitudes and
 
practices among the general population would have
 
increased significantly above the baseline established
 
in the KAP survey. Quantitative targets will be
 
established after the baseline has been determined..
 

(2) A National laboratory network system would be in
 
place providing efficient and accurate diagnostic

analysis and generating data needed for epidemiological

surveillance.
 

(3) A formal system would be in place to collect and
 
provide accurate and ongoing data from all ten regions

to monitor prevalence of HIV infection and AIDS, using

both clinical and laboratory criteria.
 

(4) There would be an threefold increase in condom use
 
as measured by AIDS KAP surveys.
 

(5) There would be a 15% decrease in numbers of sexual
 
partners as measured by the same surveys.
 

(6) The Ministries of Education and Mobilization and
 
Social Welfare will have integrated the expanded AIDS
 
prevention and control activities into their program.
 

(7) At least ten NGOs would be actively involved in
 
providing information and education to identified
 
target groups.
 

(8) GOG policy and decision makers are cognizant that
 
AIDS is a multisectoral problem.
 

Beneficiaries: The primary beneficiaries are sexually active
 
adults and their children.
 

eq
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Implementation Arrangements: 
 The USAID Health, Population and
Nutrition Office with the assistance of REDSO/WCA will
competitively procure the services of a prime institutional
 contractor who will implement most of the project interventions.

The Ministries of Health and Finance & Economic Planning will be

the Ghanaian implementing agencies.
 

Source and Origin of Goods and Services: All procurement will be
from the U.S. and Code 935 sources as allowed by the DFA
 
legislation.
 
Disbursement: 
 The DFA $5.0 million AID contribution will be
 
obligated over a three year period beginning FY 91.
 

USAID CONTRIBUTION
 

Activity Amount in U.S. Dollars
 
(000)
 

1. 	 Institutional Contractor 
 4,285

(Technical Assistance,
 
Training, Commodities
 

2. 	 Buy-Ins to Central Agreements: (AIDS 100
 
Impact Model)
 

3. 	 Direct Grants and Cooperative Agreements 
 200

(Grant to Noguchi Memorial Institute)
 

4. 	 A.I.D. Project Support 
 255
 
(Participant Training)
 

5. 	 Financial Assessments/Evaluations/ 
 160
 
Monitoring/Surveys
 

TOTAL 
 $5,000
 

The GOG Contribution totals $1,290,558, giving a total project
cost of $6,290,558. While the GOG contribution to this component
is 25% of the USAID contribution, or 20% of the total project
cost, 
in the overall project, A.I.D. will contribute $15.5
million, plus $6.5 million in in-kind contraceptives, for a total
of $22 million, and the GOG will contribute $13.5 million, or 38%

of the entire project cost.
 

Conclusions and Recommendations:
 

The HIV/AIDS Control and Prevention Component of the FPHP has
been designed in accordance with A.I.D. and USAID/Ghana's

strategy of HIV/AIDS assistance. It was designed in close
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collaboration with the GOG implementing agencies and the WHO/GPA.

The activities reflect GOG concerns and priorities and follows
 
its strategies for controlling the prevalence of AIDS.
 

The feasibility analyses including technical, economic, social
 
and institutional, indicate that the sub-project is an
 
appropriate mechanism for achieving the impact of controlling and

preventing the spread of AIDS. 
 It is therefore recommended that
 
this supplement be authorized in FY 1991.
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i. IIBRDLCTI 

The Ghana Family Planning and Health Program is 
a U.S. $30.0
million, six year program which combines project and program
assistance. The Grant Agreements were signed, and an 
initial
obligation of $5.59 million were obligated on April 25, 
1991. An
additional $2.34 million has been obligated for the purchase of
contraceptive commodities. 
The goal of the program is to lower
fertility of the Ghanaian population through maternal and child
health (MCH) interventions. to
The purpose of the program is
increase the use of and demand for family planning goods and
services through expanding the public and private sector capacity
for providing family planning and MCH services and supplies.
 

Through program assistance, the Government of Ghana will be given
a cash grant of $13 million in three tranches for the foreign
exchange auction, upon the successful implementation of certain
policies and regulatory reforms. 
 These reforms are designed to
effect: 
 1) the creation of a national population authority to
develop a national population and family planning implementation
plan and to orchestrate the national effort; and 2) the reform of
regulations to broaden the categories of family planning and MCH
services and supplies which can be provided by government and
private health care providers.
 

The project component, totalling $10.5 million, will support
activities to improve the capability and increase the capacity of
health care providers to deliver family planning and MCH
services. An additional $6.5 million will be provided in 
in-kind
contraceptive commodities. 
Project assistance will be in the
form of commodities, training, and technical assistance to the
Ministry of Health and several Non-Governmental Organizations.
 

The main project activities will be: 
 (1) making goods and
services for family planning, oral rehydration, and malaria
treatment regularly available to a minimum of 5,000 private
sector delivery points and at all Ministry of Health facilities;
(2) continued monitoring and supervision of 3,000 traditional
birth attendants and training of an additional 3,000-4,000; (3)
carrying out three nationwide public sector information,
education and communication campaigns, and five social marketing
campaigns which will stress teaching providers and consumers

about appropriate and timely use of each of these health
interventions; (4) establishing both public and private sector
monitoring systems to monitor the impact of these interventions;
and (5) establishing 15 new surgical contraception centers with
doctor-nurse teams and 140 counseling nurses providing referrals
from all district hospitals to the surgical contraception
 
centers.
 

By the end of the project, it is expected that: 
 (1) the modern
contraceptive prevalence rate will have risen from 5% to 15%
nationwide; 
(2) the use of oral rehydration salts per diarrheal
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episode will have increased from 33% to 50%; and (3) the use of
 
proper anti-malarial treatment for febrile episodes will increase
 
from 25% to 35%.
 

The ECPR meeting for the Ghana Family Planning and Health Program

advised the following (90 State 346935):
 

"HIV/AIDS: It is Bureau policy to bilateralize all HPN
 
activities as much as possible. Instead of continuing all
 
HIV/AIDS activities through future buy-ins, ECPR recommends
 
that the mission include authorization for expected HIV/AIDS

activities under subject program in view of close
 
relationship between HIV prevention activities and the
 
planned social marketing of condoms. To this end, ECPR
 
recommends and this cable provides mission with delegation

of authority to approve an amendment to the project

authorization and project paper (subject to REDSO/WCA
 
concurrence) of up to dollars five million for HIV/AIDS

activities over the current LOP of six years. The amendment
 
should follow A.I.D. Handbook three requirements and the
 
interventions should be clearly justified and delineated in
 
the amendment."
 

This supplement is prepared in accordance with the above
 
guidance. Specifically, it prepares the authorization of a $5.0
 
million AIDS prevention and control sub-project to the Family

Planning and Health Project (641-0118). This sub-project will be
 
implemented over a four year period.
 

&. Acauired Iuunodeficiencv Syndrome: A Worldwide Overview 

Since its discovery in 1981, Acquired ImmunoDeficiency Syndrome,

better known as AIDS, has spread rapidly throughout the world,

and has become a public health problem of extraordinary scope and
 
unprecedented urgency. It is a deadly and incurable disease.
 
There is currently no vaccine available, and treatments currently

being investigated are toxic, of unproved efficacy and very

expensive. It is currently believed that all people who are
 
infected with the Human Immunodeficiency Virus (HIV) will
 
ultimately develop AIDS, and will die shortly thereafter.
 
Because of the long latency or incubation period of the disease
 
(i.e., the length of time between the initial infection with HIV
 
and the onset of the clinical disease - AIDS), half of the people

infected with HIV will develop AIDS within the next 10 to 12
 
years. In Africa, people who develop AIDS usually die within a
 
few months of the diagnosis.
 

In addition to people who have developed clinical AIDS, the World
 
Health Organization (WHO) estimates that six million Africans
 
have been infected by HIV, and can expect to develop the disease
 
in the near future. AIDS has become a leading cause of death in
 
many African countries.
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AIDS was first diagnosed in Ghana in 1986, when 26 cases were

detected. 
Since then the number of reported cases has more than
doubled each year to a total of 2,237 cases at the end of 1990.
Even this number seriously underestimates the number of AIDS
 cases in Ghana, since confirmatory blood tests are required for a
 case to be reported, and these are often unavailable. In

addition, no one knows the true number of Ghanaians who have been
infected by HIV but have not yet developed full clinical syndrome

of AIDS. A review of the studies that have been done (see
Technical Analysis Annex) leads to the conclusion that between

0.5% and 4% of adult Ghanaians currently carry the virus and will
eventually die of the disease, whether or not any Drogram is
 
effectively introduced.
 

One series of studies shows how rapidly HIV/AIDS is spreading in
Ghana. Blood donors in Accra/Tema were sampled in 1986, 1988 and

1990. 
 While none were found to be infected in 1986, 1.3% 
were so
in 1988 and 2.3% were positive for the HIV in 1990. While the
overall population may not be as 
heavily infected as this--one
study of pregnant women in Accra in 1990 showed that only 0.7%
 
were positive--AIDS is affecting ever more people. 
 If the trend

in Ghana follows the course taken by C6te d'Ivoire, prevalence

could rise from the current level to over 7% in only four years.
 

In part because the initial cases presumably were brought into
Ghana by women traveling to Abidjan, more women than men are

presently affected by this disease. 
Currently 2.5 Ghanaian women

have been diagnosed with AIDS for every man. 
More recently,
indigenous transmission has become more common. 
In 1990 only 56%
of people with AIDS had traveled abroad. Unlike the rest of

Africa where most cases are found in urban areas, in Ghana more
 cases have been diagnosed in Eastern (758) and in Ashanti 
(725)
Regions than in Greater Accra (224). 
 Few cases have been
 
diagnosed in children.
 

In Ghana, AIDS is primarily spread by heterosexual contact, with
 a much smaller portion transmitted through blood transfusions
where the donor is a HIV carrier. This differs from the
 
situation in the U.S. and Europe, where spread is primarily by
homosexual contact and contaminated needles. Two types of the
virus which causes AIDS, HIV-1 and HIV-2, are present in Ghana.

These two viruses cause disease of similar clinical course, but

testing is more complicated since tests that detect one may not
 
detect the othzr.
 

To see what is likely to happen in Ghana, it is necessary to look
 
at neighboring countries. 
 In West Africa, in addition to
moderate HIV-2 prevalence, many countries have experienced marked

increases in HIV-l infections. As mentioned above, in Abidjan,
C6te d'Ivoire, HIV-l prevalence in adults has risen from around
1% to over 7% during the past four years. During the late 1980s,
reported AIDS cases from West Africa increased steadily. By
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April 1991, close to 7,000 AIDS cases had been reported from C6te
 
d'Ivoire alone. Geographically, this means that the HIV/AIDS

problem is no longer limited to the "AIDS belt" in eastern,

central and southern Africa. Despite earlier assessments that
 
West Africa was relatively free of HIV infection, recent studies
 
by the U.S. Centers for Disease Control have established that in
 
Abidjan, AIDS is already the number one cause of death in adult
 
males and the number two cause of death in adult females, second
 
only to maternal deaths.
 

Thus far in East and Central Africa, the HIV/AIDS pandemic has
 
progressed to the alarming situation where between one-quarter

and one-third of all adults aged 15-49 living in some large urban
 
centers had been infected with HIV by early 1991. On the basis
 
of a large community-based survey, it is estimated that there
 
were over 750,000 HIV-infected adults in Uganda alone by late
 
1988.
 

In looking at the overall HIV/AIDS situation in Sub-Saharan
 
Africa, the World Health Organization estimates that currently

six million Africans are infected with the HIV. This represents

two-thirds of the global total of over nine million persons

infected with HIV. HIV infection levels continue to increase
 
rapidly throughout Africa. In addition to the alarming urban
 
rates of HIV infection discussed above, rural adult infection
 
rates, already at or exceeding 10-15 percent in several
 
countries, are quickly rising. It is estimated that
 
approximately 900,000 African infants have been born infected
 
with HIV by early 1991, and the projected total by the end of the
 
1990's is 10 million or more.
 

The HIV/AIDS pandemic will have a profound impact in Sub-Saharan

Africa. The increasing rate of HIV infection in Africans may
 
more than triple the adult mortality rate and cause significant

increases in child mortality and dependency ratios (i.e.,

increased number of orphans) in many countries, thus threatening

to reverse hard-fought gains in child survival and in overall
 
health status in Africa. During the 1990s, the impact of
 
HIV/AIDS will be greatest in, but not limited to, the large urban
 
areas of Sub-Saharan Africa. In such cities, AIDS deaths in
 
young people and in those aged 15-49 may well reduce expected

population growth in those cities by more than 30 percent.

However, the total population in these countries is expected to
 
continue growing during the 1990s. Therefore, HIV/AIDS is an
 
important economic development issue which must be addressed in
 
the context of family planning and other health programs.
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&. Constraints to HIV/AIDS SDread and Control: 

USAID and other donor's experiences in health and population

assistance to Ghana over the past two decades, as well as GOG

experience in HIV/AIDS programs since 1989, have produced an
understanding of the significant constraints that must be

addressed in future HIV/AIDS prevention and control programs. 
As
HIV/AIDS prevention and control activities are considered to fall
within the health and population sector, and because this sub
project will integrate HIV/AIDS activities into the family

planning and health project component of the Ghana FPHP, the

major constraints discussed in the section of the Project

Paper/Program Assistance Approval Document entitled "Health and
Population Sectoral Constraints" also are applicable to this
HIV/AIDS Prevention and Control sub-project. A summary of those

constraints, as they relate to HIV/AIDS follows:
 

The major constraints to the accomplishment of a successful

HIV/AIDS program are the managerial and infrastructural
 
weaknesses of the Ministry of Health. 
These are even more
 
apparent when the important role of diagnostic laboratories is
examined. 
Because of a decade of neglect, the Public Health

Reference Laboratory (PHRL) has been rendered almost non
functional. There are exceptionally few qualified laboratory

specialists in country who could be recruited to take on
task. Strengthening laboratory capacity will be an 

the
 
important


input if accurate data on HIV/AIDS is to become available for
 
analysis.
 

Addressing GOG management and financial constraints, such as
Ministry of Health (MOH) budgetary constraints and MOH limited
staff capabilities are critical to the successful implementation

of HIV/AIDS activities. 
The effect of these constraints are

exacerbated when it is realized that HIV/AIDS is a multi-sectoral

issue and that HIV/AIDS programs will require inter-ministerial
 
cooperation and collaboration at both the national and local

levels. The ultimate effectiveness of the National AIDS Control

Programme (NACP) will be greatly influenced by any major public
sector institutional and infrastructural weaknesses in the MOH

and in other Ministries, such as Education or Information. The

Ghana NACP has received significant resources from the

international donor community. 
However, without sufficient

absorptive capacity by the MOH, the provision of significant

external financial resources could be insufficient to ensure the
effective implementation of HIV/AIDS interventions by the NACP,
especially when developing an institutional capacity to conduct

and maintain a comprehensive IE&C program as well as an

integrated epidemiologic and laboratory information surveillance
 
system.
 

Similarly, sustainability constraints and the challenge of

promoting behavioral change through public IE&C programs are as
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applicable to HIV/AIDS prevention and control programs as they
 
are to family planning and health programs.
 

_. 	 USAID AIDS activities in Ghana:
 

As the disease of Acquired Immunodeficiency Syndrome (AIDS) has
 
reached pandemic proportions, A.I.D.'s strategy for addressing

the problem has progressed through stages. Initial efforts were
 
limited, and resources were channelled through WHO.
 

In Ghana, A.I.D has provided approximately $1,300,000 to the
 
National AIDS Control Program, primarily through two U.S based
 
contractors, AIDSTECH and AIDSCOM. 
The following activities have
 
been undertaken:
 

" 	 AIDSTECH has collaborated with the MOH to develop a
 
comprehensive HIV/AIDS intervention program within the Ghana
 
Armed Forces. This has included (1) pilot focus group

studies on Knowledge, Attitudes, Beliefs and Practices
 
(KABP), (2) the establishment of diagnostic laboratory

capacity at the main military hospital, (3) the
 
establishment of a HIV sero-surveillance system among the
 
Ghana military, (4) establishment of a condom distribution
 
network through the Military Mess system, and (5) a military

educational campaign that is about to be launched. 
In
 
addition to activities involving the Ghana Armed Forces,

AIDSTECH has had a long standing program targeting

commercial sex workers.
 

* 	 AIDSTECH has successfully field tested various simple/rapid
 
tests (which require no instrumentation) in collaboration
 
with a Ghanaian Institution, the Noguchi Memorial Institute
 
for Medical Research (NMIMR). As a result of the
 
evaluation,the NACP decided to supply the district hospitals

with the rapid test HIVCHECK.
 

" 	 AIDSCOM has had difficulties in implementing a national AIDS
 
IE&C campaign. Part of this was due to an A.I.D./Washington

restriction, which precluded them from subcontracting with
 
any government entities. (This prohibition did not apply to
 
AIDSTECH.) The inability to establish an in-country
 
presence, either with Ghanaians or expatriates has limited
 
their activities to organizing three workshops: One on
 
Training of Trainers for Health Workers, one for NGOs on
 
HIV/AIDS counselling, and a national workshop on HIV/AIDS

communications. After eighteen months of intermittent work,

the development of a mass media campaign for HIV/AIDS

prevention and control is being designed and is expected to
 
be launched in about three months.
 

D. 	 Other Donor Suvvort for HIV/AIDS in Ghana 
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A total of $3.224 million was pledged by several multilateral and
bilateral donors for Ghana's National AIDS Control Program (NACP)
at a Ministry of Health/world Health Organization (MOH/WHO)
Resource Mobilization (or Donors') Meetin' for HIV/AIDS
prevention and control held in Accra on September 4th and 5th,

1989.
 

In addition to USAID support for activities described above, the
major donors pledged assistance in: management, sentinel
surveillance, laboratory equipment, a nationwide KABP survey
(WHO's Global Programme on AIDS); counseling and clinical
management (UNDP); STD surveillance and clinical management
(European Economic Community); IE&C activities by the Adventist
Development and Relief Agency (ADRA) among long distance lorry
drivers (supported by the Swedish International Development
Agency (SIDA)); and, assistance in HIV prevention and control in
the Upper West Region (Germany's Gesellshaft fur Technische
 
Zusammenarbeit (GTZ)).
 

WHO assistance has been delayed by difficulties in identifying
and placing technical and administrative staff. Internal
reorganization in Geneva, and the decentralization of the Global
Programme on AIDS from Geneva to Brazzaville have also caused
delays. The greatest problem this has caused is that reagents
for blood testing have not been delivered, precluding diagnostic
testing. A nationwide KABP survey is about to begin, and should
 prove useful to development of a nationwide IE&C program. 
ADRA
will complete its project in six months, and the final report on
its campaign among lorry drivers is due shortly and promises to
contain significant data regarding this high risk group.
 

The problem of HIV/AIDS is of a magnitude which demands
substantial resources, but more importantly, the effective use of
those resources. Overlapping and duplication must not occur if
the NACP is to be effective. Presently, inputs from the major

international donors are complementary, e.g., EEC support of
sexually transmitted disease (STD) surveillance and clinical
management and UNDP support of counselling. All proposed
USAID/Ghana assistance to the NACP is complementary to other
donor support and directly contributes to the activities of the
 
MTP.
 

Currently, all financial resources allocated to the National AIDS
Control Program in Ghana are provided by external donors.
Accordingly, the importance of donor coordination cannot be
overemphasized. The major problems which donor support have
encountered have been caused by the poor absorptive capacity of
the MOH and organizational delays that donors have faced in

getting approval of funds in their home countries.
 

With the exception of USAID, WHO and SIDA, which had already
obligated funds for AIDS activities, none of the funds pledged by
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other donors have been released in the eighteen months since the
 
resource mobilization meeting. The main reason for this has been

the internal bureaucracy involved in obligating funds within the
 
parent organization. 
However, all donors are close to completing

negotiations and beginning implementation.
 

II. RATIONALE FOR THE HIV/AIDS PREVENTION AND CONTROL
 

A. Rationale and Strategy
 

The Ghana Family Planning and Health Program (FPHP) is a

watershed intervention that culminates two decades of experience

in family planning and population activities in Ghana. Within

the context of the family planning, reproductive health, maternal
 
and child health (including malaria and diarrhea interventions),

health information and policy dialogue components of the project,

the HIV/AIDS Prevention and Control sub-project is a logical and
 
inter-related supplement to the scope of the FPHP. 
Such an

integrated strategy is especially appropriate in the countries of

Sub-Saharan Africa where HIV/AIDS has become established, such as

Ghana. In these countries, HIV/AIDS will affect all aspects of

health promotion and delivery in the not-so-distant future.
 

In April 1991, the World Health Organization (WHO) published the
 
projection that during the next several decades, AIDS will become

the leading cause of death among young and middle-aged adults in
 
Sub-Saharan Africa, thus having a profound impact on social,

economic and development issues in the region. This already has

occurred in numerous African cities, including Abidjan, where, as
 
noted above, AIDS is the main cause of death for men and second

for women. Additionally, according to WHO projections, AIDS will

become one of the leading causes of infant and child mortality in
 
Sub-Saharan Africa. Comparing the projected impact of HIV/AIDS

with that of the other leading causes of death in children under
 
five, estimates were made of current and future mortality rates
 
in children due to measles, malaria, diarrhea and HIV/AIDS.

Using a demographic model (discussed in more detail in the
 
Technical Analysis, Annex B), WHO projected that diarrhea will
 
remain the predominant cause of death among children; malaria
 
will continue to be important; and child deaths due to measles
 
will decrease as a result of increasing use of measles vaccine.
 
However, before the mid-1990s, AIDS is expected to cause more

deaths in Sub-Saharan African children than either malaria or
 
measles.
 

While the prevalence of HIV infection appears to be rising in

Ghana, it is still far lower than the HIV prevalence in many

other African countries, including the neighboring country of
 
C6te d'Ivoire. This strongly suggests that a "window of
 
opportunity" for HIV prevention efforts currently exists in
 
Ghana. Available information also suggests that this "window"
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will not remain "open" indefinitely. Thus, at this time, it is
entirely appropriate to seize the opportunity to integrate
HIV/AIDS prevention and control activities into the ongoing

family planning and health framework of the USAID/Ghana program
in order to take full advantage of overlaps and similarities in

interventions, programmatic economies-of-scale, and the
synergistic relationship between HIV/AIDS awareness and condom
social marketing for family planning, while minimizing any

additional project management burden incurred.
 

Many USAID Missions in West Africa, including USAID/Ghana, have
had limited experience in HIV/AIDS prevention and control to date
because of the relatively little attention paid to HIV/AIDS by
their Host Governments (due to competing priorities and the
relatively less severe epidemiologic situation perceived thus far
in those countries). Unfortunately, many of those countries,
including Ghana, are probably now at the same point on the HIV
epidemic curve where countries, such as Uganda, Zambia and
 
Tanzania, were in 1985-86.
 

Implementation difficulties, which A.I.D. and the Ministry of
Health have faced over the past three years, have lead to what
will become the ultimate strength of this FPHP sub-project. The
hallmark of the FPHP integration strategy is a coordinated

approach to infrastructure strengthening and capacity building
throughout the health and population sector in Ghana. 
Since many
of the main interventions in family planning, health and HIV/AIDS
involve changing behavior, the Ministry of Health's Health
Education Division will be strengthened as a major component.
Additionally, since accurate data must be available to understand
disease parameters and develop appropriate interventions (whether
for malaria or HIV/AIDS), an adequate information collection and
analysis system will be developed, along with the laboratory

structure to provide the basic data for the information system.
 

D,. Policy AmProach
 

This HIV/AIDS prevention and control sub-project will build onto
the project assistance component of the Ghana FPHP to assist the
Ghana NACP in developing an institutional capacity to conduct and
manage a comprehensive information, education, and communication
 
program and to build and maintain an integrated health
information system with associated epidemiologic surveillance and
 
laboratory support.
 

The Ghana FPHP has a strong policy component. This is the result
of six years of policy dialogue during the implementation of the
Contraceptive Supplies Project. 
The political situation in Ghana
regarding AIDS has not yet progressed to the point that an
explicit policy component, in the form of cash grants in response
to specific policy initiatives, is warranted. 
However, there are
many policy constraints that will be addressed both formally and
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informally during the course of the project. In addition to the
 
implementation constraints described in the Ghana FPHP, these
 
include the following inter-related policy issues and problems:
 

1. There is an urgent need to engage top level Ghanaian
 
decision makers in dialogue concerning HIV in relationship
 
to other health and1 socio-economic issues. This problem

emerged in Ghana, as in other sub-Saharan nations, while the
 
government and the 19OH were struggling with the problems of
 
high child mortality, high prevalence of common infectious
 
diseases (malaria, diarrheal disease, acute respiratory

disease, measles), high maternal mortality, a high

population growth rate, and severe limitation of available
 
resources. 
 It is difficult for these policy-makers to

recognize the real threat of AIDS when these other problems
 
are so much in front of them. Despite the knowledge

provided by ten years' tragic experience with the HIV
 
pandemic in Africa, Ghana still risks a national response

which will be too late and too weak.
 

2. The lack of sufficient, pertinent, high quality

epidemiologic, economic, and social scientific data relevant
 
to the HIV/AIDS epidemic has substantially slowed efforts to
 
increase both government commitment and public opinion
 
support for HIV/AIDS prevention programs.
 

3. The multisectoral aspect of HIV/AIDS prevention and
 
control in Ghana needs special attention for the following
 
reasons:
 

a. there is still inadequate understanding in Ghana
 
that HIV/AIDS is not solely a health issue, but rather
 
is a socio-economic problem affecting all aspects of
 
society. HIV/AIDS does not respect any sector.
 
Exacerbation of the manpower suiortage by HIV/AIDS will
 
slow down the economic progress, already affected by a
 
significant shortage of trained personnel across all
 
sectors. Of particular importance is that data from
 
other African countries demonstrate that the more
 
educated, better trained and wealthier are also hard
 
hit by the HIV/AIDS epidemic;
 

b. the low profile of the NACP within the MOH
 
organizational framework does not stimulate a
 
meaningful multisectoral response. For example,

currently few ministries other than Health are
 
seriously involved at levels above those of the
 
Technical Subcommittees;
 

c. the massive resources needed as well as the social
 
pressures required to tackle the HIV/AIDS problem

cannot be generated or absorbed by any single sector.
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C. Relationshi2 of Sub-Project to A.I.D. Strateav and Policies
 

In recognition of the seriousness of the growing HIV/AIDS problem
throughout 'he world, A.I.D. issued the first Agency-wide policy

guidelines February, 1987; these were revised and reissued in
April, 1987. 
 The policy guidance states that A.I.D. recognizes

the worldwide leadership role of the WHO ii combatting HIV/AIDS.
 

Specific activities contributing to the prevention of HIV/AIDS
transmission through blood, perinatal and sexual contacts which
 
were 
foreseen in the policy guidance include: applied,
operations, and behavioral research; economic research;

information, education and communication (IE&C) programs;

training; sexually transmitted disease (STD) control and
counseling; epidemiologic surveillance; and acquisition of

diagnostic assays and related laboratory equipment. In
addressing the Congressional mandate to provide more support to
Private Voluntary Organizations (PVOs) and Non-Governmental

Organizations (NGOs), 
the policy guidance encourages the

implementation of HIV/AIDS activities by such grass-root
organizations. 
Under current HIV/AIDS policy guidance, however,
basic research and curative care 
for AIDS shall not be funded.
 

In general, the April 1987 policy encouraged an empirical

approach to programming HIV/AIDS interventions to allow for the
incorporation of new information and lessons derived as the

Agency gains experience in implementing HIV/AIDS-related

activities. As a consequence of the past four years of
experience with WHO's performance of in-country implementation of
HIV/AIDS prevention and control, there is 
an evolving Agency

policy whereby the inputs from A.I.D. and the WHO/GPA are to be
complementary: WHO providing coordination and planning, A.I.D.
 
supporting in-country implementation.
 

As AIDS Prevention and Control is a Congressional Interest Area,
the use of Development Fund for Africa (DFA) operational year
budgets to support the bilateralization of HIV/AIDS prevention

activities by USAID Missions in Africa is being encouraged.

Current Bureau for Africa policies encourage the development of
bilateral HIV/AIDS projects and/or the integration of HIV/AIDS

prevention and control components into existing bilateral

health/population projects. 
 The Bureau for Africa's

decentralization policy requires Missions to maintain less

reliance on regional project funding (such as the HAPA Project)

and to assume more responsibility for the funding and mainagement
of their own HIV/AIDS initiatives. Additionally encouraged is
the implementation of Non Project Assistance (NPA) in the social
sectors. This sub-project of the Ghana FPHP is consistent with

Agency AIDS policy and Bureau for Africa guidance to the field.
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D, Relationship of Sub-vroiect to GOG Strateav and Priorities
 

The Government of Ghana recognized the potential impact of the
 
HIV/AIDS epidemic early. This recognition resulted in the
 
formation of the National AIDS Control Program (NACP), 
a
 
subdivision of the Epidemiology Division of the Ministry of
 
Health.. As in other sub-Saharan African countries, this was
 
developed in collaboration with the Global Programme on AIDS of
 
the World Health Organization (WHO/GPA). A Short-Term Plan (STP)

for HIV/AIDS prevention and control was promulgated in July 1987,

and the NACP Program Manager was named in January 1988. While
 
the earliest reported cases of AIDS in Ghana represented

infections presumably imported from neighboring countries, the
 
implementation of the STP soon provided evidence that HIV
 
infection was being acquired and spread within Ghana itself.
 
Thus, the STP determined that HIV/AIDS was becoming endemic in
 
Ghana, and therefore a Medium-Term Plan (MTP) was prepared in
 
late 1988. An organizational framework for the NACP management
 
structure was established:
 

1. a National Advisory Council on AIDS (NACA), a
 
multisectoral body to advise the Secretary for Health on
 
policy;
 

2. a Committee of Interested Parties (CIP), which includes
 
the MOH, major donors, major NGO's, and the Noguchi
 
Institute;
 

3. regional and district AIDS Control Committees;
 

4. a Program Management Unit (PMU) at the central level;
 

5. four technical subcommittees to advise the PMU. There
 
are separate technical subcommittees on clinical management;

education, counselling and rehabilitation; laboratory

procedure and blood transfusion; and monitoring, evaluation,
 
research, and surveillance.
 

The MTP describes extensively NACP objectives, strategies, and
 
composition and function of the NACA, PMU, and technical
 
subcommittees. In March 1991, WHO and the MOH conducted an
 
extensive review of the first year implementation of the MTP, and
 
subsequently reprogrammed NACP activities for the next 12 months.
 

All activities funded under this sub-project of the Ghana FPHP
 
will directly support, and will be coordinated with, the Medium
 
Term Plan of the Ghana NACP.
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III. SUB-PROJECT DESCRIPTION 

A. QYvi 
The HIV/AIDS Prevention and Control sub-project of the Ghana
Family Planning and Health Project (FPHP) will provide $5 million
in additional funding to the FPHP. 
This will increase resources

in the project to a total of $15.5 million. The sub-project is
 an addition to and expansion of the activities undertaken under
the FPHP and will incorporate many of the guidelines and
mechanisms of the FPHP. The sub-project will provide support to
the National AIDS Control Program (NACP) in the areas of policy

dialogue, information, education and communication, laboratory

support and assistance to the health information systems.
 

The goal of this sub-project is to lower fertility of the
Ghanaian population through maternal and child health

interventions as well as reduce the spread of HIV/AIDS.

Achievement of this goal is to be measured by the newly
established reporting systems as well 
as AIDS specific KABP
 surveys would indicate a marked decreased in new infections with
the HIV/AIDS virus, stabilization of the number of individuals
with AIDS, decrease in morbidity due to HIV/AIDS infections arid

prevalence of safe sex.
 

2. Purpose
 

The purpose for this four-year activity is to assist the
Government of Ghana (GOG) National AIDS Control Program (NACP)
increase the effectiveness of its campaign through activities in
the following areas: 
 Information, Education and Communication
(IE&C); Laboratory Support; and Health Information Systems (HIS);
and active cognizance building activities to alert policy makers
 
to take steps to reduce the transmission of HIV/AIDS.
 

J. Expected OutPuts
 

IE&C Component:
 

Improved IE&C structure at all levels:
 
National and all ten Region staff in place,

trained and actively producing IE&C
 
campaigns. Ten Districts with staff
 
producing campaigns.
 

Integration of the expanded HIV/AIDS

prevention and control IE&C activities into
 
the program of at least three Ministries
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including Health, Education and Mobilization
 
and Social Welfare.
 

Increase in prevalence of safe sex practices:
 
Threefold increase in condom use, 15% decline
 
in number of sexual partners.
 

Ten Health/Population NGOs involved in
 

HIV/AIDS prevention and control.
 

Laboratory Support:
 

Accra branch of Public Health Reference
 
Laboratory (PHRL) established, staffed,
 
equipped and functioning.
 

Analysis of constraints, costs and benefits of various
 
options for provision of laboratory services throughout
 
the country completed.
 

Up to three additional regional/zona] laboratories
 
established, staffed, equipped and functioning,
 
according to the findings of the laboratory analysis.
 

Laboratory management restructured and
 
standard guidelines and procedures
 
established throughout PHRL systems.
 

-- HIV testing available on year-round basis at PHRL. 

Health Information Systems (HIS):
 

HIV/AIDS Surveillance and data system established and
 
functioning at the national level and in ten regions.
 

Sentinel Surveillance studies carried out on three
 
target groups annually.
 

Data collection, analysis and program use
 
established in MOH.
 

-- Three population based surveys carried out. 

Cognizance Building:
 

Adaptation of the AIDS Impact Model to the Ghanaian
 
situation, and frequent showings to decision makers at
 
national, regional and district levels.
 

Observation tours by government officials to other
 
HIV/AIDS affected countries to encourage the
 



15
 

development of appropriate policies and programs to
 
control HIV/AIDS.
 

4. 	 End of Project Status
 

By the end of this HIV/AIDS sub-project, it is expected

that:
 

i. 	 Three nation-wide IE&C campaigns would have been
 
carried out.
 

ii. 
 Four 	regional campaigns aimed at high risk target
 
groups carried out.
 

iii. 	Information/training manuals in appropriate formats and

languages for NGO use 
in their communities and
 
facilities.
 

iv. 	 Establishment of a national clearing house within the

NACP for reception, cataloging and dissemination of
informational and educational material on HIV/AIDS.
 

v. 
 The index of AIDS knowledge, attitudes and

practices among the general population will

have improved significantly above the

baseline established in the 1991 KAP survey.

Quantitative targets will be determined after
 
the baseline has been established.
 

vi. 	 A threefold increase in condom use as measured by

the AIDS specific KABP surveys.
 

vii. 	Decrease in sexual partners by 15% as measured by

the same surveys.
 

viii. 	 At least three ministries, including Health,

Education, and Mobilization and Social Welfare would
have integrated the expanded AIDS prevention and

control activities into their program.
 

ix. 	At least ten NGOs will be actively involved in

providing information and education to 
identified
 
target groups.
 

x. 	 National laboratory network system will be in
 
place providing efficient and accurate

diagnostic analysis and generating data

needed for epidemiological surveillance.
 

xi. 	 Formal Health Information System in place

covering all ten regions to provide accurate
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and ongoing data to monitor prevalence of HIV
 
infection and AIDS.
 

xii. 	AIDS Impact Model developed and being shown to policy
 
makers at national, regional and district levels.
 

xiii. 	 Observation tour taken by 4-5 high government
 
officials to other countries severely affected by
 
HIV/AIDS.
 

There are four principal components to the sub-project. The
 
objectives of each component is discussed below:
 

At present, in the absence of an effective vaccine or drug, the
 
most 	significant way to limit the spread of HIV is through

Information. Education & Communication (IE&C). The IE&C
 
component, therefore, will assist the NACP in its efforts to
 
inform, educate and communicate HIV/AIDS awareness to the people

of Ghana and their leaders and to carry out campaigns to
 
encourage behavioral change aimed at specific groups identified
 
as at high risk because of their socio-economic situation, life
 
styles and/or their age groups. Educational activities will
 
target policy makers, the general public, groups currently at
 
high 	risk, and groups potentially at high risk.
 

The laboratory suDDort element has the objective of assisting the
 
Ministry of Health (MOH) improve its laboratory infrastructure in
 
order to upgrade and expand diagnosis and testing and establish
 
quality assurance procedures. While the objective of this sub
project is to assist in AIDS prevention and control, the ultimate
 
aim of the laboratory support component is to assist the GOG to
 
build a system that will effectively support the overall health
 
and population sector in Ghana. A particular objective is to
 
ensure that adequate managerial support is present. In respect
 
to AIDS prevention, improved laboratory support will assist the
 
HIS by making available more reliable data on which to base
 
surveillance studies, the results of which help to focus IE&C
 
campaigns. It will assist donor coordination through laboratory
 
system links to STD surveillance and counseling needs.
 

The objective of providing suport to the health information
 
system (HIS) is to strengthen information management, data
 
collection and analysis in order to monitor the prevalence of HIV
 
and AIDS in Ghana and establish effective surveillance systems

which, in turn, enable health planners arid government policy

makers arrive at informed decisions. Support will be aimed at
 
upgrading and integrating the disparate parts of the present
 
system with the ultimate objective of establishing an
 
information system which will support the overall health and
 
population sector.
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The objectives of the Cognizance BuildinQ component are to raise
the level of policy makers' awareness of the AIDS problem, and
thus the level of government action, and to promote donor
coordination to ensure that donor resources pledged to the
campaign for prevention and control of AIDS will be effectively

used.
 

5, Beneficiaries;
 

All sexually active adults and their children in Ghana are the
primary beneficiaries of this project. 
While women are currently
the primary victims of the disease, the gender discrepancy is
expected to level out over the next few years. 
 In addition,
there are numerous individuals and groups who will benefit from
the successful implementation of this project.
 

High risk groups currently identified and to be identified during
sub-project implementation will also benefit through testing and
education. 
They will live longer and more productive lives, thus
contributing more to society. 
Although transmission of AIDS
through blood transfusions is a relatively minor factor,
nevertheless, those who give and receive blood will be protected

to a much greater extent than presently.
 

A group which will also receive considerable primary benefits
from the sub-project is that consisting of medical and para
medical personnel. Improved laboratory facilities and testing
procedures should encourage some of these professional persons to
remain in Ghana, thus reducing the "brain drain" which is one of
the major causes of the shortage of skilled personnel in the
country. Medical personnel will also 
 benefit from education in
that they will be better able to protect themselves. Spread
effects will encompass the population as a whole with better
medical and laboratory services being provided.
 

g. Detailed Description of Activities
 

The sub-project described in this Project Paper Supplement will
implement activities in IE&C, Laboratory Support, Health
Information Systems and Cognizance Building.
 

i. 
 Information. Education and Communication (IE&C)
 

Studies have shown that limited IE&C interventions are effective
in changing behavior and increasing safe sex practices, i.e.,
increased condom use and decreased number of sexual partners.
Outcomes of the IE&C activities in this project are expected to
include a threefold increase in condom use over the baseline to
be determined in the AIDS KABP survey to be conducted by summer
1991, and a decrease of 15% 
in the number of sexual partners. If
the reduction in sexual partners can be maintained, and if condom
usage can ultimately be increased to 25%, epidemiology models
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suggest that the epidemic can be brought under control. Clearly,
the more rapidly these threshold figures are reached, the more
 
rapidly the epidemic will be controlled.
 

Currently, there are a large number of AIDS IE&C efforts that are

being staged by a wide variety of groups, both public and
 
private, from the Ghana Medical Students Association to Musana

Christo Disco Church. As can be imagined, these groups, who

produce materials without technical advice, often present

conflicting and simply wrong information. For example, one

religious groups teaches flatly that condoms do not prevent AIDS.

In response, the MOH Health Education Division has recently

assigned a staff member to the NACP to assist with the
 
development of AIDS IE&C materials. 
A nationwide Knowledge,

Attitudes, Beliefs and Practices (KABP) survey will be held in

Summer, 1991 with WHO funding, and will provide baselines for
 
measuring sub-project impact.
 

Activities will focus on 
improving the IE&C structure at all

levels. With increasing GOG cognizance that AIDS is a

multisectoral problem, the component will also aim at expanding

the involvement of Ministries other than Health, so that by the
end of the sub-project at least the Ministry of Education and the

Ministry of Mobilization and Social Welfare will have integrated

HIV/AIDS prevention and control into their programs. 
 NGOs, who
 
are active nationwide at the grass roots level, will be recruited
 
to participate in the IE&C activities. 
At the end of the
 
project, it is expected that at least ten NGOs will be actively
involved in providing information and education in communities
 
and to identified target groups.
 

Specific inputs will include IE&C campaigns that focus on

increasing awareness of HIV/AIDS among the population as a whole
 
and on increasing the prevalence of safe sex practices among

target groups identified as being at high risk. Specific

activities to be carried out will consist of media campaigns,

ongoing research and evaluation, training, the provision of a
limited amount of equipment, materials and technical assistance.
 

Campaigns will be targeted at many different audiences, from

opinion leaders at the national, regional and district levels to

identified high risk and potentially high risk groups. For the
most part, campaign tactics will follow guidelines set forth in

the FPHP Project Paper for IE&C, as summarized in the two
 
following paragraphs.
 

Techniques developed with A.I.D. assistance in the Contraceptive

Supplies Project will be utilized. Demographic models will be

updated, new materials will be developed and media programs to be
aired on radio and TV or published in newspapers and other print

media will be designed.
 

Y-)
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All materials will be pretested to avoid unproductive and costly
mistakes. 
The effects of various campaigns will be monitored
through special studies and refinements will be made as needed.
Themes and materials will be updated and modified during the life
of the project as new target groups are identified.
 

Before campaigns are initiated, the prevailing knowledge,

attitudes, beliefs and practices (KABP) in Ghana regarding
HIV/AIDS will be examined through a national KABP survey,
sponsored by WHO, to be carried out by the NACP in June of 1991.
The design of the survey was adapted by a multi-disciplinary

research team from a questionnaire developed by WHO. 
The results
of the survey will help indicate the form and content of messages
to be developed and the high risk target groups. 
 This will also
 serve as 
a baseline for use in determining project impact.
 

The National AIDS Control Programme (NACP) is expected to manage
at least three nation-wide IE&C campaigns during the life of the
sub-project. 
In addition, four regional campaigns will be
implemented each year aimed at specific high risk target groups.
These include prostitutes, the military, truck drivers,
adolescents, workers separated from families, traders and other
groups of men such as police and prisoners. Messages appropriate
to each target group selected will be developed and pretested,
research will be undertaken to be 
sure that intended audiences
 are being reached and finally, short-term outcome evaluation will
be performed, taking care that the outcome evaluation is linked
to the particular message, e.g a campaign to create awareness

should not be evaluated by reported use of condoms.
 

An important part of the IE&C campaigns will be the promotion of
the use of condoms as a deterrent to infection with HIV. Careful
planning and design of promotional campaigns will need to be
carried out, in order to avoid potential conflicts of interest
and misunderstandings regarding promotion of condoms for family
planning purposes versus condoms for protection against HIV
 
infection.
 

Training will be provided to NACP and the Health Education
Division (HED) staff, to some regiondl and district personnel and
to selected media personnel. Advanced Diploma studies in health
at Ibadan University in Nigeria will be sponsored for selected
education officers. 
 Training for regional MOH personnel will be
provided annually in regions where IE&C campaigns are to be
undertaken and will be centered around campaign implementation.
Workshops on campaign implementation also will be held for
District health education staff. Workshops and seminars will be
given to acquaint media personnel more fully with facts about
HIV/AIDS. The number of workshops/seminars will be determined on
the basis of a needs assessment to be carried out early in sub
project implementation.
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Equipment will be provided to facilitate implementation of

campaign activities and data collection and analysis. Two
 
computers and one printer will be purchased for the central MOH
 
office, and one film projector and one video cassette recorder
 
for each region will be purchased.
 

Funding for educational campaign materials and for TV and radio

time will be provided. It is expected that annual use of TV and

radio time will be an average of three months with three messages
 
per week.
 

During the course of the project, procedures will be initiated to
establish a national clearing house within the NACP for the
 
reception, cataloging and dissemination of informational and

educational material on HIV/AIDS. The clearing house will
 
ultimately constitute a reference center for information and

materials on HIV/AIDS which can be continuously updated as new
documents become available. Central, regional and district

personnel as well as NGOs working in the health field and other
 
agencies both governmental and non-governmental who are involved

in HIV/AIDS prevention can take advantage of the facility. It

will significantly facilitate donor coordination as 
it will
 
provide ready access to information on what is being done by

various government and non-government agencies in AIDS control
 
activities.
 

The GOG has requested the assignment of a long-term resident
 
advisor in IE&C. 
 The request was made after a fruitless search
for a qualified Ghanaian, lasting over a year, during the AIDSCOM
 
activities. Accordingly, an additional long-term resident
 
advisor and supporting short-term assistance will be added to the

prime contract under the FPHP to provide IE&C advisory services
 
and technical assistance.
 

The advisor will work under the direction of the FPHP Chief of

Party. The resident advisor will be responsible for providing

guidance to the MOH in the development and delivery of IE&C

campaigns in family planning, maternal and child health and
 
HIV/AIDS prevention. He/she will devote roughly 50% of the time
 
to HIV/AIDS-specific activities and 50% to the others, although

there will be overlap in some instances, particularly between
 
family planning and HIV/AIDS activities. Short-term advisors to

the HIV/AIDS component will furnish technical assistance in

research and evaluation techniques as needed over the life of the
 
project. It is estimated that short-term advisory services will
 
be required four times annually, each time for about two weeks.
 

An MOH counterpart to the resident advisor has been appointed.

This person is a highly qualified and motivated individual whom

the resident advisor will work with over the three years of his
 
tenure in preparation for the eventual assumption of project

leadership by the counterpart.
 

61 
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There are presently a sufficient number of MOH staff at all

levels - central, regional, district - to ensure that IE&C
activities can be effectively and expeditiously implemented. 
The
MOH will ensure that sufficient staff and management capability
remain in place to ensure the continuation of activities after

the end of external assistance.
 

The participation of NGOs in sub-project implementation will be
encouraged. 
There are already many examples of NGO involvement

in AIDS prevention activities and, in fact, these agencies are
uniquely qualified to reach and provide information to target
groups throughout the country. 
They work in all the areas of
Ghana, a number of them run 
Mission hospitals and clinics and
others conduct functional literacy and other educational
 
programs. 
NGOs have a history of cooperation and collaboration
with the MOH and, at the same time, they are truly private in
 nature and thus are 
appropriate intermediaries with whom to work
 
especially in IE&C activities.
 

Given the prime importance of the IE&C component of this
supplement, NGOs will be recruited to participate and will be
trained as necessary and appropriate in IE&C techniques.

Recruitment of NGOs is also planned under the parent FPHP
activity and, where practicable and feasible, training will be
provided in all aspects of the sub-project, i.e., family
planning, maternal and child health and HIV/AIDS prevention.
 

Training will be aimed at increasing the capacity of NGOs to
provide formal and informal training in HIV/AIDS prevention and
control, particularly to identified target groups. 
A corollary
objective is to develop a cadre of AIDS resource persons who can
coordinate local IE&C activities in HIV/AIDS prevention.

Information/training manuals in appropriate formats and languages
will be developed for NGO use in their communities and/or

hospitals/clinics. Management assistance will also be provided to
 
those NGOs which need and/or request it.
 

Participating NGOS will be encouraged and assisted to form a
coalition to act as a coordinating organization, to share
materials, experience, and to recruit other NGOs. 
 The group will
meet regularly and will coordinate its activities and those of
its members with the NACP, the resident IE&C advisor and the
donor community through the CIP. 
 It will assist the advisor to
identify other potential participants within the NGO community
and will compile periodic reports on the AIDS prevention and
control activities of its members which it will submit to the
IE&C resident advisor, the NACP and the CIP.
 

The IE&C component is expected to result in measurable changes in
sexual behavior. Specifically, condom use is expected to rise
threefold over the baseline figure, and numbers of sexual
 
partners in target groups is expected to drop by 15%. 
 In
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addition, there will be a measurable increase in the accurate
knowledge of AIDS in both the general public and specific target
 
groups.
 

2. Laboratory Support
 

A well equipped, well managed, efficiently functioning laboratory

network is necessary to generate data needed to establish
 
epidemiologic surveillance and to focus IE&C activities. 
 Such a

laboratory system providing reliable data makes it possible to
establish an effective health information network, which in turn

makes it possible for IE&C activities to be effectively targeted
and policy makers to make informed decisions. It facilitates

donor coordination and enables donors to be better informed of
 
the needs of a given program.
 

Ghana's laboratory network currently consists of a central health

laboratory and the Health Laboratory Services (HLS) within the
MOH. Satellite laboratories are supposed to serve the regions

and districts. 
Within the HLS the Public Health Reference

Laboratory (PHRL) provides microbiology services. The head of

the HLS also serves as the head of the PHRL. 
The present

incumbent is a medical doctor with 
a Master's Degree in

microbiology; he is currently the only academically qualified

person within the laboratory services system. Shortage of
qualified staff is a critical problem. 
For example, only 36% of
the positions approved for the various laboratory services are

currently filled. Many senior positions are vacant, including

those of senior biologist, chief biochemist and principal

biochemist. 
However, the MOH has recently established a two-year

advanced Laboratory Technologist's course, which is expected to
graduate 15 persons per year, beginning in 1992. These will be
available to carry out project work, and about half each year are
expected to fill currently vacant but approved positions in the

Ministry of Health Laboratories (the remainder are expected to

migrate to the private sector). Junior Laboratory technologists

will continue to be trained in the exisLIng program, which

provides 40 graduates each year. 
About half of these remain in

the public sector. To supplement the skills of existing

laboratory personnel, particularly in the area of management and
quality control, the project will provide short-term training to

selected laboratory staff over the four years of the sub-project,

probably in Nigeria. A full description of MOH training of

laboratory personnel is contained in the institutional annex.
 

In addition to staff problems, laboratories are presently illequipped, short of supplies--especially reagents needed in

diagnosis of HIV infection and confirmatory testing of suspected

HIV-positive blood samples--and the facilities themselves are

urgently in need of renovation and upgrading. Inadequate

staffing and poor working environments have led to low morale and
labor unrest. Quality control is non-existent as is supervision.
 

Ll I 
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In short, the laboratory system is antiquated and essentially

non-functioning. Consequences of the sorry state of the
laboratory system range from under reporting of HIV/AIDS, other
STDs and other serious diseases such as malaria, to impurity of
the blood supply for transfusions and to significant losses in
trained personnel who are 
frustrated with the conditions and lack
of opportunity to practice their skills.
 

The severity of the constraints make planning laboratory
interventions as difficult as they are necessary. 
The laboratory

support component aims to rehabilitate and rationalize the
structure of the Public Health Reference Laboratory (PHRL),
placing it within a viable framework where it can function
effectively. 
The project will begin with developing the Accra
PHRL laboratory, including staff, management, quality control and
equipment. Physical rehabilitation itself will be carried out by
the GOG, using resources made available under the non-project
assistance component of the Family Planning and Health Program.
Sufficient staff and commitment exists to accomplish this task.
 

At the same time that the Accra PHRL is being placed on a firm
foundation, the project, the GOG and USAID will carry out an
analysis of the constraints, costs and benefits of various
options for providing laboratory services throughout the country.
This will include exploration of providing services through both
the public and private sectors. This analysis will provide the
basis for a mutual decision as to whether to proceed to expand
the number of laboratories, and to what extent resources will be
needed and can be provided. 
 It will also include an analysis of
the fiscal inputs required to maintain such a laboratory system

into the future.
 

Developing a managerial capacity in the Public Health Reference
Laboratory system will be a major activity in the project. 
 One
of the first tasks the Laboratory Technical Advisor will be to
establish what personnel is available and what will need to be
trained to establish the management needed to run the laboratory
system. 
The advisor will then determine what in-country training

is needed for existing staff, and what short-term participant
training will be needed. 
He/she will work with the MOH to
develop a plan to identify and train appropriate personnel. 
 If
it is impossible to identify appropriate personnel to staff all
laboratories, other alternatives will be explored, including the
possibility of developing private sector contract laboratories to
 carry out the necessary work.
 

Adequate numbers of managerial and technical staff is 
so
important to the success of the project that an additional
Condition Precedent will be added to the project specifying that
funds will not be released for construction of each laboratory,
or for procurement of laboratory equipment until appropriate

personnel are in place.
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USAID and the Technical Advisor will explore ways of encouraging

exceptional students to study biomedical sciences, including

possibly providing scholarships for in-country training. The
 
options for a University Linkage project to support Ghanaian
 
Universities in establishing attractive training programs will
 
also be explored. USAID will continue policy dialogue with the
 
Government of Ghana on establishing an environment that
 
encourages trained Ghanaians to return from other countries to
 
carry out these activities.
 

Additional inputs to this component will consist of physical

renovation (funded by the MOH), commodities (reagents and other
 
chemicals for testing); vehicles; equipment and maintenance,

training and technical assistance.
 

The PHRL will be reorganized into a framework which will make it

possible for its diagnostic and confirmatory testing functions to
 
be carried out effectively. Presently, although the PHRL
 
technically is part of the MOH, it is also administratively part

of the Korle-Bu Teaching Hospital. This leads to conflicting

demands for service and training. The administrative
 
responsibility for the PHRL needs to be clarified as part of the
 
management restructuring.
 

Responsibility for final confirmatory testing of suspected HIV
positive blood samples which is currently being performed by the
 
Noguchi Memorial Institute for Medical Research (NMIMR) (a

medical research institute established and supported for the most
 
part through assistance from the Japanese Cooperation) will be
 
taken over by the PHRL network. The NMIMR is very willing to
 
relinquish these service responsibilities. A number of applied

research activities are needed to support the PHRL system,

including extensive serological surveys of Ghanaian blood to
 
define its immunological characteristics. Some of this research
 
will be supported by the sub-project through a grant to the
 
NMIMR.
 

Under this sub-project, diagnostic and confirmatory testing

activities will be separated from university and research
 
facilities with confirmatory testing being transferred to the
 
PHRL. The PHRL itself will be physically rehabilitated to
 
accommodate the increased workload and improve the working
 
environment.
 

Following renovation and upgrading the PHRL facility in Accra, if
 
the analysis described above is favorable, the project proposes

to establish zonal branches of the PHRL in two regional centers,

Kumasi and Tamale; and establish one regional laboratory in the
 
western region at Sekondi-Takoradi. In doing this, it will
 
institute a national quality assurance program.
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Costs of the physical renovation of the facilities will be borne
by the MOH out of the counterpart funds generated under the
Program Assistance component of the FPHP program. 
These are
estimated to be about $492,000. 
The MOH will be responsible for
handling all contracting arrangements for the renovations,
negotiating the contracts and managing the implementation. (See

Annex H for engineering details.)
 

Most reagents and other chemical supplies will be provided by
USAID, as well as equipment and vehicles needed to properly
maintain the system. It is estimated that over the four year
period reagents for about 240,000 screening HIV tests will be
needed and another 10,000 confirmatory tests. If appropriate, a
vehicle will be purchased for each of the zonal laboratories and
the regional laboratory. Equipment will be provided as needed to
each of the laboratories receiving assistance, and will consist
of refrigerators, voltage regulators, microscopes, centrifuges

and other specialized testing apparatus.
 

If staff is available to permit the addition of two zonal branch
laboratories, the PHRL will expand the ability of the MOH to
perform diagnosis and confirmatory testing. Under this
decentralized PHRL system of laboratory services, basic support
services (e.g. logistics, communication) as well as confirmation
services, diagnostic reference services and quality control
guidelines will be provided to regional and district hospitals
and laboratories by the appropriate zonal 
facility. Regional

and district hospitals will be able to send suspected HIVpositive blood samples to the nearest zonal branch for
confirmatory testing rather than having to send them to the PHRL
in Accra for a second test and the NMIMR for the final
 
confirmation as is done now.
 

Staffing needs will take into account the national quality
assurance program to be established with technical assistance
under this sub-project to ensure that all PHRL branches are
equipped and function according to nationally established quality
control guidelines by the end of the sub-project.
 

Improved laboratory capability and the establishment of quality
control will result in effective laboratory backup services for
regional and district laboratories for HIV/AIDS testing and
confirmatory procedures, backup for blood transfusions and also
for other diagnostic and analytical purposes. 
 For example, it
will be possible, ultimately, for the laboratory system to carry
out effective blood work in respect to diseases such as 
syphilis

and hepatitis-B.
 

Training of laboratory managers and staff is essential to the
 success of this component of the project.
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Both long-term and short-term technical advisory services to
 
assist in the implementation of the laboratory support component

of the sub-project are required. 
While it would be preferable to

rely on Ghanaian expertise with some inputs from short-term
 
expatriate advisors, a strong rationale exists for the services
 
of a technically qualified resident advisor. 
As already noted,

there is presently in Ghana only one person currently undergoing

university training in biomedical science and many of those

already trained as laboratory technologists have left the
 
country. Establishing quality control procedures and laboratory

management techniques is a long-term process, requiring special
expertise. 
In view of this fact and that there is virtually none

of the required expertise in country, a resident advisor is
 
clearly indicated.
 

The resident advisor will work under the direction of the FPHP

chief of party. He/she will remain in Ghana for the four years

of the sub-project and will be situated within the PHRL system.

He/she will thus be better able to provide ongoing logistical

support and links with the other project components, especially

the information systems.
 

Short-term technical assistance will be provided over the life of
the project as needed in selected areas. It is estimated that

approximately one month per year of short-term assistance will be
 
required.
 

As with the IE&C component, a highly qualified and motivated
 
counterpart will be designated by the MOH to work with the
 
resident advisor over the life-of-project and will be expected to
 
assume full responsibility for the laboratory support activities
 
at the end of the period. An appropriate individual has already

been identified.
 

The MOH will provide adequate management support and sufficient

staffing to ensure that project activities are effectively

implemented and that the laboratory system can be properly

sustained after external assistance ends. Proceeding cautiously

with expansion of the system will allow sufficient staff to be in

place at the end of the subproject. It is expected that training

provided under this component will increase the number of

technically qualified laboratory staff ind that upgrading of the
 
laboratory system will induce other qualified persons to remain
 
in country, or to return from abroad.
 

2_ Health Information Systems (HIS)
 

The laboratory system provides the essential backup to the health

information system, which provides the final and in some ways

most important link in the operational support chain leading to

effective HIV/AIDS prevention and control. Without a well

managed and functioning HIS, a prevention and control effort will
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be unfocussed and resources will be underutilized. HIS provides
essential data for IE&C campaigns based on 
its nationwide

surveillance system and on periodic population surveys. 
 Through
its data collection, analysis and feedback mechanism it obtains

reliable information to enable policy makers to arrive at
informed decisions on which to base their actions. 
Similarly,
with reliable information available on areas of need donors can
more effectively coordinate their responses to those needs.
 

Health information must be obtained if sub-project outcomes or
impact are to be measured. For baseline data, to define target
groups, to monitor implementations processes, to quantify levels
of project inputs achieved, an efficient HIS is essential. Most
of these needs involve establishing indicators, such as the
percentage of population reporting sex with more than one partner
during the past six months, percentage of the population who used
 a condom during the past six months, percentage of males
reporting an STD in the past six months and so on.
 

An adequate HIS providing reliable data on these and other
indicators is contingent on a functioning laboratory system, but
it is also contingent on technical expertise and competent
management and coordination of information gathering and
 
disseminating units.
 

Ongoing surveillance of selected target groups at selected sites
(sentinel surveillance) is essential to monitor the spread of the
disease in Ghana, obtain reliable data for HIV/AIDS prevention
and control activities, and make projections of national

prevalence of infection. 
However, it is also necessary to
undertake population based surveys at specified intervals, as
projections based on sentinel surveillance may not be entirely
reliable. 
A well managed, technically competent HIS is necessary
for effective implementation of these investigations.
 

The overall objective of this component, then, is to have in
place at the end of the project, a coordinated adequately

functioning health information system capable of providing
reliable data to IE&C planners, government policy makers and the
donor community, i.e., data collection, analysis and program use
will be established within the MOH. 
A surveillance system would
have been established, ongoing sentinel surveillance studies
would be underway, population surveys would have been
 
accomplished.
 

The current system for health information collection and use is
badly fragmented. There are presently several different
divisions in the MOH which collect and disseminate health
information. The Epidemiology Division compiles information on
communicable diseases, including AIDS; the National Blood
Transfusion Service 
(NBTS) collects information on blood donors;
the MCH Division reports on 
family planning and maternal child
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health; and the Center for Health Statistics (CHS) collects
 
information from the regions on morbidity and mortality and

collates information derived from some of the other reporting

entities. All of these, with the exception of the MCH division,

provide markedly incomplete information which cannot be
 
reconciled with information from other sources.
 

In addition to the fact that coordination among divisions is
 
minimal, none of them are adequately equipped, staffed or

supplied, nor do any of them have sufficient office space. The

Epidemiology Division has only two computers, only one of which

is available for entry and analysis of surveillance data.

Expertise in computer use is severely limited as well: 
 Only the
director of the division is competent in the use of data
 
management software. The CHS has no computers and currently

produces only annual "hand completed" summaries which often

differ from data produced elsewhere in the Ministry.
 

The MOH is well aware of the problems in the current health
 
information systems, of the need to establish good sources of
data, and will establish a division of Management Information in
the current reorganization. The individual who has been named
 
director is well qualified for the position, and has a good

working relationship with USAID. Assistance from this sub
project will assist the MOH in completing this aspect of the
 
reorganization.
 

Equipment, vehicles, training and short-term technical assistance

will be provided to achieve this objective. In country expertise

is considered to be such that long-term assistance will not be
 
necessary. 
Much of the short-term technical assistance services

will be provided by consultants obtained in Ghana, with some
 
amount coming from abroad.
 

Equipment consisting of computer hardware and software and

training in their use will be provided to several levels in the

information system: Twelve minicomputer systems are expected to
be needed in the central offices, and an additional ten for the

Regional Health Offices. The exact allocation and types of
 
computers will depend on the organizational structure that
 
develops over the next year. 
Software appropriate for data
 
management will also be provided as well as uninterruptible power

supplies and supplies such as diskettes, printer ribbons and
 
paper. 
Up to two vehicles will also be provided as needed to
 
facilitate logistics.
 

Training in the use of the equipment will be given for the most
part by locally hired consultants, although some short-term
 
assistance from abroad may be required. 
 Supervision of data

gathering and analysis activities is essential to ensure that
 
accurate data are 
in the system, and with the reorganization the

MOH the structure that will provide supervision at all levels.
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There will be short-term technical assistance under this
component as required, currently estimated to be approximately
six short trips per year. 
This assistance will be coordinated
 
with other donors.
 

_4 Cognizance Building
 

The GOG was one of the earliest governments in Africa to verbally
recognize the threat of AIDS. 
In response, the National AIDS
Control rrogram was established. However, the NACP has been
relatively ineffective, primarily because government resources

have not been available to implement programs. Additionally,
donors have not been effectively coordinated, and, as described
above, have not been as readily available as was first
 
anticipated.
 

The sub-project will provide several inputs to improve the
situation. 
The budget line item allocated specifically to this
facet of the activity is small as the planned actions, although
crucial to achievement of the project purpose, require little
direct funding. 
All other project elements, however, are
intended to affect policy and to facilitate coordination of

donors through linkages to their programs.
 

The two main inputs will be (1) the AIDS Impact Model (AIM) for
presentation to government policy and decision makers and 
(2)
observation tours by top government leaders to other AIDSaffected countries in Africa to see how these countries implement

their control programs.
 

The AIDS Impact Model (AIM) has been constructed by the Futures
Group following the highly successful RAPID population model.
This currently projects levels of prevalence of AIDS and its
socio-economic effects over the next five to twenty-five years in
 a "generic" African country. Prevalence in the absence of any
preventive measures 
and prevalence if selected interventions are
implemented are projected. 
The model will be modified explicitly
for Ghana and shown to policy makers. The RAPID model is
considered to be largely responsible for a major shift in
Ghanaian population policy away from a pronatalist stance. It is
hoped that the AIM will have a similar effect.
 

Observation tours to African countries severely affected by AIDS,
such as Uganda and C6te d'Ivoire, will be arranged for Ministry
of Health and other government leaders so that they may view at
first hand the effects of the disease. They will also have the
opportunity to talk to leaders in these countries regarding their
experience with efforts to prevent and control the spread.
 

Similarly, the laboratory support component, through upgraded,
quality assured testing, will not only ensure 
improved analytical
and diagnostic techniques to help provide policy makers with
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better information on AIDS and other diseases, but will also

provide linkages to Sexually Transmitted Disease (STD)

surveillance and to counseling, activities being assisted by
other donors. 
The HIS component, backed up by the rehabilitated
 
laboratory system, will bring together all MOH information
 
systems under an improved management system, enabling the MOH to

make more reliable data available on which policy makers can base
 
their decisions.
 

These inputs are expected to result in an improved policy
environment, with additional government resources committed to

AIDS programs, and an improved flow of donor support.
 

IM. 
PROJECT MANAGEMENT AND IMPLEMENTATION ARRANGEMENTS
 

A. Government of Ghana Implementing Agencies
 

The Government of Ghana (GOG) implementing agencies for the

project components of both the family planning/health activities,

as well 
as the HIV/AIDS prevention and control activities, are
the Ministry of Finance and Economic Planning (MFEP), Ministry of

Health (MOH), the National Population Authority and the National

AIDS Control Program. GOG responsibilities for overall

monitoring and management will be conducted by a project

technical committee, comprised of a senior member of the MFEP,

and representatives of the cooperating technical divisions of the

MOH. At a minimum the committee shall include a senior
 
representative each from the Maternal and Child Health (MCH)

Department, the Health Education Department (HED), and the

National AIDS Control Program and the National Advisory Council
 
on AIDS. As appropriate, members representing the divisions

responsible for health statistics and laboratory services will
 
also be represented.
 

The Health Education Division will be responsible for planning

and implementing information, education and communication (IE&C)
campaigns and related activities to promote family planning,

HIV/AIDS prevention and control, and the use of contraceptives

for either purpose. All HIV/AIDS IE&C activities will be

coordinated with the National AIDS Control Program (NACP)
 

The Health Laboratory Services of the Pharmacy and Supply

Division of the MOH will be responsible for planning and

implementing rehabilitation and reorganization of the Public

Health Reference Laboratory (PHRL) framework and formulating and

establishing quality assurance guidelines for the system.
 

The Ministry of Health will be responsible for arranging for the

physical renovation of the Public Health Reference Laboratory
(PHRL) in Accra through a contract with ERGS. Counterpart funds
generated through the Program Assistance portion of this project
 

Vj (1 
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will be used for this activity. 
Should the project determine
that other laboratories can be supported, the same mechanism will
be used for their physical rehabilitation as well.
 

Until restructuring is completed, the MOH Epidemiology Division
will be responsible for developing and installing the Health
Information System. After restructuring, the appropriate

successor division will assume this responsibility.
 

IL USAID Responsibilities
 

The USAID Health, Population and Nutrition (HPN) Office will have
responsibility for the implementation of the project components
of both the family planning and health activities conducted by
the FPHP, as well as the activities implemented under the
HIV/AIDS prevention and control sub-project of the FPHP. The HPN
Office will be assisted by the Office of Program Operations, the
Controller's Office, the Executive Office and A.I.D.'s Regional
Economic Development Support for West and Central Africa's
(REDSO/WCA's) Legal, Procurement and Regional Contracting

Offices.
 

Under the family planning component, USAID will be responsible
for providing the following inputs: 
 the procurement of
contraceptives for both the Ministry of Health (MOH) and the
private sector social mark:eting component; procurement of
services for evaluations and financial reviews; and procurement
of services from centrally-funded projects including the
Association of Voluntary Surgical Contraception (AVSC).
REDSO/WCA's Regional Contracting Office will be responsible for
the contracting for the procurement of the competitively selected
contractor and the services of American College of Nurse Midwives
(ACNM). All activities proposed with the HIV/AIDS sub-project

will be implemented by the FPHP contractor/s.
 

Under the HIV/AIDS sub-project of the FPHP, USAID's Health,

Population and Nutrition Office will be responsible for
monitoring the performance of the competitively selected
contractor for IE&C (for both family planning and HIV/AIDS
activities) and the sub-contractor for the Epidemiologic and
Laboratory Information and Surveillance System (Health
Information System with associated laboratory support).
 

i) Competitively Selected Contractor
 

The institutional contractor will provide four long term
technical advisors: These will include the Chief of Party and a
social marketing and private sector specialist as described in
the original FPHP paper. 
As a result of the increased activities
generated by the HIV/AIDS project, the institutional contractor
will also provide a public sector IE&C advisor and the
laboratory. The duties of each of these are:
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1. The duties of the chief of party will remain as stated in
the original project paper, with responsibility for overall
 
implementation of the project. The institutional contractor
 
through the chief of party will be responsible for establishing a
 
Project Management Unit through a subcontractual relationship

with a Ghanaian firm, utilizing Ghanaian staff headed by a senior
 
Ghanaian administrator to assist in managing all project inputs.

The unit will operate under the overall direction of the resident
 
expatriate chief of party wh& will additionally assist in
 
developing management capability within the Ghanaian firm. 
The
 
contractor also will develop a plan for turning over full
 
management responsibilities to the Ghanaian firm after three
 
years, with only short term technical support in the final two
 
years of the project.
 

2. The social marketing and private sector advisor will
 
implement all aspects of the social marketing component of the
 
project, except contraceptive procurement, and will assist Non

Governmental Organizations to become effective providers of

family planning and health information, goods and services and
 
AIDS prevention and control information.
 

An additional project management and monitoring responsibility

which the contractor s social marketing and private sector
 
support unit will handle as a result of this HIV/AIDS sub-project

will be an increased level of support to not only those Non
 
Governmental Organizations (NGOs) involved in family planning and
 
health, but also those involved in HIV/AIDS prevention and
 
control as well. The contractor will establish a unit within the

social marketing organization to liaise with and support local
 
NGOs to become effective providers of family planning/maternal

and child health (FP/MCH) and HIV/AIDS commodities, services and
 
information. 
This can include (but is not limited to) commodity

logistics, technical support, and training of NGO staff and
 
members.
 

3. The public sector IE&C specialist will assist the MOH's
 
Health Education Division and the National AIDS Control Program

to design and implement IE&C activities for both family planning

and HIV/AIDS. The services of this individual will be available
 
to support educational activities at the regional and district
 
level as well as those of the central Ministry of Health.
 

4. 
 The laboratory advisor will assist the MOH to rehabilitate
 
the Public Health Reference Laboratory and to establish an
 
effectively functioning Health Information System. The
 
contractor will ensure that this advisor has sufficient back-up

resources available with technical expertise in epidemiology,

health information systems and laboratory support functions to be
 
able to provide a full range of assintance to the National AIDS

Control Program and the National Reference Laboratory in
 
implementing all aspects of the Health Information System and
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Laboratory support portion (Epidemiologic and Laboratory

Information and Surveillance System) of the HIV/AIDS sub-project

except for the physical renovation activity.
 

ii) 
 Grant to Nouuchi Memorial Institute
 
for Medical Research (NMIMR)
 

USAID/Ghana will make a direct grant totalling $200,000 in
assistance over the four year life-of-project to NMIMR. The
funds would be used for HIV/AIDS applied research activities such
 as extensive serological surveys in support of the PHRL system.
 

iii) Bjz1i 

Through sub-project funds, USAID/Ghana will buy-into and obtain
the assistance of the Futures Group to provide effective tools to
begin policy dialogue with senior leaders and decision-makers.

The AIDS Impact Model (A.I.M.)developed by the Futures Group and
funded by A.I.D., 
is modeled after the highly successful RAPID
population presentation model. The A.I.M. model will help
stimulate critical multisectoral approach and encourage support
of high political commitment from Ghanaian leaders.
 

iv) Observation Tours
 

With sub-project resources, USAID/Ghana will also arrange focused
observation tours by senior health officials to other African

countries with HIV/AIDS experience for dialogue on lessons
learned.
 

vi) Donor Coordination
 

USAID/Ghana will actively pursue donor coordination through the
Health Donors monthly meetings and through the Committee of
Interested Parties (CIP) meetings. 
The CIP consists of the major
donors to the NACP, the MOH and NGOs. 
Heretofore, USAID has, in
accord with AID/W policy deferred to the World Health
Organization (WHO) and its Global Programme on AIDS (GPA) as the
lead organization in the worldwide AIDS campaign. 
However, in
view of the substantial resources USAID is planning to provide to
the program and the importance of donor coordination to the
overall effective use of resources, USAID will take a more active
role in promoting donor coordination and interchange. 
As
 
programs of the various donors are better coordinated and
 resources are more effectively used, other donors may be
encouraged to increase their involvement in the campaign. At the
same time, activities under the other project components will be
contributing to policy makers' information and awareness and
donor coordination. 
 For example, the IE&C component will be
producing media campaigns for television, radio and newspapers
directed at building levels of awareness of policy makers as well
 as the general public. The establishment of a clearing house for
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the reception and dissemination of information on HIV/AIDS should
 
facilitate donor coordination.
 

Q. Implementation Plan
 

Detailed implementation schedules have been developed for this
 
sub-project activities. These plans outline the major

implementation events over the life of the AIDS activities
 
component to the Family Planning and Health Project. Detailed
 
schedules for the activities aided by this sub-project are
 
attached as Annex G.
 

Implementation Plan for Prolect Activities
 

The prime contractor, who will have overall responsibility for
 
implementing project activities in the FPHP, will have as well
 
responsibility for managing the AIDS prevention and control
 
activities ie,: Information, Education and Communication,

laboratory support and health information systems. This incluacs
 
providing technical assistance and training to the MOH, namely

the National AIDS Control Program, Health Education Department,

Epidemiology Division, Health Laboratory Services and
 
participating NGOs in the private sector.
 

The contractor will report regularly to the USAID Health,

Population and Nutrition Office. Regular reporting includes
 
quarterly progress reports indicating implementation status and
 
achievement of benchmarks, quarterly financial reports, annual
 
workplans, special studies, and final report. The contractor
 
will develop and submit the first annual workplan for joint

review and approval by USAID and the project technical committee
 
three months after the initiation of in-country activities. The
 
plan should include, inter alia, plans for scheduled major

activities, attainment of benchmarks, training and technical
 
assistance. First year contractor activities will also include
 
assisting the National AIDS Control Program in developing

information, education and communication activities, assisting

the Ministry of Health in initiating laboratory rehabilitation
 
activities, developing a project management information system

and procurement of project commodities and equipment.
 

The Health, Population and Nutrition Office of USAID will assume
 
responsibility for pre-implementation activities and will arrange
 
any special assistance required by the Government of Ghana to
 
meet the preliminary requirements for project initiation.
 
USAID/Ghana will also execute PIO/Ts for buy-ins into the Futures
 
Group A.I.M. model for presentation to political leaders and
 
decision makers in Ghana. USAID will also arrange the focused
 
observation tours for decision makers. Additionally, USAID will
 
arrange all financial management reviews and all external
 
evaluations.
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The Project Implementation Plan (Annex G) presents the estimated
timing for initiating and completing major project activities,
including obligation schedules, project reporting and project
evaluation. 
Specific policy benchmarks also are included where
the contractor has responsibility for providing technical or

other assistance.
 

D. Procurement Plan
 

i. overview
 

The project is financed 100% from the Development Fund for Africa
(DFA) Appropriations Account. 
All procurement will be conducted
following the procurement guidelines for activities financed
under the Development Fund for Africa. 
Accordingly, the project
will utilize to the extent practicable goods and services of U.S.
origin and from U.S. sources. Most long-tsrm technical
assistance, except local Ghanaian consultants, will be of U.S.
origin. 
All vehicles, due to the local availability of parts and
maintenance shops, will be procured from Code 935 
sources as
allowed by the DFA legislation. Participant training will be
conducted in the U.S., 
at local or regional training
institutions, or in other developing countries. 
Services and
commodities procured by NGOs under their respective cooperative
agreements will be of U.S. source and origin, with the possible
exception of special training material which may need to be
purchased from other free world country sources 
(Code 935).
Computer equipment purchases may be from other free world country
sources and will be of U.S. origin. USAID/Ghana with the
assistance of A.I.D./Washington's Office of Transportation
(SER/OP/TRANS) will make every effort to ensure that commodities
procured directly by A.I.D. or through A.I.D. contractors will be
shipped on U.S. flag carriers in compliance with the U.S. Cargo
Preference Act. 
The USAID project manager will maintain records
of all project procurement by A.I.D. Geographic Code and will
report this information annually to A.I.D./Washington's Africa
Bureau Office of Project Development. With the development of
the procurement plan in accordance with Africa Bureau guidelines,
USAID/Ghana is maximizing to the extent possible U.S.
 
procurement.
 

2L Responsibilities
 

USAID will procure the services of (1) the institutional
contractor--which will be the same contractor implementing the
majority of the FPHP, (2) Technical services and personnel from
A.I.D. centrally-funded projects, and (3) local technical
personnel for financial assessments and evaluations.
A.I.D./Washington through its Commodities and Program Support
Division (CPSD) will purchase all forms of contraceptives.
Additionally, prior to contractor arrival 
in country, the USAID
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Executive Office will procure household furnishings and office
 
equipment and vehicles for the institutional contractor necessary

to ensure a smooth start up. The institutional contractor will
 
procure all other project commodities with the exceptions noted
 
in the project paper. These responsibilities include procuring

of all project equipment and supplies, vehicles, IE&C supplies,

short-term local and expatriate technical assistance and services
 
and participant training. The Government of Ghana 
(GOG) through

the Ministry of Finance and Economic Planning (MFEP) will procure

the services of a local firm to clear, store, package and
 
distribute A.I.D.-donated contraceptives. The GOG will procure

local engineering services to carry out the renovation of the
 
Public Health Reference Laboratory.
 

3.. Procurement Plan Table
 

The procurement plan below shows the anticipated sources and

origins of the AIDS Amendment portion of the project's technical
 
services and commodities. The list of services and commodities
 
is ordered according to project implementation responsibility
 
areas.
 

PROJECT PROCUREMENT PLAN 

USAID Procurement O Budget Source
 
(US$ 000)
 

Institutional Contract 
 1 4,285 U.S.A.
 
Evaluations 2 160 U.S.A.
 
Participant Training 
 255 Code 941/
 

Ghana
 
Central Buy-ins 1 100 U.S.A.
 
Grant to Noguchi 1 200 Ghana
 

Institutional Contractor
 
Long Term TA 72 p-m 1,284 U.S.A.
 
Short Term TA 150 p-d 437 U.S.A.
 
Equipment & Reagents 1,257 Code 935
 
Local Equipment and Services 824 Ghana
 

4- Procurement of Technical Services
 

Competitively Selected Institutional Contractor
 

A.I.D. will procure the contractor through direct contract. The
 
contracting officer at A.I.D.'s Regional Economic Development

Support Office of West And Central Africa (REDSO/WCA) will
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solicit proposals by advertising in the U.S. Commerce Business
Daily. The source for this procurement will be U.S. (Code 000).
The REDSO/WCA contracting officer will chair a joint
USAID-Government of Ghana 
(GOG) contractor selection committee
and will execute a contract with the selected firm. 
The joint
USAID-GOG contractor selection committee will evaluate the
technical merit of all proposals and recommend a short list of
firms to the regional contracting officer for contractor
 
negotiation and contract execution.
 

The prime institutional contractor will provide four long-term
advisors, chief of party, social marketing advisor, IE&C advisor
and HIS/Laboratory Support advisor, and will sub-contract a
Ghanaian firm for management support and for the operating the

Ghana Social Marketing Program.
 

Two important criteria for the selection of the institutional
contractor are 
its ability to subcontract with local Ghanaian
firms and its plan for achieving complete Ghanaian implementation
of the project with US 
contractor backstopping. If feasible,
USAID will conduct a pre-qualification session to identify a
short list of interested and qualified Ghanaian institutions and
 
firms.
 

USAID/Ghana will execute PIO/Ts to A.I.D./Washington central
projects and Africa Bureau regional projects to obtain the
additional technical expertise and tools needed for project

implementation.
 

6. 2articipant TraininQ Plan
 

The project will finance a small amount of participant training.
Most training will be in the form of workshops and seminars,

which will be conducted in the U.S., the cooperating country or
other third world countries. 
A small number of Health Education
Officers are expected to be trained as well at the University of
Ibadan. 
However, the exact locations of workshops, seminars, and
other training will be identified by the institutional contractor
who will develop a training plan as part of the annual work plan
which will be reviewed and approved by USAID and the Government

of Ghana. Once candidates and training sites have been

identified, the USAID Health, Population and Nutrition Office-with assistance from the Human Resources Development Office--will
 
manage financing and processing participant training activities.
The project will also finance focused observation tours by GOG

leaders to other African countries.
 

7._ Participation of Gray Amendment Firms
 

The Mission will consider Gray Amendment firms during the pre
qualification and short listing process. 
 The Mission has
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obtained a preliminary list of firms which appear to have the
 
requisite qualifications.
 

B. Procurement of Reagents
 

As this HIV/AIDS prevention and control sub-project of the FPHP

is being implemented under the direct coordination of the

National AIDS Control Program (NACP), arrangements have been made

for the NACP to procure those reagents which support project

activities and which have been requested by the MOH (i.e., 
the

technologically-appropriate, simple/rapid HIVCHEK test kits),

for which no U.S. Food and Drug Administration (FDA) licensure

but
 

exists. These state-of-the-art HIV test kits will be purchased

with World Health Organization (WHO) funds which are supporting

the Medium-Term Plan of the Ghana NACP. 
The WHO Global Program

on AIDS has been purchasing the HIVCHEK test kits for world-wide

HIV/AIDS prevention and control activities because the HIVCHEK is

licensed in several European countries which are WHO member
 
states.
 



-- 

39
 

V. MONITORING AND EVALUATION
 

&. Monitoring Plan
 

Monitoring activities for the HIV/AIDS component, as well as
the family planning/health component, will track and assess 
for
 

progress of project activities and will provide the baseline data
required to monitor and evaluate the achievement of benchmarks
 
and eventually people level impact.
 

1, Implementation monitoring
 

For both the HIV/AIDS and family planning/health components,
USAID will monitor the Family Planning and Health Program to
track progress for the following activities:
 
fulfillment of the conditions precedent to project
 

start-up;
 

-- contracting for long-term technical assistance; 

-- contraceptive procurement by USAID; 

-- provision of A.I.D. inputs; 

provision of Government of Ghana financial and other
 
inputs;
 

-- performance of the contractor; 

performance of the various nongovernmental 
organizations; 

performance of the Ministry of Health (MOH) recipients 
of project inputs; 

-- performance of the National AIDS Control Program; 

MOH contracting for laboratory rehabilitation;
 

performance of MOH in management of laboratory
 
rehabilitation contract(s).
 

2. People Level Impact Monitoring 

The people level impact monitoring will include the tracking of
benchmarks indicating the status of (1) policy implementation in
creating a policy environment which promotes the execution of a
national family planning program, (2) project performance in
increasing the number of family planning service providers and
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family planning supplies, (3) availability of family planning

information, (4) project performance in creating HIV/AIDS
 
awareness among the general population and improving HIV/AIDS

knowledge, attitudes, beliefs and practices among identified
 
target groups, and (5) project performance in improving health
 
information systems in Ghana. Both the policy-based program

assistance component and project assistance component contribute
 
to achievement in these five areas.
 

The contractor and the Ministry of Health are expected to collect
 
much of these data on a quarterly basis, and all benchmarks will

be reviewed internally by USAID (and reported to A.I.D. in the
 
Annual Project Review) on an annual basis.
 

In addition to those benchmarks previously established for the

family planning/health components, the project benchmarks
 
specific to the HIV/AIDS components of the FPHP are:
 

a) improvement in the level of HIV/AIDS awareness among

the general population as measured by:
 

increased interministerial participation in AIDS
 
prevention and control activities;
 

national knowledge, attitudes, beliefs and
 
practices (KABP) survey;
 

-- market surveys of condom sales; 

number of schools with HIV/AIDS education in the
 
curriculum;
 

number of community leaders supporting IE&C
 
campaigns on HIV/AIDS prevention in their
 
communities.
 

b) improvement in HIV/AIDS knowledge, attitudes,

beliefs and practices among target groups as measured
 
by:
 

number of campaigns managed by National AIDS
 
Control Program;
 

-- market surveys of condom sales; 

-- use of condoms; 

-- decrease in number of reported sexual partners; 

-- KABP surveys among target groups; 
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c) improvement in health information systems as
 
measured by:
 

number of laboratories fully rehabilitated and
 
functioning effectively within the PHRL framework; 
number of quality control measures established 
within PHRL framework; 

--

--

frequency of HIV tests being performed by PHRL; 
number of sites where sentinel surveillance is 
being carried out; 

-- number of population based surveys carried out; 

-- data being collected and feedbL=k mechanisms 
functioning. 

The collective monitoring of these benchmarks will indicate
whether the project is achieving the HIV/AIDS-related objective
of improving the effectiveness of HIV/AIDS prevention and control
efforts, as well as the family planning objective of increasing
the demand for and use 
of family planning services. Increase in
condom use and decrease in number of sexual partners are the
prime indicators for the achievement of the HIV/AIDS sub-project

objective.
 

3. Monitoring Responsibilities for HIV/AIDS
 

Monitoring, which will be a coordinated activity for both the
HIV/AIDS and family planning/health functions of the FPHP, is the
responsibility of USAID and the GOG, including all the
implementing agencies, the Ministry of Finance and Economic
Planning (MFEP), the Ministry of Health (MOH), the institutional
contractor, and the NGOs, 
as well as other organizations involved

in family planning activities.
 

USAID through its Health, Population and Nutrition Office and the
GOG, through MOH and MFEP, will have responsibility for overall
monitoring to ensure the entire project is implemented according
to the agreements between USAID and GOG. 
The USAID HPN office
will be responsible for tracking project and program assistance
benchmarks through reports recei-ed from the contractor, Ministry
of Finance and Economic Planning (MFEP) and the Ministry of
Health (MOH) and special analysis and evaluation.
 

BL Evaluation Plan
 

The evaluation component of the Family Planning and Health
Program will be managed directly by USAID. Both the program
assistance and project assistance aspects will be evaluated by
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the same team (external or in-house). All evaluation activities
 
will be carried out with the full collaboration of the Government

of Ghana, NGOs and private sector institutions which participate

in the program. Annual in-house evaluations are proposed to
 
assess the progress beginning one year after the signing of the

project and program agreements. Two external evaluations are

proposed during the life-of-project for both the family planning/

MCH project component and the AIDS sub-project.
 

Monitoring activities will provide the baseline data for both the
 
mid-term and final evaluations.
 

Evaluation Schedule for HIV/AIDS
 

12 months In-house joint evaluation (Start up review to identify
 
any significant problems)
 

24 months Mid-term external evaluation
 

36 months In house joint review and evaluation
 

Year 4 Final evaluation
 

a. Mid-Term Evaluation
 

The mid-term evaluation is planned about 24 months after the
 
signing of the Grant Agreement Amendment.
 

It is expected that the mid-term evaluation will review:
 

-- management of inputs; 

-- status of outputs; 

progress in attaining purpose-level objectives;
 

define any management changes required for timely
 
fulfillment of the project objectives;
 

-- status of project benchmarks; 

adequacy of benchmarks and indicators for assessing

overall impact at final evaluation and making

recommendations for modifications in baseline
 
monitoring, if required;
 

technical assistance requirements and progress by the
 
contractor in transferring technical and management

skills to the IE&C and laboratory support counterparts

to enable them to assume increasingly greater

responsibility for project implementation";
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-- institutional relationships. 

b. Final Evaluation
 

The final evaluation of the AIDS sub-project will be performed no
later than six months before project completion.
 
It will include:
 

-- review of the number of benchmarks achieved; 

-- review of progress made in achieving purpose-level
objectives and progress in realizing input and output
targets; 

-- assessment of effects on beneficiaries of increased 
information on HIV/AIDS; 

assessment of the progress of multisectoral involvement 
in AIDS prevention and control program; 

assessment of the progress in establishing an 
effectively functioning health information system
capable of collecting, analyzing and utilizing data to 
advance program objectives; 

-- measurement of selected indicators currently being
developed which are discussed in detail in the FPHP/AA
Technical Analysis Annex. 

c. End of Project Report
 

Following contract completion, the prime contractor will prepare
an end-of-project report which incorporates findings of the final
evaluation, and provides project data and accomplishments through

the contract completion date.
 

A
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VL. COST ESTIMATES AND FINANCIAL PLAN 

While the Family Planning and Health Program will be implemented
 
over a six year period with expenditures expected over five
 
years, the activities described in this sub-project only cover a
 
four year period. Detailed budgets are included in Annex J and
 
financial sustainability is included in Annex D.
 

IL Estimate of Expenditures
 

Under this sub-project of the FPHP, A.I.D. will finance long-and

short-term technical assistance, training in the US, Third
 
Country and in Ghana, equipment and commodities. The A.I.D.
 
portion of the budget also includes funding for evaluation and a
 
grant to Noguchi Memorial Institute. The GOG will contribute
 
primarily salaries of counterpart staff, funds to rehabilitate
 
the laboratories and other in-kind costs such as maintenance of
 
vehicles and buildings, lubricants, oil and petrol and other
 
costs.
 

A summary of estimated total project cost for both the USAID and
 
GOG is illustrated in Table 6(a) broken down by expenditure
 
category. All estimates include adequate allowances for
 
inflation and contingencies.
 

A detailed breakdown of US and GOG contributions is included in
 
Annex J.
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C. Sumary Budaet: 

TABLE 6(a) 

TOTAL ESTIMATED COST OVER LIFE OF PROJECT 

Expenditure Category U.S. GOG Total: 
Contribution Contribution 

Technical Assistance 
Long Term 
Short Term 

$1,284,213 
$437,444 

$1,284,213 
$437,444 

Salaries and Counterparts $446.532 $446,532 
Training $255,000 $255,000 

Buildings & Renovation $692,567 $692.567 

POL 
$40,075 $40,075 

Maintenance $111,384 $111,384 

Commodities $1.256,500 $1,256,500 

Local Procurement $824,250 $824,250 

Support to Noguchi $200,000 $200.000 

Evaluation $160,000 $160,000 
Indirect Costs $582,593 $582,593 

Totals: $5,000,000 $1,290,558 S6,290,558 

PEST AVAILABLE COPY 

L 
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TABLE 6(b)

TOTAL ESTIMATED COST OVER LIFE OF PROJECT
 

U.S. CONTRIBUTION
 

I. 	 Information, Education and Communication Component
 
............-----------------------------------------------------------

1. 	Home Office Support 
 $26.500
 

2. 	 Long Term Technical Assistance $494,441
 

3. 	 Short Term Technical Assistance $183,104
 

4. 	Other Direct Costs 
 $7.961
 

5. 	Commodities Equipment
an 	 $117,500
 

6. 	 Indirect Costs: 
 $307,233
 

7. 	Participant Training: 
 $105,000
 

8. 	 Total Local Costs: 
 $700,650
 

Total: 
 $1,942,389
 

II. 	 Health Information and Laboratory Support Services
 
............-----------------------------------------------------------
1. 	Home Office Support 
 $25,400
 

2. 	 Long Term Technical Assistance: 
 $721,961
 

3. Short Term Technical Assistance $254,340
 

4 Other Direct Costs 
 57,950
 

5 Indirect Costs: 
 $2 5,360
 

6. 	 Commodities and Equipment, Health Information Systems $185,000
 

7. 	Commodities and Equipment, Laborat.ry Support 
 $954,000
 

8. 	 Participant Training 
 $150,000
 

9. 	 Support to Noguchi Memorial Institute $200,000
 

10. 	Local Currency: 
 $123,600
 

Total: 
 $2..897,611
 

III. Evaluations: 
 $160,000
 

Grand Total: 
 $5,000,000
 

BEST AVAILABLE COPY
 

http:Laborat.ry
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TABLE 6(c)
 

PROJECTIONS OF EXPENDITURES BY FISCAL 
YEAR
 
(U.-S. SOWO
 

Project Asmstance 
 A.I.D. 6.0.6. Total
 

FISCAL YEAR
 

1992 
 1.493 629 
 2.120

1993 
 1,196 242 
 1,432
1994 
 1,236 248 
 1,482
1995 
 1,075 172 
 1,257
 

Total: 
 5.OO 1,291 6,291
 

TABLE 6(d)
 

METHODS OF IMPLEMENTATION AND FINANCING
 

Method of Imglementetlon 
 Method of 
 L(USS 000)
 
Financing 
 Aporox. Amount
 

Institutional 
Contract 
 Direct Payment 
 4.285

(Technical Assistance,
 
Training, Commodities
 

Buy-Ins: AIDS 
 Direct Payment 
 100
 
Impact Model
 

Grant to Noguchi 
 Direct Payment 
 200
 
Memorial Institute
 

A.I.D. Project Support 
 Direct Payment 
 255
 

Direct Contract 
 Direct Payment 
 160
 
(Evaluations)
 

TOTAL 
 $S5,000
 

TABLE 6(e)
 
OBLI6ATION SCHEDULE
 
(U.S. 3Millions)
 

ASSISTANCE CATEGORY 
 FY 91 FY92 FY93 
 Total
 

Project Assistance 
 3.6 0.4 
 1.0 5.0
 

BEST AVAILAPIE COPY
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D. Financial Manauement
 

All project assistance funds will be committed through A.I.D.
direct contracts and buy-ins with U.S. firms which are required

by A.I.D./Washington to be audited annually, therefore federal
 
financial audits of this sub-project is not anticipated. The
 
institutional contractors, however, will be responsible for
 
contracting locally with independent auditors for non-federal
 
reviews of the project activities in Ghana. Funds for such
 
reviews are included in the contractor's budget. Reviews are
 
expected at least every 18 months.
 

,. Obligation Schedule
 

Table 6(e) shows projected obligations by fiscal year.

USAID/Ghana plans to obligate $3.6 million in fiscal year 1991,

$0.4 million by end of fiscal year 1992 and the remaining $1.0

million by end of fiscal year 1993 for a total of $5.0 million.
 

USAID/Ghana will sign a Project Grant Agreement Amendment with

the Government of Ghana (GOG) for this sub-project to the Family

Planning and Health Program (FPHP). 
 The FPHP ECPR, quoted at

the beginning of this paper, delegates authority from the
 
Assistant Administrator for the Africa Bureau to the A.I.D.
 
Representative in Ghana. The A.I.D. Representative will sign thl

project paper supplement authorizing the addition of these
 
activities and approving the initial obligation. Subsequent

authorizations and obligations will be executed by the A.I.D.
 
Representative in Ghana following review and concurrence by the
Regional Legal Advisor. 
USAID will issue project implementation

letters periodically to elaborate on terms and conditions of the
 
agreement and implementation procedures.
 

(C...
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VIL. CONDITIONS AND COVENANTS
 

A. Project Conditions Precedent
 

Certain Conditions Precedent are contained in the Family Planning

and Health Project Agreement. 
All of these remain in effect.
However, because of the importance of adequate managerial and
technical staff to the success of the laboratory assistance
component, the Project Assistance Grant Agreement Amendment will
include the following condition precedent:
 

(d) Prior to extending laboratory services beyond the
central Public Health Reference Laboratory in Accra, the Grantee
 agrees that an analysis will be done of the constraints, costs
and benefits of various options for providing laboratory

services, including options from both the public and private
sectors. 
This analysis will form the basis for a decision as to
whether to proceed with the development of laboratory facilities,

and to what extent they will be funded under the project. This
condition precedent will not delay project start, but must be met
before assistance will be provided to any laboratory outside
 
Accra.
 

(e) 
Prior to the release of any funds for the purchase of
any laboratory equipment for a specific laboratory, and prior to
the release of funds from the Special Account for the

construction of laboratories, the Grantee will designate
sufficient numbers of individuals who will assume management

responsibilities for the laboratory. 
This condition precedent
must be met for each of the four laboratories proposed under this
 
project.
 

L. Prolect Covenants and Negotiated Status
 

Certain Covenants are contained in the Family Planning and Health
Project Agreement. 
All of these are in effect. However, to
 ensure adequate financial 
resources for relevant MOH departments,
expeditious and proper handling of A.I.D.-financed commodities

donated to MOH, and good personnel and financial management, the
project Grant Agreement will be amended to include the following

covenants:
 

g. The Grantee will covenant to fully fund all local
 
resources needed for the implementation of the project, including
project staff, buildings and rehabilitation of these buildings,

and maintenance costs.
 

h. The Grantee will covenant to continue all
activities after the end of the project period.
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VIII. SUMMARY OF PROJECT ANALYSES
 

. Summarv of Technical Analysis
 

The HIV/AIDS epidemic threatens to produce severe social,

demographic and economic consequences in Africa. Current studies

of the epidemiology of HIV/AIDS in Africa demonstrate that
sexually active adults and children under the age of five will

experience the greatest negative impact of the disease. 
The
World Health Organization (WHO) projects that, by the mid-1990's,

AIDS will become the leading cause of death in African adults
between the ages of 15 and 49 and will cause more deaths in

African children under the age of five than either malaria or

measles. The WHO estimates that between 1985 and 1990, AIDS

added an average of 10% to the annual death rate for those
Africans aged 15-49; by the mid-1990s, AIDS is expected to add
 
more than 40% 
to this rate. However, according to the various
demographic models of the HIV/AIDS pandemic in Sub-Saharan
 
Africa, AIDS is not expected to reverse the positive total

population growth rate during the 1990s and the next decade.
 

In Ghana, under-reporting is considerable for various reasons

addressed in the institutional analysis. Limited

serosurveillance data suggests that the national HIV

seroprevalence in adults lies between 0.1% and 10% 
and that the
prevalence of HIV infection appears to be rising in Ghana, as

evidenced by the steady rise of seroprevalence data available

from blood donors in Accra/Tema: 0% in 1986, 1.3% in 1988 and

2.3% in 1990. Estimates of national seroprevalence by assessment
 
team members and national staff vary from 3.5% to 4%, with

insufficient data available to choose among these figures.

However, HIV seroprevalence still seems to be lower in Ghana than

in many other African countries, including the neighboring

country of C6te d'Ivoire, where HIV seroprevalence is estimated
 
to be at least 10% in the capital city and 5% in rural areas.

This strongly suggests that a "window of opportunity" for HIV

prevention efforts currently exists in Ghana. 
Available
 
information also suggests that this "window" will not remain
"open" indefinitely in view of the sexual patterns in Ghana and
the absence of relevant program interventions.
 

Cost effective interventions available to combat the spread of

HIV/AIDS in Ghana include the promotion of condom use and the

reduction in the number of casual sex partners through well

designed information, education and communication (IE&C)

programs. 
As projected by the HIV/AIDS demographic model of the

U.S. Interagency Working Group on AIDS, a reduction of casual 
sex
by 15% 
or condom use by 25% of urban couples would be require in

order to see a decline in the epidemic.
 

There is a critical need to strengthen Ghana's health information
 
system and laboratory infrastructure in order to generate the
 

! 
% 
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data needed to define target groups, direct effective
 
interventions and measure impact of program activities.
 
Multiple reinfcrcing channels of communication aimed at changing
knowledge and attitudes of individuals and societies toward
sexual behavior are most appropriate. Important targets include
senior government officials and decisions makers in order to
increase their understanding of the social, demographic and
economic implications of the epidemic and to strengthen their
commitment to HIV/AIDS prevention and control. 
Tools such as the
AIDS Impact Model (A.I.M.) are available to Ghana to help

strengthen the policy dialogue.
 

With regard to HIV testing, the presence of HIV-2 in West Africa,
particularly in Ghana, requires use of tests or assays capable of
detecting presence of the HIV-l and HIV-2 virus types. 
 The
development of technologically-appropriate simple/rapid assays
provide excellent opportunities for developing countries to
establish viable facilities for HIV testing without equipment

maintenance capabilities. However, to date, no reliable
simple/rapid assay has received Food and Drug Administration
 
(FDA) approval.
 

With the epidemiological data that is available, however, it is
estimated that several countries of West Africa, including Ghana,
are currently at the same point on the HIV/AIDS epidemic curve
where countries, such as Zambia, Uganda and Tanzania, were in
1985-86. AIDS in Africa is no 
longer limited to the so-called
"AIDS Belt" of Eastern, Southern and Central Africa and should be

dealt with accordingly.
 

1. Summary of Institutional Analysis
 

The Family Planning and Health Program (FPHP) HIV/AIDS subproject will implement assistance directly with public and
private sector organizations and will be coordinated with other
bilateral and multilateral donors. The Ministry of Health (MOH),
the Ministry of Finance and Economic Planning (MFEP) and the Bank
of Ghana 
(BOG) will be the primary rublic institutions involved.
However, the roles of the MFEP and BOG in the implementation of
the FPHP will be limited, but crucial. 
 The MFEP will exercise

oversight for local currency generated by the FPHP program

assistance.
 

An institutional analysis of the MOH and the lead Government of
Ghana institutions for the public sector implementation of the
FPHP has identified several institutional constraints. 
Those
constraints identified for the family planning and health
information, education and communication (IE&C) activities of the
FPHP are also relevant for the HIV/AIDS IE&C activities.
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This analysis focussed on the National AIDS Control Program

(NACP), the MOH health information systems, the MOH laboratory

support and the current international donor support to the NACP.
 
The NACP is currently organizationally situated within the MOH

Epidemiology Division, one of 7 technical divisions under the
 
Director of Medical Services. However, because a World Bank
stimulated reorganization of the MOH is currently pending, the
 
exact placement of the NACP in the future is uncertain.
 

The organizational framework for program management includes: the

National Advisory Council on AIDS (NACA), a multisectoral body;

the Committee of Interested Parties (CIP), a donor-MOH
 
coordination body; Regional and District AIDS Control Committees;

the Program Management Unit (PMU); and Four Technical
 
Subcommittees to advise the Program Management Unit 
(PMU) on
 
specific HIV-related issues.
 

The NACP is greatly handicapped by several factors. These
 
include the following: a lack of a policy making body, poor

program planning and coordination, lack of authority for the
 
Program Manager, lack of resources to support planned activities
 
and lack of sufficient, pertinent, high quality epidemiologic,

economic, and social scientific data relevant to the HIV/AIDS

epidemic. Several donors, including the World Health
 
Organization, and the United Nations Development Program will be

providing assistance to overcome these constraints. The USAID
 
project addresses these issues by initiating a cognizance

building and dialogue component aimed at strengthening the
 
political presence of the NACP and providing appreciable
 
resources to support the NACP's Medium-Term Plan for HIV
 
prevention.
 

Health Information activities currently are directed from several
 
sites within the Ministry of Health: the Epidemiology Division,

the Center for Health Statistics and separate, program-specific

units outside of the Epidemiology Division (such as MCH for
 
family planning, or the National Blood Transfusion Service).

Equipment, materials, adequate trained personnel, and office
 
space are all in insufficient supply. Reorganization of the MOH

Health Information Systems (HIS) is underway to increase the

effectiveness of the HIS. 
 The FPHP will assist in upgrading the
 
technical capacity of the MOH, HIS by providing technical
 
assistance, equipment, materials and training.
 

With regard to the laboratory system, Ghana has adopted a system

of a Central Health Laboratory with satellite clinical
 
laboratories in all regions and districts. 
The Health Laboratory

Services (HLS) of the MOH, is among other institutions
 
responsible for the supply of personnel and logistics for the
 
satellite laboratories. The HLS is severely deficient in

infrastructure, personnel, equipment and transportation. Out of
 

...
i
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934 approved personnel positions for various laboratory services,

only 334 (35.7%) currently are filled.
 

The MOH laboratory structure includes the Public Health Reference
Laboratory (PHRL), the 10 clinical regional laboratories (usually

headed by laboratory technologists) and 110 clinical district
laboratories, although most of these are ill-equipped,

understaffed, and, in the case of the district laboratories,
often non-existent. The Noguchi Memorial Institute for Medical
Research (NMIMR) serves as 
the national reference Institute for
medical research in Ghana. 
The regional and national

laboratories are involved in HIV testing for AIDS case reporting,
blood screening and sero-surveys. Specific constraints to HIV
testing include the deteriorated laboratory services

infrastructure and facilities, poorly trained and supervised
laboratory personnel, 
 the existence of only one HIV confirmatory
center resulting in long delays in reporting, the absence of an
HIV quality control program, lack of available resources for the
laboratories and an inability to ensure regular supply of
materials and test-kits, frequent breakdown of HIV equipment and
lack of maintenance capabilities, and poor or insufficient
 
storage facilities.
 

The MOH has begun to address the above constraints. Thus the
MOH, through the support of the African Development Bank, has
begun to rehabilitate MOH facilities and has established a Health
Services Rehabilitation Unit. 
In addition, in September 1990,
the MOH in collaboration with the Ghana Medical School
established a two year Second Cycle Technologist Training Program
to upgrade skills of technologists who already have had field
experience. 
This program will increase the number of students to
be trained annually in the School of Medical Laboratory

Technology from 20 to about 40 in order to ultimately replace
poorly trained technician assistants. About half of these are
expected to enter public service, and the remainder will enter
the private sector. 
The FPHP will support GOG efforts by
rehabilitating key laboratory facilities and upgrading overall
laboratory performance by providing a resident laboratory
advisor, technical assistance, equipment/materials, and reagents.
 

The most serious constraint remaining is the lack of management
personnel for the laboratory system. 
The project addresses this
lack by providing training funds for individuals who have
managerial capacity, and by requiring that the GOG specify the
individuals who will have management responsibility before any
project expansion occurs, equipment is ordered or construction
 
begun.
 

Presently, inputs from the major international donors in Ghana
 are complementary and collectively constitute a comprehensive,
large-scale HIV/AIDS intervention program. However, close
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coordination is needed, given the magnitude of this external
 
donor support.
 

g. Summary of Economic Analysis
 

The benefits of this program are difficult to measure because
 
much of the project attempts to measure the problem, not cure it.
Nonetheless, there are two portions of the project that have

easily measurable benefits 
- the blood transfusion and IE&C
 
components. These parts of the program will prevent over 2000

people per year from getting AIDS. When discounted to the current
 
year, the economic benefits derived from these components alone
 
exceed the cost of the entire project. The internal rate of
 
return is calculated to be 15% in constant dollars.
 

Q, 
 Summary of Social Soundness and Beneficiary Analysis
 

The factors responsible for the spread of AIDS in Ghana are
vastly different from the ones 
in the United States. Sexual
 
behavior and migratory patterns follow trends that place

different sectors of the population at risk. A different value
 
system as regards sexual relations provides for a different
 
pattern of spread.
 

Initial work has shown a high recognition of AIDS and a desire

for more education. Many misperceptions exist and an education

campaign would be well placed. 
Furthermore, health professionals

lack the facilities that enable them to perform adequate jobs,

especially in blood transfusions, and hence the morale to remain
 
in their jobs.
 

Thus, given the opportunities presented, the channels that are

receptive, an obvious gap that needs to be filled, and the crying
need for resources, this project is most socially desirable, and
 
likely to reach its objectives.
 

P. Women in DeveloDment
 

The control and prevention of HIV/AIDS is a priority concern of

the Agency. The activities proposed herein addresses many of the
 
concerns. 
Women will be some of the main beneficiaries of the

sub-project. The technical appendix details the health benefits
 
to women and their children.
 

Reducir7 the sexual 2artners 15% would contribute to the

reduction in the spread of HIV/AIDS and reduce the death in women

by the AIDS. 
 By receiving knowledge and assistance to control

and prevent the possible infection of AIDS, women are better able
 
to control and plan their lives without the fear of disease.
 

Support for private sector enterprises, particularly through the

social marketing mechanism (for condoms) strongly creates and
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supports employment and income opportunities for women. 
In
Ghana, similar to other West African countries, most wholesale
and retail trade is in the hands of women. 
It is expected that
the channels for trading in these goods would be improved and

with it the income of women.
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PROJECT ILGFRAKE 

NARRATIVE SUMARY 
 OBJECTIVELY VERIFIABLE 
 MEANS OF VERIFICATION 
 IMPORTANT ASSUMPTIONS
 
INDICATORS
 

Project Goal 
 Measure of Goal Achie-
 For Project Goal 
 For Achieving Goal
 
vement
 

The project gGal is to 
 . HIV/AIDS infections Laboratory, clinic and 
 Economic recovery will
lower fertility of the 
 case rate stabilized, hospital reports,
Ghanaian population proceed and political
 
stability will be
through maternal and * Prevalence of safe National and interna-
 maintained.
child health 
 sex practices. 
 tional surveys.


interventions as well Opinion leaders in
 as to reduce the Morbidity due to Donor reports.
M both public and prspread of HIV/AIDS. 
 HIV/AIDS infection 
 vate sectors will ac
reduced. 
 GOG statistics com-
 tively support the
piled according 
to program objectives.
 

system established
 
during this project.
 

BEST AVAILABI.-E CQeY
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NARRATIVE SUMMARY 
 OBJECTIVELY VERIFIABLE 
 MEANS OF VERIFICATION 
 IMPORTANT ASSUMPTIONS
 

INDICATORS
 

Project Purpose 
 End of Project Status 
 For Project Purpose For Achieving Purpose
 

To increase the 
 . Index of AIDS GOG statistics com- Public and private
effectiveness of HIV/- knowledge, attitudes piled according to sectors will actively
AIDS prevention and and practices among 
 system established in 
 support IIIV/AIDS
control efforts the general population this project, 
 prevention and control
through expanded increased. 
 campaign.
activities in IE&C, 
 Health surveys, KAP
laboratory services, 
 - National laboratory surveys and updates.

and health information network system in
 
systems, 
 place providing 
 Condom sales reports.


efficient and accurate
 
diagnostic analysis 
 Donor surveys.

and generating data
 
needed for
 
epidemiological
 
surveillance.
 

. Formal system in
 
place to provide accu
rate and ongoing data
 
to monitor prevalence

of HIV infection and
 
AIDS.
 

. Threefold increase
 
in condom use.
 

. Decrease in sexual
 
partners by 15%.
 

* At least three
 
ministries integrated
 
the expanded AIDS
 
prevention and control
 
activities into their
 
program.
 

BEST AVAILABLE COPY
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At least 10 NGOs
 
actively involved in
 
providing information
 
and education to
 
identified target
 
groups.
 

NARRATIVE SUMMARY 
 OBJECTIVELY VERIFIABLE 
 MEANS OF VERIFICATION 
 IMPORTANT ASSUMPTIONS
 

INDICATORS
 
OItputS 
 Magnitude of Outputs 
 For Project Outputs For Achieving Outputs
 

IE&C Component
 

Improved IE&C struc-
 National AIDS Control 
 KABP surveys, health
ture at all levels - Program manages 3 cam-
 surveys.

national, regional, paigns over the Life
 
district, 
 of the Project.
 

Integration of the 
 HIV/AIDS prevention 
 Market surveys, condom
expanded HIV/AIDS 
 and control activities sales reports.

prevention and control 
 integrated into core
 
IE&C activities into 
 program of Ministries
 
the programs of at such as:
 
least ministries of 
 1) Health
 
health, education and 2) Education

mobilization and 
 3) Mobilization and

social welfare. 
 Social Welfare
 

Increase in prevalence Threefold increase in 
 Baseline KABP survey
of safe sex practices, condom use over 
 carried out by WHO
 
baseline survey.
 

15% decrease in number
 
of sexual partners
 
over baseline figures.
 

EEST AVAILABLE COPY 
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Health/Population NGO 
 10 NGOs trained and Contractor reports.

involvement in regularly providing

HIV/AIDS prevention information on IIV/- NGO reports.

and control IE&C AIDS prevention to
 
activities expanded. communities and target
 

groups.
 

Laboratory Support:
 

Established, equipped Accra branche of PIRL USAID site

and functioning zonal 
 functioning. visits,REDSO/WCA engi
branches of Public Laboratory services neer reports.

Health Reference Labo- available at Accra,
 
ratory (PHRL). Kumasi and Tamale.
 

Established, equipped 
 1 regional laboratory Same as above.
 
and functioning established and func
regional laboratory. tioning at Sekondi-


Takoradi.
 

Restructuring of Standards and 
 NRL statistics com
laboratories procedures are formal- piled according to
 
management and 
stan- ized in writing and system established in
 
dard guidelines and are understood and 
 this project.

procedures established followed by laboratory

throughout NRL system. staff.
 

Year-round testing of Daily tests are being 
 Same as above.
 
HIV at NRL. performed.
 

BEST AVAILABLE COpy 
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Health Information
 
Systems (HIS)
 

Established HIV/AIDS 
 Baseline data 
 Institutional Contrac-
Surveillance and data 
 collected. Subsequetit tor reports.
system. 
 reports received from
 
each region quarterly. Internal reviews.
 

MOH reports.
 

Evaluations.
 
Studies carried out on 
 High quality sentinel 
 Same as above.
sentinel surveillance, 
 surveillance data
 

received and analyzed
 
semi-annually.
 

Cognizance Building
 

Adaptation of AIDS 
 Showing Model 
to all Reports of
Impact Model Willingness of
to PNDC Secretaries, 
 subcontractors 
 Officials to
Ghanaian Situation see
Regional Secretaries 

presentation.


and some district
 
officials
 

Observation Tour to Five High GOG 
 Trip Report Willingness of
other ttIV/AIDS 
 Officials visit other
affected countries AIDS affected 
 Officials to travel.
 
countries to study
 
nolicip, And nrnnvti
 

BEST AVABLALE Copy 



NARRATIVE SUMMARY 


Established data 

collection, analysis 

and program use in 

MOil.
 

Surveys based on 

population carried 

out. 


Invuts
 

A.I.D. 

1. Technical 

Assistance: 2 long-

term.
 

Short-term advisors. 


2. Commodities. 


3. Training.
 

4. AID evaluations.
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OBJECTIVELY VERIFIABLE 

INDICATORS 

HIS functioning with 
feedback mechanism in 
place. 

MEANS OF VERIFICATION 

Same as above. 

IMPORTANT ASSUMPTIONS 

population based sur
veys accomplished at 
beginning and end of 
project. 

$5,000,000 Signed project amend
ment. 

Signed contract. 

Project monitoring. 

91EST MJAILABLE COPY
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GOG 

I. $500,000 in $ 500,000 GOG reports of 
counterpart funds. counterpart fund use. 

2. In-kind support $ 790,558 
personnel, facilities, 
equipment, supplies. 

Total $6,290,558. 
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ANNEX B
 

TECHNICAL ANALYSIS
 

BACKGROUND
 

Acquired Immune Deficiency Syndrome (AIDS) is 
an epidemic of
global concern which is caused by infection with the Human
Immunodeficiency Virus (HIV), 
of which there appears to be two
types (or serotypes): HIV-l and HIV-2. 
 There is no known
clinical difference between these two viral diseases.
 

Understanding AIDS involves understanding the development of the
disease from infection to death. 
There are three phases in the
development of the disease. 
The first one begins with the
infection, and usually lasts around six to eight weeks, although
cases up to three or four years have been reported. The
characteristic of this phase is that blood tests for the presence
of the virus are negative, but the individual is assumed to be
infectious. 
The second phase begins when the infected person's
serological tests become positive. 
 This is known as the seropositive phase or HIV seropcsitivity. 
 In this phase the person
is physically well--although more susceptible to other infections
such as tuberculosis--but is definitely infectious. 
The third
phase, begins when the person first becomes sick with the
symptoms of AIDS. 
 The illness phase usually lasts less than two
years, although there are some 
indications that, because of the
lack of medical facilities, many Africans die within four months
 
of their diagnosis.
 

Since the disease goes through three phases, only the last of
which is properly called "AIDS", throughout this paper the them
"HIV/AIDS" will be used to refer to the entire course of the
infection. 
The distinction between the three phases,
particularly the difference between a person who is "HIVseropositive", and a person who has AIDS, is critical to
understanding the epidemiological information presented below.
Currently there is little that can be done to help a person once
they have the initial infection. Some treatments exist that will
prolong the seropositive phase and prolong life after the
development of AIDS, but these are extremely expensive and very
toxic. 
This is the reason why prevention of the initial
 
infection is so important.
 

Early in 1991, the World Health Organization's Global Program on
AIDS (WHO/GPA) estimated that about nine million adults and close
to a million children under age five throughout the world had
been infected with HIV. Available data indicate that about 50%
of the infected adults will develop AIDS and die within 10 
- 12
years after acquiring their HIV infection. Virtually all HIVinfected persons will eventually develop clinical disease, i.e.,
AIDS, and ultimately die. There is 
no cure for HIV, and vaccines
 
are thought to be years away.
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I - Epidemiology of HIV/AIDS in Africa and Ghana 

A) HIV/AIDS situation in Sub-Saharan Africa with respect to
 
the overall health status
 

The HIV/AIDS problem emerged in sub-Saharan nations, while
 
governments and Ministries of Health were struggling with the
 
problems of high child mortality, high prevalences of common
 
infectious diseases (e.g., malaria, diarrheal disease, acute
 
respiratory disease, measles), high maternal mortality, a high

population growth rate, and severe limitations of available
 
resources. It is important to consider the HIV/AIDS problem in

relation to the other leading causes of mortality and morbidity

in Sub-Saharan Africa.
 

Taking into account extensive under-diagnosis, under-reporting,

and reporting delays, the WHO/GPA has estimated that about

800,000 adult AIDS cases (a small portion of the six million
 
Africans estimated to be HIV-infected) had actually occurred in
 
Sub-Saharan Africa by early 1991. Thus, Sub-Saharan Africa, with

less than ten percent of the world population, accounts for about

two-thirds of the estimated global total of AIDS cases. 
 Only

about 86,000 AIDS 
cases actually had been reported in Sub-Saharan
 
Africa by April 1991.
 

When assessing the impact of AIDS, age-specific mortality rates
 
are important for two reasons. First, crude death rates 
for Sub-

Saharan African countries are affected by the large number of
 
deaths among children. For the Africa region, it has been
 
estimated that deaths of children under five account for more
 
than 45% of total deaths. Second, AIDS in Sub-Saharan African
 
countries affects some age groups more severely, particularly

children under five and sexually active adults.
 

The overall demographic impact of AIDS upon the health situation
 
in Sub-Saharan Africa has been studied by WHO. 
 A demographic

projection model was used to estimate and project AIDS 
cases and

deaths up to the mid-1990s. Using input parameters which
 
reflected average rates for Sub-Saharan Africa, WHO estimated
 
that between 1985 and 1990, AIDS deaths in the hypothetical

"average" country increased the crude death rate by 0.3.per 1,000

population over what would have been expected in the absence of
 
AIDS, and a further increase of 1.1 per 1,000 population (or

8.7%) is expected by the mid-1990s.
 

1) Demographic impact of AIDS among children
 

Unlike in developed countries, heterosexual transmission of HIV
 
continues to be the predominant mode of the spread in Sub-Saharan
 
Africa, accounting for 80 - 85% of all HIV transmission. Because
 
of this, many African women of child-bearing age are infected

with HIV. As with other sexually transmitted diseases (STDs),
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there is a slight excess of women infected with HIV, for 
a
variety of sociological and biological 
reasons. The overall male
to female ratio in Africa is approximately 1:1.2 (Ghana has an
 even higher ratio of 1:2.5, as will be discussed below).

Approximately one third of children born to women who carry the
HIV virus will themselves be infected and ultimately develop

AIDS. Perinatal HIV transmission from the mother to fetus or
infant is 
a widespread and increasing problem in Sub-Saharan
Africa. According to the WHO/GPA, by early 1991, about 900,000
HIV-infected infants had been born in Africa, and by the end of
the 1990s, a projected total of 10 million or more 
such births
 may be expected. In addition, it is estimated that 90 percent of
the estimated 400,000 worldwide pediatric AIDS cases have

occurred in Sub-Saharan Africa.
 

At the start of the pandemic in Africa, almost no effect of
HIV/AIDS on infant 
or child mortality was noticeable. Yet, by
the mid-1990s, according to the WHO model, infant mortality is
expected to be 4% higher than it would have been in the absence
of AIDS, and the probability of dying before age five is expected
to increase by 7.6% as a consequence of AIDS. 
 The WHO projects
that the expected infant and child deaths due to AIDS in Africa
 may increase child mortality by as much as 50 percent. By the
mid-1990s the WHO-projected increase in AIDS mortality in
children will begin to negate the reductions in child mortality
achieved by child survival programs over the past two decades.
 

To compare AIDS with other leading causes of death in those under
five, the WHO made estimates of disease specific mortality in
children, based on other WHO programs and databases. These
estimates were based on general assumptions and probabilities,
and were intended to show expected general trends. 
 Projections
of under five death rates due to measles, malaria, diarrhea and
AIDS were made. Those indicated that diarrhea will remain the
predominant cause of death among children; malaria will continue
to be important; and child deaths due to measles will decrease as
a result of increasing use of measles vaccine. 
 However, these
estimates also show that before the mid-1990s, AIDS will cause
more deaths in Sub-Saharan African children than either malaria
 
or measles.
 

2) Demographic impact onsexually active adults
 

Beyond the impact of HIV/AIDS among children under five, HIV/AIDS
primarily affects sexually active adults in their most
economically productive years. 
This includes the trained labor
force, the well educated, the military and members of social,

economic and political elite.
 

High rates for other sexually transmitted diseases (STDs),
especially those which cause ulcerative lesions such as 
chancroid
 
ana 
syphilis, are now believed to have facilitated the rapid
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spread of HIV in sexually active persons in the region. 
 Programs
that reduce the frequency and duration of STDs may reduce the

incidence of HIV/AIDS by 50%.
 

According to the WHO demographic model, between 1985 and 1990,
AIDS increased the annual death rate for those Africans aged 1549 by an average of 10%; by the mid-1990s, AIDS is expected to
add more than 40% to that rate. For those aged 15-49, AIDS is
expected to reverse 
the declining trend in adult mortality rates.
It should be noted that these are national projections: in many
urban areas a doubling or tripling of the total death rate in
 
this age group is expected.
 

Experience in other African countries demonstrates that the 
more
educated, better trained and wealthier segments of society tend
 co be also hard hit by HIV/AIDS. That is not the case with other
endemic diseases such as schistosomiasis, guinea worm,

onchocerciasis, tuberculosis and even malaria.
 

In developing countries of sub-Saharan Africa, all
epidemiological data collected during the 1980s point to
continuing large increases in HIV seroprevalence levels. For
example in East and Central Africa, between one-quarter and onethird of all adults aged 15-49 living in 
some large urban centers
had been infected with HIV by early 1991. 
 On the basis of a
large community-based survey, it was estimated that there were
over 750,000 HIV-infected adults in Uganda alone by late 1988.
Thus, during the 1990s and into the next decade, large increases

of AIDS cases and deaths can be expected. The results of
demographic modelling of the HIV/AIDS pandemic in Sub-Saharan

Africa reflect these projected increases in AIDS deaths.

Although these projections have to be interpreted cautiously,
there can be 
no doubt that during the next several decades, AIDS
will be the leading cause of death among young and middle-aged

adults and will also be 
one of the leading causes of infant and
child mortality in this region. 
However, according to the
various demographic models of the HIV/AIDS pandemic in Sub-
Saharan Africa, AIDS is not expected to reverse the positive
population total population growth rate during the 1990s and the
 
next decade.
 

B) Emidemioloav of AIDS in West Africa.
 

Although individual cases of AIDS occurred in residents of West

Africa early in the pandemic, the HIV epidemic subsequently
spread within the region. 
 Peculiar to the HIV/AIDS situation in
West Africa are, 1) the presence of both HIV-l 
and HIV-2, 2)
the extreme differences in the prevalence of infection in
different countries, 
3) the frequent occurrence in some
countries of simultaneous serologic reactivity to both HIV-l and
HIV-2, 4) the rapid development of the epidemic of HIV/AIDS in
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cert 
.in geographic areas, and 5) the apparently more efficient
spread of HIV-l compared with HIV-2 through the region.
 

Published reviews give the impression that HIV/AIDS is 
rare in
West Africa. However ,the epidemiologic situation has changed
rapidly in sc-.e countries, while in others the lack of
information prevents assessment of the magnitude and severity of
the problem. By the end of 1990, a total of 7,702 cases of AIDS
had been reported to WHO from West Africa, of which 83% 
were from
just 3 countries, C6te d'Ivoire, Ghana and Burkina Faso. C6te
d'Ivoire alone accounted for 47% of the total cases officially
reported from the sub-region, and ranked sixth in the numbers of
reported cases for the whole continent. Under-reporting is
understood to be considerable; the comparison of reported adult
cases in Cote d'Ivoire with expected cases generated by a
computer model has estimated under-reporting at a ratio of 6.9
actual cases for every 1 case 
reported. Despite such underrecognition of the true magnitude of the problem, HIV/AIDS has
been shown in Abidjan to be the leading cause of hospitalization,
the leading cause of death in adult men, and the second cause of
death in adult women, second only to maternal mortality (reported
by Centers for Diseases Control (CDC)-RETRO-CI project, Abidjan).
 

C) Epidemiology of HIV/AIDS in Ghana.
 

The first reportea AIDS case in Ghana was diagnosed in March
1986. 
 Since then the total number of cases reported by the
National AIDS Control Programme (NACP) has more than doubled each
year to a total of 2,237 cases at the end of 1990.
Unfortunately, this seriously underestimates the number of AIDS
cases in Ghana, since confirmatory blood tests are required for a
case to be reported, and these are often unavailable.
 

Estimates of national seroprevalence by assessment team members
and national staff vary from 0.5% to 4%, with insufficient data
available to choose among these figures. 
The prevalence of HIV
infection appears to be rising in Ghana. 
 Both serotypes of the
virus which cause AIDS, HIV-l and HIV-2, are present in Ghana.
One series of studies shows how rapidly HIV is spreading in
Ghana. Blood donors in Accra/Tema were sampled in 1986, 1988 and
1990. While none were 
found to be infected in 1986, 1.3% 
were
found to be infected with HIV in 1988 and 2.3% 
in 1990. While
the overall population may not be 
as heavily infected as this-one study of pregnant women 
in Accra in 1990 suggested that only
0.7% were positive--HIV/AIDS is affecting ever more Ghanaians.
However, HIV seroprevalence still seems to be lower in Ghana than
in many other African countries, including tL. neighboring
country of C6te d'Ivoire, where HIV seroprevalence is estimated
to be at least 10% in the capital city and 5% in rural 
areas.
This strongly suggests that a "window of opportunity" for HIV
prevention efforts currently exists in Ghana. 
Available

information also suggests that this "window" will not remain
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"open" indefinitely in view of the sexual patterns in Ghana and
 
the absence of relevant program interventions.
 
The majority of cases 
in Ghana are reported in young adults.
Early in the epidemic, female cases predominated (F:M ratio of
8:1), with many such cases occurring in women who returned from
neighboring countries where they presumably had worked as
commercial sex workers. 
The F:M ratio has steadily declined
since 1986, as would be expected as heterosexual transmission of
HIV within Ghana becomes more significant. Currently 2.5
Ghanaian women have been diagnosed with AIDS for every man.
Unlike the rest of Africa where most cases are 
found in urban
areas, in Ghana more cases have been diagnosed in Eastern (758)
and in Ashanti (725) Regions than in Greater Accra (224). 
 Few
cases in children have been reported, but only limited attention
has been given to the epidemiology of pediatric AIDS in Ghana.
 

II - Effective interventions available to combat the snread of
 
HIV/AIDS
 

A number of interventions can halt or decrease the spread of HIV.
Various data from developing as well as developed countries have
shown that IE&C programs that promote behavioral changes and
increased condom use are important tools in the control of HIV
spread. On the medical side, blood screening, including reduction
of inappropriate blood transfusion, and the control of other STDs
can also help prevent the spread of HIV infection.
 

With the recent development of an HIV/AIDS mathematical model by
the Interagency Working Group on AIDS Models and Methods 
(chaired
by the U.S. Department of State), researchers have examined the
potential effects of the HIV epidemic on a population, given a
particular set of inputs on demographic processes, behaviors and
disease parameters'. 
 The inputs have been chosen to represent
processes and behaviors not unlikely those found in the Sub-
Saharan Africa region. 
The following is a description of four
different possible interventions to be implemented in the 19901995 period to stop or decrease the spread of HIV. 
They are
 

1) the promotion of condom use that results in the
participation of certain percentage (5 to 25 %) of urban
 
women by 1995;
 

1 The demographic imnact of an AIDS epidemic on an African
 
country: Aaplication of 
the WGAIDS model. Peter Way and Karen
Stanecki. Center for International Research, U.S. 
Bureau of the
 
Census.
 



-- B 7-
2) 
an STD control program that reduces the duration of STDs
(by 5 to 25% in the urban population by 1995);
 
3) an IE&C program that reduces the amount of casual 
sex in
the urban population (to 25%); and
 

4) a 100% 
blood screening program that becomes operational

by 1995.
 

Condom use
 

In this example, a five year program of condom promotion which
begins in 1990 and is fully operational by 1995 was modeled. 
 In
1990, 0.4 % of the urban women and men are estimated to use
condoms. 
 With no condom intervention, the model projects the
prevalence rate of HIV infection by the year 2015 to be about 17%
in the urban areas. However, starting with 
an intervention
program that results in the use of condoms by 5% of urban
couples, the model projects an overall prevalence rate of less
than 13% 
in the urban areas. An intervention that results in
condom use by 25% 
of the urban couples, according to the model,
will result in a declining epidemic with an urban prevalence rate
of 0.6% by the year 2015.
 

Reduction in casual sex 
(the number of sexual contacts outside of

marital sex)
 

Under the assumptions of the model, a reduction of casual sex by
15% 
would be required in order to see a decline in the epidemic.
 

STD control
 

A 5% reduction in the duration of STDs in urban areas would
result in 
a 2 percentage point drop in urban seroprevalence
levels in 2015 
- from 17% to 15%. 
 Larger reductions in STD
duration would result in progressively larger decreases in
seroprevalence levels in 2015.
 

Blood screening
 

The model predicts little impact on the growth of the epidemic
due to blood screening. 
With a 100% blood screening program in
place by year 1995, the urban prevalence rate for the year 2015
is projected to be reduced by less than 1 percentage point.
Putting all available health funds into establishing a 100%
screening program might not be as cost effective as 
other types
of interventions.
 

However, at 
this point in time, blood screening is the easiest
intervention, and is the only technology available which can
demonstrate a quantifiable impact on HIV/AIDS over a short period
of time. Politically, this can be used by MOHs to show their
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commitment to HIV prevention and particularly their concerns

about HIV infection among children. In many African countries,

children are at great risk for acquiring HIV infection because

they receive a large proport.on of all transfusions (some of
which may be HIV-contaminated) for malaria treatment and other
 
related causes of anemia. 
Thus, through an initial successful

blood screening program, the MOH could acquire more credibility

in public opinion giving weight to campaigns urging sexually

active adults to change sexual behavior.
 

In any case, blood screening programs should complement other

interventions and not be considered in lieu of IE&C and STD

control activities. Alternative interventions to screening blood

for HIV also should be explored. These should include the review
 
of blood transfusion practices to decrease unnecessary

transfusions and the strengthening of blood donor recruitment in

order to discourage those practicing high risk behaviors from
 
donating blood.
 

The HIV/AIDS model shows also that greater impact might be
achieved with large scale programs which include all four of the
 
above-listed interventions.
 

Although these projections have to be interpreted cautiously,

recent data from Zaire provide evidence that condom use can be
effectively promoted. The Zaire condom social marketing project

has dramatically increased sales of condom from 37,000 in 1987,

1,000,000 in 1988, 4,000,000 in 1989, 9,000,000 in 1990, 
to an

estimated 15,000,000 in 1991. 
 90% of the condoms sold are
 
reported to be used for HIV prevention and control. In addition,

all the studies have documented reported behavior change in

Zaire, especially in males because of the threat of AIDS. The

three most frequently cited changes in behavior are a decrease in

number of partners, less frequent or no sexual relations with
 
prostitutes, and remaining faithful to one 
(or two) wives.
 

III. 	Components of an HIV/AIDS prevention and control Program
 

A) Health Information Systems
 

Health information is required for multiple purposes by a
 
HIV/AIDS Prevention and Control Program:
 

1) 	 to establish baselines against which program outcomes
 
and impacts can be assessed;
 

2) 
 to define target groups for various activities, and
 
target levels for various goals;
 

3) 	 to quantify the level of program inputs achieved at
 
each level and in each sector of the program;
 

http:proport.on
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4) 	 to monitor the processes involved in program

implementation;
 

5) 
 to measure outcomes of program activities;
 

6) 
 to measure impact of program activities.
 

Many of these needs involve the establishment of indicators which
are useful and measurable. 
The most reliable indicator for the
effectiveness of an HIV/AIDS prevention program would be changes
in the sero-incidence (i.e., 
the number of 
new HIV infections
acquired in a defined population per a specified unit of time) of
HIV infection among selected populations. Sero-incidence should
decline as the effectiveness of the prevention messages results
in fewer new infections. Tracking sero-incidence, however, is
presently a difficult task because of the problems associated
with HIV testing. Collecting sera from a representative sample
of the population for laboratory testing is difficult, especially
when informed consent is required. Thus, a program can not rely
exclusively on population based incidence rates to indicate
effectiveness. 
Cther measures can serve as proxies, or to be
representative of a change in HIV sero-incidence. Included are
incidence rates from anonymous, sentinel serosurveys using
convenient, non-representative, sampling methods as 
well 	as the
use of reductions in STD incidence, particularly gonorrhea to
 assess sexual behavior changes.
 

Without an effective vaccine or preventive/curative therapy,
education is the primary intervention. Evaluation of a program's
effectiveness must, therefore focus also on this intervention
utilizing the currently available tools, such 
as researchfocussed knowledge, attitudes, beliefs, and practices (KABP)

studies.
 

Considerable work in the development of appropriate indicatoi's
has been undertaken by the WHO/GPA, USAID, CDC, and others in the
past several years. Examples of such indicators are:
 

1. 	 percentage of population reporting sex with more than
 
one partner in the prior 6 months
 

2. 
 number of condoms distributed and sold during the prior

6 months
 

3. percentage of tha population who used a condom during

the last sexual encounter
 

4. 
 percentage of health care providers giving appropriate

treatment for sexually transmitted diseases, per unit
 
population
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5. 	 percentage of males aged 15-29 reporting having an STD
 
within the past 6 months
 

6. 
 age-specific HIV +/- syphilis seroprevalence among
 
pregnant women aged 15-29
 

7. 	 number of peripheral level nurses trained in HIV
 
counselling and prevention;
 

8. 
 number of district physicians trained in AIDS diagnosis
 
and reporting;
 

9. 	 number of hospital laboratories with personnel trained
 
in proper use of appropriate HIV diagnostics;
 

10. 	 numbers of cases of AIDS newly diagnosed by health

facilities and satisfying case criteria specified by

the NACP;
 

11. 
 number of cases of tuberculosis newly diagnosed by

health facilities and meeting criteria specified by the
 
national TB control program;
 

12. 	 proportion of female population aged 15-29 who have had
 sex in exchange for goods/money during prior 12 months.
 

The first six indicators listed above are those recently proposed
for HIV/AIDS Programs by the Division of AIDS, S&T/Health, A.I.D.
 

B) 
Program management and coordination
 

In light of experience gained since the inception of AIDS control
 programs in Africa, the critical role of program management and
coordination cannot be overemphasized. The urgency created by
the HIV/AIDS epidemic and the massive resources involved require

effective program management and coordination to make appropriate

use of the resources and to avoid duplication of intervention

efforts by various implenri!'ng agents. The effective absorption
of the resources for HI,' praviantion requires the development of
operational plans, decertr"'zation of activities, and the

coordinated involvement ct different governmental and non
governmental organizations.
 

C) Information, Education and Communication (IE&C)
 

IE&C 	activities are currently the major intervention in HIV/AIDS

prevention and control. 
 To have an affect on knowledge,

attitudes, and beliefs, IE&C efforts must be focused, sustained
 over a sufficient time period using multiple media, and used in
close coordination with training, face-to-face interaction and

instruction. Principles of social marketing provide the
framework for action and involve the selling of 
a commodity or
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practice. Principles of health education provide the behavioral
analysis, and social sciences provide the context within which to
implement programs. 
Without each of these pieces, IE&C programs

will not be effective.
 

The more complex the behavior, the greater the challenge for IE&C
to change knowledge, attitudes, beliefs, and practices.
Behaviors required for prevention of HIV infection are not easy
to change. Fertility and sexuality are at the core of being
human, especially in the social context of African values. 
The
behavior change required is long term, and unlike a one-time
vaccine, requires continuous and repetitive actions. 
 Thus for
HIV prevention, a scientific and thorough behavioral analysis is
crucial. 
 This analysis should examine current practices and
reasons 
for which a given practice persists and how alternative
behaviors can be introduced, encouraged, and maintained over
 
time.
 

The content and direction of any IE&C program should be based on
the incidence, prevalence and distribution (i.e., within which
various geographic or ethnic/tribal locations and among which
population sub-groups in those locations) of HIV infection, and
on the information obtained from knowledge, attitudes, beliefs,
and practices (KABP) surveys. 
Such information helps define
appropriate target audiences, and messages needed to reach them.
 

Even in the absence of an extensive surveillance system,
appropriate target audiences can be identified, based on
knowledge of HIV epidemiology and on experiences obtained by
HIV/AIDS and STD programs in other countries.
 

To be effective, efforts should be targeted at many different
audiences, from the opinion leader at the national level down to
the local levels. 
 Special efforts should be undertaken to
continue to define and target appropriate high risk groups.
Potential high risk groups include workers separated from
families, traders or other travellers, and other groups of men,
such as security forces (military and police), 
and prisoners.
Special efforts should be made to target and educate the media,
especially in light of reports of sensational news, such as
unsubstantiated or folk cures.
 

IE&C materials should be based on 
formative research, guided by
specific behaviozal objectives, and should match vnry specific
messages with very specific target audiences. Even the same
behavior may need 
.obe presented in different ways to different
audience segments. For example, reasons 
for using a condom may
be very different for commercial sex workers than for sexually

active youth.
 

In order to be comprehensive, targeted IE&C programs should cover
all possible behaviors: abstinence, delay of sexual activity,
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decrease in the number of sexual partners, long-term and
 
monogamous or closed polygamous relationships, and/or use of
condoms for every sexual act, especially for infected
 
individuals.
 

IE&C programs should ensure that condoms 
are provided regularly,
in good quality, and at an affordable price. IE&C programs also
should disseminate available research data about the already

demonstrated effectiveness of condoms in HIV prevention in order
to counter inaccurate information about the only available
 
prevention technology.
 

Finally, interpersonal communication and community participation

in the IE&C activities, as well 
as community based interventions,
 
are critical.
 

D) Counselling
 

Counselling focuses on psycho-social issues, and support.
Counselling around HIV testing is a problem, especially since
confirmation of HIV seropositivity is rarely available in Africa,
and Ghana in particular. 
This has major implications for HIV
prevention counselling in a continent which accounts for most of
the HIV infections. There is an urgency to set up viable testing
facilities and algorithms, as 
well as to set up policies for HIV
testing. Data from voluntary, anonymous pre-test and post-test

counselling centers in Uganda and Rwanda have shown that

knowledge of one's HIV sero-status is an essential element for
 
behavior change.
 

Counselling is currently done mostly by health professionals in
Africa, e.g., 
nurses in Ghana, but should involve non-health

professionals as well in order to be able to cope with the
 
inevitable increase in demand.
 

E) Labor -ory Supmort for HIV/AIDS DiaQnosis
 

A laboratory information network is essential to generate the
epidemiologic surveillance data needed to effectively focus IE&C
activities, including counselling and impact evaluations.
 

Laboratory facilities should be equipped with a stable and
constant supply of electrical current and water. 
Every effort

should be made to ensure that the laboratories are connected to 
a
backup power and water supply. Exposed wall surfaces should be
tiled with glazed ceramic tile to the height of 2 meters above

the floor. Sufficient voltage stabilizers, fans, and air

conditioning should be present to 
ensure proper performance and
maintenance of the laboratory equipment. 
For general purpose

needs these laboratories should also have at least: 
a water

distillation unit, Class II Biosafety Cabinet, multipurpose EIA
reader, reliable refrigeration, -20' C freezer(s), colorimeter,
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pH meter, 4 binocular microscopes of sufficient caliber for
general microbiological staining and hematology, analytical
balance, 2 medium capacity incubators, as 
well as both high speed
and clinical centrifuges. Facilities which serve also for blood
banking should have a blccd bank grade refrigerator(s) plasma
extractor(s), 
and im.uncfuge.
 

With regard to HIV testing ,the presence of HIV-2 in West Africa
and Ghana in particular require 
use of tests or assays capable of
detecting HIV-l and HIV-2 seroprevalence. The development of
rapid or simple/rapid assays provides excellent opportunities for
developing countries to establish viable facilities for HIV
testing without equipment maintenance capabilities. However, to
date, no 
reliable simple./rapid assay has received Food and Drug
Administration 
(FDA) approval.
 

F) Clinical Management
 

In the absence of a cure for HIV, thousands of young adults are
suffering from long and chronic illnesses ending in premcture
death. 
Medical services in Africa, already inadequate, will
bec:;;ne more 
severely overburdened. 
 In Abidjan, 60% of the beds
in the infectious diseases wards are currently occupied by AIDS
patients. 
 In many hospitals throughout Africa, a fourth to a
third (or more) of the patients in general medical wards are
infected with HIV. 
At the same time, little can be done in the
hospitals. 
 Virtually all persons diagnosed as 
having AIDS die
within a few years, and in Africa, most die within four months of
diagnosis. 
With new therapies, survival has been increasing in
developed countries from an average of less than 1 year to about
1-2 years at present, at 
a very high cost. For health care
providers in Africa, the chillenge is to provide people with AIDS
with at least a bare minimum of medical and nursing care, as well
as psychological and social support. 
 Some Non-Governmental
Organizations have developed new 
forms of care which incorporate
home-based care and support for people with HIV/AIDS and their
families. 
These approaches are more viable in resource-poor
 
areas.
 

The AIDS epidemic also poses profound problems for the control of
tuberculosis (TB) in developing countries. 
 Because the immune
suppression associated with HIV infection confers a greater
susceptibility to many other infectious diseases, the
introduction and spread of HIV can increase the prevalance of
active TB in a population by logarithmic proportions. 
This has
already happened in Africa. 
 In several studies, the percentage
of patients (both inpatients and outpatients) with TB who were
HIV positive was 59% 
in Zambia, 58% in Uganda and 42%
With an in Abidjan.
increase in the prevalence and severity of tuberculosis
in Africans occurring among a growing HIV-infected population,
the secondary (aerosol) spread of TB into other populations which
are 
not already infected with HIV or the TB bacterium will also
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increase. The current strategies for the diagnosis ,treatment,
 
and prevention of TB are seriously inadequate in the presence of

HIV infection in the population. Studies are clearly needed to

evaluate this problem and HIV programs need to monitor very

closely trends of TB cases, since an increase in the incidence of
 
TB is believed to be an early "sentinel" indicator for HIV
 
infection or AIDS in developing countries.
 

Finally, because the presence of other STDs increases both the

susceptibility to acquire and ability to transmit the HIV, the
 
clinical management of STD patients, including prevention

counselling, is an 
important strategy for HIV prevention and
 
control programs. Relatively low priced drugs are available for
 
the treatment of the most usual STDs, such as syphilis, gonorrhea

and chancroid.
 

G) Policy Dialogue
 

For any HIV prevention and control program in Africa, there is 
an
 
urgent need to engage top decision makers in dialogue concerning

HIV in relationship to other health and socio-economic issues.
 
The '"T'/AIDS problem emerged in sub-Saharan nations while the

governl:,3nts and the MOHs were struggling with the inter-related
 
proble'ms of high child mortality, high prevalences of common
 
infectious diseases (malaria, diarrheal disease, acute
 
respiratory disease, measles), high maternal mortality, a high

population growth rate, and severe limitations of available
 
resources. 
The level of commitment observed throughout the
 
continent suggests that most African leaders already regard

HIV/AIDS as 
being endemic, similar to other and older infectious
 
disease problems. Their understanding of the potential medical
 
implications, and consequent socio-economic impact, of the
 
HIV/AIDS epidemic is limited. An under-estimation of the
 
importance of this problem has hindered many African nations

(e.g., Cote d'Ivoire) in the initial phases of their response to
 
the HIV pandemic.
 

The multisectoral implications of the HIV/AIDS epidemic dictates

that HIV/AIDS prevention and control requires special attention
 
for the following reasons:
 

M 	 HIV/AIDS is not solely a health issue, but rather is a

socio-economic problem impacting all aspects of society.

HIV/AIDS is a major development issue not limited to any one
 
sector;
 

M 	 Exacerbation of the manpower shortage by HIV/AIDS will slow
 
down the economic progress, already affected by a
 
significant shortage of trained personnel across all
 
sectors. Of particular importance is the growing amount of

data from African countries which demonstrates that the more
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and to encourage research activities and promote educational
 
activities relating to HIV/AIDS;
 

2. Committee of Interested Parties (CIP), 
which includes the
MOH, major donors, major NGOs, and the Noguchi Institute, to
promote donor coordination and monitor implementation of NACP
 
activities;
 

3. 
Regional and District AIDS Control Committees to promote
decentralization of NACP activities;
 

4. Program Management Unit (PMU) at the central level to plan
and coordinate 
all resources for the as
NACP well as
activities of the various subcommittees of the program.
 

5. Four Technical Subcommittees 
to advise the Program
Management Unit 
(PMU) on specific HIV related issues. 
There
are separate Technical Subcommittees on clinical management;
education, counselling and rehabilitation; laboratory
procedures and blood transfusion; and monitoring, evaluation,

research, and surveillance.
 

in March 1991, WHO and the MOH conducted an extensive review of the
first year implementation of 
the NACP's MTP. The review team
pointed out very clearly that the overall weaknesses of the NACP
were program management the
and limited performance in IE&C
activities, epidemiologic surveillance, laboratory 
support and
blood screening, counselling and clinical management.
 

The NACP is greatly handicapped by several factors. 
These include

the following:
 

a. lack of a policy making body the
-- National AdvisoryCouncil on AIDS (NACA), which was not established until August1990, is still inactive. Thus, there 
are no clear-cut

strategic policies to direct NACP activities;
 

b. 
poor program planning and coordination -- this had been
the responsibility of only one or two individuals, acting on
an adhoc basis. 
The PMU didn't obtain its full complement of
professional staff until November 1990;
 

c. lack of authority for the Program Manager -- the position
of the Program Manager is too subcrdinate in the MOH hierarchy
to command sufficient authority for decision-making within the
MOH and to stimulate the multisectoral support required for

effective HIV/AIDS prevention;
 

d. lack of resources to 
support planned activities -following the Donors Meeting for HIV/AIDS prevention, majordonors such as WHO, UNDP and EEC did not deliver their pledgedresources because of various bureaucratic reasons. 
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e. poor performance of the 
Regional and District AIDS
Committees which 
 have inadequate resources to 
 support

meaningful activities.
 

f. lack of sufficient, pertinent, high quality epidemiologic,
economic, and social scientific data relevant to the HIV/AIDS
epidemic 
-- This problem has substantially slowed NACP
efforts to increase both government commitment and 
public

opinion support for HIV/AIDS prevention programs.
 

g. lack of clear lines of authority/ responsibility between
the Health Education Division and the NACP with regard to the
establishment of 
 the NACP's IEC Subcommittee and
implementation of the IEC component of NACP. 
the
 

II - NATIONAL HEALTH INFORMATION SYSTEM
 

Epidemiologic and surveillance activities currently 
are directed
from several sites within the Ministry of Health. Their placement
within the 
revised Ministry organizational structure 
is not yet
determined. Currently, epidemiologic functions are directed from
 
several places:
 

1) The Epidemiology Division 
(supervises the communicable
diseases reporting system, 
 including immunizations,

tuberculosis, and AIDS);
 

2) The 
 Center for Health Statistics (supervises the
"routine" reporting system 
from MOH health facilities, and
collates data on both 
communicable and non-communicable

diseases, as well as 
processes data such as admission rates,

etc.);
 

3) Separate, program-specific 
 units outside of the
Epidemiology Division (such as MCH for family planning, or the
National Blood 
Transfusion 
Service, which monitors HIV
positivity rates 
in blood donors as part of its efforts to
 
assure a safe blood supply).
 

This structure is similar to 
that encountered in many other
countries, including the U.S., 
 and is a logical one. However,
epidemiologic capacity at each level is limited, and information is
collected, collated, analyzed and fed back to varying and limited
 
degrees.
 

A) MOH Epidemioloav structure
 

1. The Epidemiology Division (Epi Div) 
coordinates such
 programs as the Expanded Programme for Immunization (EPI), the
Diarrheal Disease Control Program (CDD), 
 the tuberculosis
control program, the leprosy control program, the Guinea worm
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eradication program, and the national AIDS Control Program

(NACP). There is no true national program directed towards
 
two of the top three zauses of morbidity and mortality,

malaria 
and acute resp' atory diseases. The Epidemiology

Division presently deal; only with communicable diseases.
 
However with the Ghani Social Marketing (GSMP) Program,

malaria drugs will begin to be socially marketed under the
 
Ghana Family Planning and Health Program. Additionally, Oral
 
Rehydration Solution (ORS) which is being socially marketed by

the GSMP has played an important role in the diarrheal
 
diseases program of the MOH.
 

The surveillance system concerned with communicable diseases

has functioned for many years. The tiered organization of the
 
health system is reflected in the flow of information into the

Epidemiology Division. The Communicable Disease Report Form
 
CD1 is to be completed weekly at the health unit level
 
(hospital, health center, health post). 
 This form is

submitted to the 
District Medical Officer, who in turn

forwards a copy to the Regional Director for Health Setvices.
 
The regional officer compiles these reports 
into a monthly

report, 
on Form CD2. Form CD2 is sent to the Epidemiology

Division, which compiles the information by hand using a

monthly National Summary Form, Form CD3. 
 The compiled data
 
are used at the national level for planning and evaluation.
 
HIV/AIDS is not presently one of the diseases appearing on the

communicable disease report forms. Annual compilations 
of
 
communicable disease 
reports are prepared and sent to the

regions. 
More detailed analyses are performed occasionally.

For example, in March 1991 
a summary letter concerning 1990

EPI performance (based upon administrative estimates) was sent
 
to all regional health supervisors. A public health teedback
 
bulletin (The Ghana Public Health Bulletin) was inaugurated in

December 1989. Subsequent issues have not yet appeared.
 

Equipment, materials, personnel, and office space are all in

insufficient supply. Two computers are presently located in

the Epidemiology Division, and only one is available for the
 
entry and analysis of surveillance data. Personnel with skill
 
in the use of ccmmon software packages are few in number.

While several individuals possess basic word processing

ability, there is only one person in Division
the (the

Director) who is skilled in 
the use of data management or

statistical software (eg. Lotus 1-2-3, DBase, Ei-mInfo, etc.).

The NACP Coordinator for Epidemiology and Surveillance has

basic knowledge of Epi-Info, but has only limited access to a
 
computer. At present, most AIDS surveillance data are
 
compiled and anal7zed by hand.
 

2. Data on many diseases and conditions are collected by the
Center for Health StAtistics (CHS) . This unit obtains 
morbidity data from the regions, who have in turn compiled it 
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from district reports. At present, the CHS 
receives only
annual summaries from each of the regions, in the form of the
Regional Annual Reports. 
 The CHS compiles data on service
delivery as well as 
on 
 specific causes of morbidity.
Mortality data are forwarded by individual hospitals directly
to the CHS; consequently, 
the mortality data file is
substantially less complete than the morbidity file (e.g., 2030% completeness of reporting versus 80-85%). 
 The CHS has no
computers at present. 
Morbidity data are available
compnleted summary on handsheets for 1990 the
; latest available
mortality summary sheet is from the mid-1980's. Data from the
CHS system frequently differs from those reported in the Epi

Div system.
 

3. Other programs within 
the Ministry of Health 
collect
various types of surveillance and management data 
as well.
The extent of information collection depends to some 
degree
upon the degree to which 
resources 
are available to the
program. 
Within the Maternal and Child Health Division, which
participates in the USAID-funded family planning and health
project, a variety of of
types information 
are routinely
collected and analyzed. Quantitative information concerning
the numbers and types of contraceptive products distributed,
the numbers of clients accepting contraceptive services, and
the numbers and types of training opportunities provided are
among the data available. 
 Data on condom supplies and
availability throughout the country are provided primarily by

this office.
 

Similarly, the National Blood Transfusion Service (NBTS) is
monitoring its efforts 
to assure 
a safe blood supply. The
NBTS is 
currently beginning to decentralize its activities.
Transfusion Services have 
been established in some of the
regional capitals, and blood donation coordinators have been
posted. These 
persons participate in the 
recruitment 
of
donors, and assist in the collection and forwarding of data
concerning the screening of at
blood donors the regional

levels.
 

B. CurrentStructurefor HIV/AIDS Surveillance
 

1. Flow of information
 

There are currently some mechanisms through which the NACP collects
 
surveillance information concerning HIV/AIDS in Ghana:
 

a. The routine Epidemiology Division 
reporting
unusual diseases other the- of
those currently listed on 
Forms CDl,
CD2, and 
CD3. HIV disease is not presently included 
on those

forms;
 

L1 ((
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b. The NACP has prepared two forms for use in case
reporting, the "Test Form: Request for HIV Antibody Test" and the
"Laboratory Request Form for HIV Antibody Test". These formssolicit identifiers, demographic data, and information 
on risk
factors and clinical status concerning each person for whom an HIVantibody test is requested. Presently only the first form is inuse. 
The form is to be filled out by the medical officer attending

the person to be tested.
 

c. The NBTS currently is developing transfusion services
throughout the country, beginning at regional
the level. The
central office in Accra receives summary statistics from each of
the functioning regional services concerning the blood screening
activities. 
These data are shared with the NACP.
 

d. The NACP has initiated 
a program of sentinel HIV
serosurveillance in selected antenatal clinics 
(ANC) and sexually
transmitted disease (STD) patients seen in selected polyclinics at

several sites in Ghana.
 

e. Selected special projects have provided epidemiologic
data concerning HIV seroprevalence in special populations. 
These
have included isolated serosurveys in prostitutes, and an ongoing
behavioral intervention conducted by the Ghana Armed Forces (GAF)
in collaboration with AIDSTECH.
 

f. Behavioral data of epidemiologic relevance 
are or
will be obtained by the NACP from two sources:
 

(1) a National KABP survey is planned for mid-1991,
to be conducted with assistance from WHO.
 

(2) 
a variety of special projects conduct small
scale KABP surveys in selected populations
 

2. AIDS case reporting issues
 

Reports of AIDS cases are made based on a new case definition which
was adopted in October 1988. 
 This case definition requires that,
in order for someone to be considered an AIDS 
case in Ghana, the
individual must exhibit 
two of the "major signs of AIDS" (as
defined by WHO) and one "minor sign of AIDS" 
(also defined by WHO)
plus laboratory evidence of HIV infection by the ELISA method, or
the individual must exhibit three major signs with or 
without a
minor sign plus evidence of HIV seopositivity by the ELISA method.
The major and minor signs required are those described in the WHO
clinical case definition (WHO:W.E.R. 1986;61:69-73). There have
been no modifications made to the (WHO clinical) 
case definition
for pediatric AIDS cases in Ghana 
 (Asamoah-Odei, Antwi, Ahmed, et
al:AIDS 
in Ghana, 1986-89, Epidemiological Aspects, Epidemiology

Division, MOH).
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It 
should be noted that, unlike current Ghana policy, the WHO
clinical case definition of 1986 does not require the demonstration
of laboratory evidence of HIV infection by any method. 
In Ghana,
the adoption a new
of AIDS case definition did 
not take into
account the following:
 

the lack of regular supply of ELISA laboratory test kits;
-- the breakdown, over a short period of time, of 3 out of
the 8 ELISA instruments provided by the donors;
-- the absence of maintenance capabilities of electronic 
laboratory equipment;

-- the existence of only one reference laboratory, which is
required to perform a second ELISA on specimens receivedfrom the regions and districts before an AIDS case can be
reported.
 

This situation 
has contributed to very significant delay (and
obstacles in many cases) 
to the diagnosis and reporting of AIDS
cases in 
Ghana. To address this problem, the 
NACP decided
accept reporting of to
 cases with seropositivity determined 
by a
technologically-appropriate simple/rapid test kit called "HIVCHEK".
This test does not require any instrumentation or electricity to be
performed, requires 
limited training and has a relatively long
shelf-life. 
 Despite this positive policy decision by the NACP,
even regular supply of the HIVCHEK test kits has been problematic.
 

3. Collation and Analysis
 

Collation and 
analysis of data is performed primarily 
at the
regional and central levels. 
At the central level, case reporting
depends upon the receipt of documents associated with requests for
confirmation of serologic tests. 
 Such a system naturally risks
substantial under-reporting of cases.
 

Few persons at the central level are currently able to perform data
entry, and fewer still can analyze such data. Consequently, most
data analyses aLe presently performed by hand. A limited number of
slibgroup analyses are performed, but substantially more information
is requested on the "Lab Request Form" than is currently analyzed.
For example, the reports available did not 
include analyses which
examined results by age groups within 
sex categories, or which
distributed cases 
by risk factors reported (other than travel
abroad). This gap is 
a consequence of multiple factors: 
lack of
time from competent personnel, lack of trained personnel, lack of
equipment and materials, and lack of means to supervise adequately(thus, insufficient familiarity peripherally with the need toprovide high quality reports to the central level).
 

4. Feedback
 

The importance of feedback to reporting sites is appreciated at the
 
central level 
(e.g., previous efforts by the Epidemiology Division
 

-!&D 



-- C 8-

to publish The Ghana Public Health Bulletin). The NACP Program
Manager sends out a monthly summary of AIDS case reporting to the
regional levels, and the Epidemiology Division provides annual
summaries of reported communicable diseases. However, if regions
do receive the former reports, most district levels do not. As a
 consequence, the NACP is perceived at the district level as
providing no feedback. Further, the 
reports provided to the
regions represent only regional totals, and thus 
do not provide

adequate detail for use at the district level.
 

C. Current Structures for Related Surveillance
 

1. Sexually Transmitted Diseases (STD)
 

There is not presently a functioning STD control program in Ghana.
No standardized guidelines for diagnosis 
or treatment are yet
available. Surveillance of sexually transmitted diseases other
than HIV/AIDS is presently limited. "Gonorrhea' cases are reported
annually to the Epi Div and to the CHS. 
 No data on the prevalence

or causes of non-gonococcal urethritis 
can be obtained. No data
can be obtained concerning antibiotic susceptibility of gonococcal

isolates in Ghana.
 

2. Tuberculosis (TB)
 

Tuberculosis (TB) also represents a substantial health problem in
Ghana. 
The CHS reported 15,324 cases of tuberculosis in 1990, for
 a national case rate of 
95.1 per 100,000 persons. The Epi Div
system reported a total of 5,409 cases of TB in 
1990, with a case
fatality rate of 1.1%. Resources available to the national program
remain limited. Preliminary information suggests that 
TB is
substantially under-reported. Comparison of AIDS and TB case rates
by region can be used to suggest areas where AIDS under-reporting
 
may be an issue.
 

3. MCH/Family Panning
 

Because the MCH Division has enjoyed substantial support from USAID
and other donors, it has been better able to develop and support an
information system. 
The 1990 Annual Report of the MCH/FP program
includes tables on antenatal, child health, and family planning
service delivery in those facilities directly involved with the
MCH/FP program. 
The MCH reporting system thus duplicates parts of
the Epi Div system (e.g., 
reports of children vaccinated in MCH
facilities). 
This program does maintain useful data on the numbers
of condoms distributed through public sector health facilities.
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III - PUBLIC LABORATORY SERVICES
 

A) MOH laboratory structure and current support for HIV testine
 
Ghana has adopted a system of a Central 
Health Laboratory with
satellite clinical laboratories in all regions and districts.
Health Laboratory Services (HLS) of the 

The
 
MOH. which is currently
within the 
Pharmacy & Supply Division, 
is among other things
responsible for the supply 
of manpower and logistics for the
satellite laboratories. It is involved in the training of
technologists and technicians in collaboration with the School of
Medical Laboratory Technology from which about 30 students graduate


each year.
 

The HIS is severely short of 
manpower, infrastructure, equipment
and transportation. 
 Out of 934 approved personnel positions for
various laboratory services, only 334 (35.7%) currently are filled.
The 11 approved positions for Deputy Chief Laboratory Technologists
currently are vacant, as well 
as the positions the
of Chief
Biologist, the Senior 
Biologist, the Chief Biochemist 
and the
Principal Biochemist. 162 
(48.5%) of the 334 filled positions are
Laboratory Assistants. 
With the exception of the currently Acting
Head of the HILS, 
no one within the laboratory services has academic
credentials at the university level.
 

The HLS currently is responsible for the supply of HIV test kits to
the MOH laboratories at the regional and district level 
in an ad
hoc basis when kits are available. Regional and district hospital
personnel must travel to Accra and/or 
their regional Health
Services to collect their supply of kits since the HLS currently
has no transportation capability for distribution.
 

There is a Public Health Reference Laboratory (PHRL) which serves
as the national 
reference laboratory for microbiology and
investigation of food, for
 water and drugs. The PHRL is under the
authority of the HLS. 
The laboratory is headed by a medical doctor
with a master's degree in medical microbiology.
 

There are 10 clinical 
regional laboratories, 
which are usually
headed by laboratory technologists. 
The system is intended to have
110 clinical district laboratories, but many if not most of these
do not exist. 
Currently eight regional laboratories, including the
Publich Health Reference Laboratory, have HIV testing equipment,
but a recent survey

working. 

found that only five of these were actually
Some district laboratories have this testing equipment,
particularly when they 
are part of a religious mission sponsored
district hospital. Most district laboratories do not have HIV/AIDS

testing equipment.
 

The Nocuchi Memorialinstitute for Medical Research (NMIMR) serves
as the national reference Institute for medical research in Ghana.
It is a well-equipped institution with 
4 units: Epidemiology,
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Microbiology, Virology and Nutrition, and 3 field stations. 
 The
 
Institute has maintained close ties with Japan, which funded the
 
construction and equipment, and still assures biannual maintenance

of equipment by experts from Japan. 
The Institute also has its own
 
maintenance unit. It also is 
involved in training of laboratory

technologists and technicians 
and has established collaborative
 
research networking and training with the World Health 
Organization. 

The above-mentioned laboratories, to date, are involved in HIV 
testing as follows. 

1) AIDS Case Reportina
 

A completed form for use in case-reporting is required by all
Ministry of Health HIV-testing laboratories (Accra, Regional

hospitals). Those forms whose specimens yield a positive antibody

test at the district or regional level are forwarded, accompanied

by a serum specimen, to the national Public Health 
Reference
 
Laboratory (PHRL). 
 At the PHRL a second test is performed, and all

positive specimens are forwarded to the Noguchi Memorial Institute
 
for Medical Research (NMIMR), where all confirmatory testing is

presently performed, using immunoblot methods. The PHRL and 8 out

of 10 regional laboratories use ELISA instrumentation, whereby in

three of the regional laboratories, visual ELISA methodology is
 
used because of breakdown of the ELISA equipment several months
 
ago. Two regional laboratories do not yet have ELISA equipment.

Since adoption of the 1988 case definition, which requires HIV
seropositivity by ELISA, it occasionally has been necessary for the
 
PHRL, and more often for the regional laboratories, to rely upon

simple/rapid peptide based assays (e.g., "HIVCHEK"') rather than
 
ELISA methods for HIV antibody testing.
 

2) Blood screening
 

The 8 clinical regional laboratories also are performing blood
 
screening for HIV at the regional level. 
 Following an evrluation

of three rapid/simple tests for HIV screening (which was Zunded by

A.I.D. and performed, in part, in Ghana), the "HIVCHEK" method was

recommended for use by district hospitals which transfuse blood.
 
Of those hospitals employing the use of the simple/rapid assays,

only a limited number of hospitals (mainly the Christian hospitals)

managed to maintain an adequate supply of reagents for their blood

screening need. District hospitals without 
HIV screening

facilities are required to forward 
samples to the regional

hospitals. This does not necessarily occur.
 

As already stated above, the National Blood Transfusion Services is

in the process of developing Blood Transfusion Services throughout

the country. 
Four regional centers are scheduled to be established
 
in Sekondi, Koforidua, Kumasi and Tamale. 
 At present, the Blood
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Transfusion Services exist 
as a separate entity only in 
Accra,

however, HIV blood screening is still performed by the PHRL.
 

3) Sero-surveys
 

As stated above, the NACP has initiated a program of sentinel serosurveillance in selected antenatal 
clinics (ANC) and sexually
transmitted disease (STD) patients seen in selected polyclinics at
several sites 
in Ghana. The sentinel sero-surveillance is 
also
supported by the clinical regional laboratories, the PHRL and the
 
NMIMR.
 

It should be noted that the Ghana Armed Forces has established its
own 
HIV testing, including confirmatory facilities, at the Accra
Military Hospital to 
support ongoing sentinel surveillance among
the military, screening of recruits and IE&C interventions. Since
this test kit is based 
on a batch of 96 tests, it is not
appropriate for individual diagnostic tests or 
blood transfusion
 
screening.
 

B) Specific constraints to HIV testing
 

i) 
 Deteriorated laboratory infrastructure and facilities
 
Laboratory 
services in Ghana have undergone several decades of
neglect. This 
is evident in the deterioration 
of both the
laboratory services 
 infrastructure 
 and facilities. This
significantly compromises Ghana's capability for HIV testing.
 

The PHRL has been without appropriate regular maintenance for over
a decade. 
This has resulted in a seriously deteriorated facility
that can no lonaer be to
expected function as a credible
laboratory. 
 Estimates of the cost to overhaul blood transfusion
services through 
 the establishment 
of five National Blood
Transfusion Service (NBTS) Centers are 
between $2,000,000 $3,000,000 
over the next five years. An estimate of the cost to
establish a laboratory infrastructure and to supplement national,
regional, and district laboratory services would be 
two to three
times that amount to meet the NBTS needs.
 

Over the years, the demands on the PHRL have 
substantially

increased as it 
is the only national public health and reference
laboratory serving a population that has more than doubled in size.
Urgent needs for HIV blood screening for the Greater Accra Region
and the requirement 
 to provide HIV/AIDS diagnostic and
surveillance, as well as reference services, have greatly taxed the
already overburdeneH laboratory. 
 The physical condition of the
PHRL is appalling - cluttered, crowded and unkept, due mainly to
the presence of unserviceable equipment. Thus, the HIV
confirmatory testing which should be done at the PHRL is currently
being done at NMIMR. NMIMR currently is unable to satisfy the MOH
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needs for confirmatory testing and 
is actively exploring ways to
 
rid itself of this responsibility.
 

The regional laboratories also lack 
 adequate maintenance

capabilities and space, resulting over the years in 
a dilapidated

working environment (refer to Engineering Analysis). 
 They also
 
lack basic laboratory necessities such as a stable and constant

supply of electrical current and water, voltage stabilizers, fans,

air conditioning, etc.
 

It should be 
also noted that low morale, deplorable working

conditions, and inadequate staffing has recently 
led to labor
 
unrest among the employees.
 

The Ministry of Health, through the support of the African

Development Bank, has begun to rehabilitate MOH facilities and has
established a Health 
Services Rehabilitation Unit. The ERGS

Consortium has been selected through an 
international bidding

process and are currently working for the MOH in 
three southern
 
hospitals.
 

2) Poorly trained and supervised laboratory personnel
 

The state of laboratory skills observed during recent field visits
 was often quite limited. Substantial deficiencies in training, and
 
supervision were identified. For example, no regional or district

level laboratory facilities provided evidence of adequate and
ongoing quality control procedures in the area of HIV antibody

testing. No supervisory framework exists currently for regional

and district laboratories. However, in September 1990, the MOH in

collaboration with the Ghana Medical School established a two year

Second Cycle Technologist Training Program to upgrade skills 
of

technologists who already have had 
field experience. The first

graduating class included 14 technologists. In addition, the MOH

has increased the number of students to be trained in the School of
Medical Laboratory Technology from 20 to about 
40 in order to

replace, over 
the next few years, poorly trained technician
 
assistants,
 

Management issues will be what determines the success or failure of
 
any assistance to the National Public Health Reference Laboratory.

The project design should take the lack of trained personnel into
 
account, and should not begin construction or supply of new

equipment until sufficient slots have 
been filled by qualified

personnel to 
 ensure that the new laboratory will function.
 
Additionally, the project should 
explore ways of encouraging

students to study appropriate fields of biomedical science.
 

Currently, there is sufficient commitment to support a laboratory

at the national level with sufficient adequately trained staff. It

is still unclear whether sufficient staff can be made available to
 

Io(0
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provide these services outside 
Accra. While establishing the
national Public Health Reference Laboratory, a thorough analysis
must be carried out to determine the most beneficial way to meet
the need for adequate laboratory services. 
Given the difficulties
that the Ministry of Health has had in providing these in the past,
and the difficulties that it 
is still encountering in recruiting
qualified candidates for public service, it may be more appropriate
to explore the use of the private sector to provide the necessary

laboratory support services.
 

3) Absence of an 
adecuate national framework for the
development of Ghana-specific algorithms and 
auality
assurance Prrorams 
for MOH HIV/AIDS-related public 
health
 
activities.
 

The current Ghana HIV testing algorithm require confirmation of HIV
seropositivity by inmuncolot procedures. 
Additionally, AIDS casereporting in Ghana requires demonstration of HIV seropositivity by
the ELISA method, both by the regional laboratories and the PHRL.
The following problems need to be addressed urgently in order to
establish an appropriate country-wide HIV testing framework:
 

institution has not be able to respond to the national needs
 

" existence of only one overburdened HIV confirmatory centerwhich results in long delays in providing results ofconfirmatory HIV antibody testing to the PHRL, theregional and district levels; 

" low profile of the PHRL in which it's role has been limited torepeat ELISA testing from regional laboratories and theperformance of HIV blood screening for the National BloodTransfusion Services; no laboratory quality control program isyet available from the PHRL; 

" lack of available resources to laboratories and an inabilityto ensure regular supply of materials and test-kits atcentral, regional and district levels. 
the 

The bulk oflaboratory supply the 
come from the Supply Commission. This 

for years. Some funds (I million cedis last year) have been
allocated to 
the Health Laboratory Services by the MOH 
to
purchase directly some laboratory materials from the domestic
market. 
It should be noted that the HIV testing kits are not
yet available in the domestic market and have to be imported; 
" frequent breakdown of equipment and lack of maintenance
capabilities; the maintenance of ELISA testing equipment has
been rendered impossible, 
due more to the absence of needed
electronic parts in the domestic market than to 
the lack of
in-country expertise in electronics. ELISA equipment also has
suffered because of the lack of voltage stabilizers.
 



-- C 14 -

* 	 insufficient and poor storage facilities, as well as a lack of

available transportation; for example, the national laboratory

storage facility owns only 4 refrigerators and no vehicles to
 
transport materials and reagents to the regions.
 

IV. 	 BILATERAL AND MULTILATERAL DONOR SUPPORT FOR HIV/AIDS

PREVENTION AND CONTROL
 

At the Ministry of Health/World Health Organization (MOH/WHO)
Resource Mobilization (or Donors') Meeting for HIV/AIDS preventionand control held September 4th and 5th, 1989, a total of $ 3.224
million was pledged by several multilateral and bilateral donors 
for Ghana's National AIDS Control Program (NACP). 

A. 	 United States Aqency for International Development
 
(USAID)
 

A.I.D has provided approximately $ 1,300,000 to the National AIDS

Control Program through two U.S based contractors, AIDSTECH and

AIDSCOM. The following activities have been tundea:
 

* 	 collaboration through AIDSTECH with the MOH to expand Ghana

Armed Forces-funded pilot AIDS education 
 and 	 condom

distribution program, including establishment of an HIV sero
surveillance system among the Ghana military;
 

" 	 evaluation of rapid/simple tests for detection of HIV
 
antibodies;
 

* 
 mass media campaign for HIV/AIDS prevention and control.
 

Accomplishments of the AIDSTECH-supported activities include 
to
 
date:
 

" 	 establishment of an HIV 
testing facility, including a

confirmatory facility at the military hospital in kccra; the
 
first sero-prevalence data among the military are already

available;
 

" 	 establishment of a condom distribution network within the 
Ghana military distribution system; 

" successful field testing of various simple/rapid tests (which

require no instrumentation) in collaboration with a Ghanaian

Institution, the Noguchi Institute for Medical Research. As a

result of the evaluation, the NACP decided to supply the
 
district hospitals with the rapid test kit, HIVCHECK.
 

With regard 
to AIDSCOM, this U.S.-based contractor has had

difficulties in implementing a national AIDS IE&C campaign. 
 Part
of this was due to an A.I.D./Washington restriction, which
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precluded them from subcontracting with any government entities.
(This prohibition did 
not apply to AIDSTECH.) The inability of
AIDSCOM to establish an in-country presence, either with Ghanaians
or expatriates, 
has limited their activities to organizing a
national workshop on HIV/AIDS counselling. After eighteen months
of intermittent work, the development of a mass media campaign for
HIV/AIDS prevention and control is being designed and is expected

to be launched in about three months.
 

B. Other Multilateral and Bilateral Donor Activities
 

Support from other major donors include the following:
 

-- World Health Organization's Global Programme 
on AIDS (WHO/GPA)
 

WHO/GPA pledged $ 920,000 to Ghana to assist in the following:
 

-- the NACP management;
 
-- the establishment of 
a sentinel sero-surveillance 
system; 
-- provision of laboratory equipment and test kits; 
-- nationwide Knowledge Attitudes Practices survey with 
regard to HIV/AIDS.
 

A delay in releasing the multilateral funds, due to the fact that
there was no WHO/GPA Administrator assigned to the program until
August 1990, caused a corresponding delay in the implementation of
WHO supported-activities. 
Because of the critical role of WHO in
supporting the NACP management, and the importance of pertinent
epidemiological and KABP data to support Information, Education &
Communication interventions, the overall HIV/AIDS prevention and
control 
program was adversely affected. Since the WHO/GPA
Administrator is now in 
place, management of the NACP can 
be

expected to improve.
 

It also be that
should noted 
 the Overseas Development
Administration 
(ODA) provided $ 200,000 to the NACP, through themultilateral WHO funds, to be specifically allocated to Ghana. 

United Nations Development Programme (UNDP)
 

UNDP pledged $ 606,810 for strengthening the psycho-social
counselling skills 
and clinical 
support for HIV sero-positive
individuals and AIDS patients. 
 However the project document has
only recently been 
signed. The project has the following

objectives:
 

-- development of counselling guidelines;
 
-- trained counsellors in every district hospital;


improved clinical management for AIDS patients;
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-- improved capabilities for HealthDistrict Management
Teams to plan and implement AIDS activities in their
 
communities.
 

European Economic Community(EEC)
 

EEC assistance in the amount 
of $ 340,000 will support SexuallyTransmitted Disease (STD) surveillance and will improve clinicalmanagement of STDs. 
 Details of the project are not finalized as
 
yet.
 

-- Swedish International Development Agency
 

An amount of $ 114,000 was put at the disposal of the Adventist
Development And Relief Agency 
(ADRA) by Swedish International

Development Agency (SIDA) to carry out activities in the area 
of
information, education and communication activities among long
distance truck drivers.
 

Gesellshaft ftr Technische Zusammenarbeit (GTZ)
 

GTZ and the MOH recently signed a Memorandum of Understanding
for GTZ assistance in HIV prevention and control in the Upper West
Region. 
 GTZ will provide a GTZ resident advisor and assist the
 
following activities:
 

-- strengthening of blood transfusion services
 
-- strengthening STD control
 
-- setting up HIV sentinel-surveillance system


supporting clinical management of HIV-seropositives

and AIDS patients
 
-- strengthening IE&C activities in HIV prevention.
 

Overall Donor Support for HIV/AIDS in Ghana
 

Currently, all financial resources allocated to the National AIDS
Control 
Program in Ghana are provided by external donors. There
is, at present, no line item in 
Ghana's national budget for
HIV/AIDS prevention and control. This situation points out again
the current low position of the NACP in the overall MOH priorities
and the need to increase the understanding of GOG officials

regarding the importance of the HIV/AIDS problem.
 

Conclusion
 

The problem of HIV/AIDS is of a 
magnitude which demands substantial
donor assistance, but more importantly, the effective use of those
 resources. 
Overlapping and duplication must not occur if the NACP
is to become effective. Presently, inputs from the major donors
are complementary, e.g., EEC support 
of STD surveillance and
clinical management and UNDP support of counselling. Care must be
 

V 
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taken to ensure that coordination among the donors remains strong,
especially in 
 view 
of the additional 
 and substantial 
U.D.
Government 
inputs planned under this project. Regular meetings
among donors must held
be and information
activities must be shared and kept up 

on each other's
 
to date in order to ensure
optimal effectiveness of donor assistance to the Ghana AIDS control
 

program.
 

USAID support complements other donor efforts which will provide
large scale interventions. 
 This project specifically addresses
institution building 
 national health information systems
laboratory support 
in 

and
as well as 
provides additional
comprehensive funding for a
expansion 
of IE&C activities 
 within
framework as the Family Planning and Health Program. 
the same
 

The renovation 
of selected laboratory facilities
needed. The is urgently
renovations 
should provide for a safer 
work
environment, improved refrigeration and reagent storage, improved
ventilation and air conditioning as 
needed; the renovation should
upgrade and stabilize the electrical circuits and power supplies.
The renovation 
of selected laboratories

equipment such and the provision of
as computers will 
improve working conditions and
efficiency of limited
the personnel. 
 However, the laboratory
system cannot be rebuilt unless sufficient motivated, adequately
trained staff made
are 
 available. Development of an 
improved
laboratory infrastructure should proceed at a measured pace, based
on available staff and management structures throughout the life of
the project.
 

The segregation of diagnostic and confirmatory testing activities
from university and 
research facilities will be in
addressed
restructuring of the MOH PHRL and clinical laboratory services as
well as laboratory management to 
recognize functionality and
efficiency. 
 The decentralization 
of the diagnostic reference
services 
is also needed to improve communication, logistics and
reduce frequency of movement of the staff and blood specimens. The
decentralization will also support planned decentralization of the
National Blood Transfusion Services by the MOH.
 

Establishment of a 
Quality Control Program and Technical Assistance
from the PHRL will be critcal to the development of a specific
national testing framework in Ghana.
 

At the regional 
clinical laboratories, 
it is recommended
simple/rapid that
tests be supplied and thus
maintenance and/or replacement costs. 
reduce future equipment


The critical importance for
further evaluation of simple/rapid tests 
in developing adequate
testing algorithms for Ghana cannot be overemphasized 
.
 
A comprehensive training program for laboratory technologists and
technicians needs to be developed by the MOH to address important
constraints 
relative to the 
lack of qualified personnel and
 

I 1 1 1 
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continuing education of existing laboratory staff. 
Expansion and
 career development of the 
staff of the National Reference
Laboratory is critical. 
The MOH has begun to address this problem
with the establishment of the Second Cycle Technologist Training

Program.
 

The lack of highly qualified personnel in the laboratory field and
the poor situation of laboratory services in Ghana, as well as the
complexities of the problems to be 
addressed to improve the
situation, provide 
a strong rationale for a resident laboratory
advisor. 
 This advisor could also coordinate the short term
assistance needed for the 
improvement of the Health Information
 
System.
 

The reorganization of the MOH will be critical to the NACP. 
USAID
will maintain policy dialogue to ensure that the NACP is given
enough authority within the MOH organizational structure to enable
the NACP to direct and conduct an inter-sectoral, multidisciplinary

national HIV/AIDS program. 
The project will address specifically
the critical need to improve the cognizance and appreciation of the
dimensions of the HIV/AIDS among senior government officials.
 

The timely rehabilitation of selected laboratory facilities will be
critical for the overall 
success of the project. The timely
release of the counterpart funds by the MFEP to 
the MOH will be

closely followed by USAID.
 



ANNEX D 

FINANCIAL SUSTAINABILITY AND RECURRENT COSTS
 

The financial sustainability of the HIV/AIDS component of the
Ghana population and family planning program is critical to
achievement of sub-project goal. 
the
 

The project relies primarily on
mobilization of donor resources to 
implement project activities
as well as to raise the awareness of decision and policy makers
to the magnitude of the problem and the resources 
required to
control and prevent HIV/AIDS infection.
 

The GOG has made initial commitments by establishing the national
AIDS Control Program and National Advisory Council 
on AIDS.
Budget line items exist for these bodies. 
 In the MOH, budget
positions exist for the laboratories workers, although they are
currently vacant. 
A major purpose of the program assistance
component of the FPHP is to create a policy environment which
will enable the private sector to expand its role as part of 
a
concerted national effort to attain not only its population and
family planning goals but also the prevention and control of
HIV/AIDS. 
 Until this becomes a reality, the Ministry of Health
will require substantial resources to support the HIV/AIDS

control interventions.
 

In the current project, the MOH will fund the rehabilitation of
the national and regional laboratories and cover recurrent costs.
The main recurrent cost increase as 
a result of this project
comes from staff positions and maintenance of the laboratories,
vehicles and equipment. 
These costs are already programmed into
MOH budgeting. 
Other recurrant cost increases come 
from the
increased use of laboratory reagents. 
While this has not been
budgeted, it is not a large amount, representing approximately

$200,000 per year.
 

Barring an increase in overall MOH budgetary increase, an
improvement in allocation to primary health care including
HIV/AIDS control and prevention can be achieved through
reallocation of MOH resources from mainly curative to primary.
The GOG provides 9% of its national budget to health and
considers primary health care as a national priority. 
It is not
unreasonable therefore to project that expenditures in this area
will increase as long as the Economic Recovery Program produces
positive growth in GDP and 
revenue.
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ANNEX E
 

ECONOMIC ANALYSIS
 

SUMMARY
 

Despite our of
lack knowledge 
about the effectiveness 
of AIDS
interventions, it can 
be confidently said that this 
program
economically justified. The program is difficult to 
is
 

evaluate
because there are 
few tangible outputs. This analysis deals with
the outputs of only two parts of the project: the IE&C campaign and
the blood transfusion program. Rough estimates of the benefits of
these outputs alone suggests that, even 
 with conservative
assumptions, the internal rate of return of the project is at least

15% in real terms.
 

IE&C CAMPAIGN
 

For the information campaign, USAID/Accra was fortunate enough to
have a recent study which showed the effect of an IE&C campaign on
the demand for contraceptives in three regions 
of Ghana. It was
determined that 
those three regions had significantly more 
new
users of contraceptive devices due to the IE&C campaign.. The cost
per new user was $10.60. If the AIDS information campaign is
equally effective, it is estimated that for each year the project
continues, it could encourage 18,858 additional individuals to use
protective devices. 
Based on the average prevalance of AIDS virus
in the population, between 528 
and 905 of those individuals will
have the AIDS virus. 
 Over the course of a year, each person with
the virus has a 37.5% chance of infecting someone (This is
else.
based on the average number of sexual contacts per year (150)
multiplied by the probability of contracting 
AIDS per contact
(.225%)). Thus, during the first year 
it is estimated that the
IE&C campaign would reduce the number of AIDS 
infections by 178.
The study assumed that 25% 
of new users would revert each year.
Hence, 25% of users who started using condoms in 
1991 will stop
after 1 year, and only 396 will continue to use condoms the second
year. 
The following year, 25% of the 396 will discontinue use, and
so forth. 
 In 1995 a total of over 2,300 people infected with the
AIDS virus will be using condoms, which will prevent almost 800
infections that year. By 2012, a total of 4,800 infections will be
 
prevented.'
 

The continuation rate was based on a study conducted by the
Ghana Registered Midwives Association which found an extremely high
continuation rate among men who obtained contraceptive information.
Even so, by 2010, .our assumption implies 
that only 17 people
continue to practice safe sex due to this program.
 

) -P
 



Table E.1 

IMPACT OF IE&C CAMPAIGN ON AIDS TRANSMISSION 

NO. OF 
AIDS 

NEW USERS 
OF 

CARRIES 
WHO 
CONTINUE 

TOTAL 
NO. OF 

NO. OF 
AIDS 

CONDOMS % OF NEW NO.OF TO USE AIDS INFEC 
DUE TO USERS USERS CONDOMS CARRIERS TIONS 

YEAR 
IE&C 
PROGRAM 

WHO HAVE 
AIDS VIRUS 

W/AIDS 
VIRUS 

AFTER 
1ST YEAR 

USING 
CONDOMS 

PRE-
VENTED 

1991 
1992 
1993 
1994 
1995 
1996 
1997 

18858 
18858 
18858 
18858 
18858 

2.8% 
3.3% 
3.8% 
4.3% 
4.8% 

528 
622 
716 
810 
905 

0 
396 
763 

1110 
1440 
1759 
1319 

528 
1018 
1480 
1921 
2346 
1759 
1319 

178 
343 
499 
648 
791 
593 
445 

1998 
1999 
2000 
2001 
2002 
2003 
2004 
2005 
2006 
2007 
2008 
2009 
2010 
2011 
2012 

989 
742 
556 
417 
313 
234 
176 
132 
99 
74 
55 
41 
31 
23 
17 

989 
742 
556 
417 
313 
234 
176 
132 
99 
74 
55 
41 
31 
23 
17 

334 
250 
187 
140 
105 
79 
59 
44 
33 
25 
18 
14 
10 
7 
5 

TOTAL CASES PREVENTED 4807 

BEST AVAILABLE COPY
 



-- E3--


BLOOD TRANSFUSION PROGRAM
 

If the program succeeds, AIDS testing will increase rapidly over
the five year period. Following the initial screening, tests to
confirm AIDS will be made on 1000 
individuals the first year,
rising to 2,500 the final year. It is estimated that 80% of these
confirmation tests will be positive. The economic analysis makes
the assumption that each confirmation will prevent the transmission
of the HIV virus to one person. The analysis also assumes that the
project will install the infrastructure needed to conduct tests,
and that tests will continue to be conducted after the project is
finished. In sum, there will be 2000 fewer AIDS cases per year once
the program is completed.
 

TABLE E.2
IMPACT OF BLOOD TRANSFUSION PROGRAM ON AIDS TRANSMISSION
 

YEAR 
 NUMBER 

OF CONFIRMING 

TEST PERFORMED 


1991 
 1000 

1992 
 1500 

1993 
 2000 

1994 
 2500 

1995 
 2500 

1996 
 2500 

1997 
 2500 

1998 
 2500 

1999 
 2500 

2000 
 2500 

2001 
 2500 

2002 
 2500 

2003 
 2500 

2004 
 2500 

2005 
 2500 

2006 
 2500 

2007 
 2500 

2008 
 2500 

2009 
 2500 

2010 
 2500 

2011 
 2500 

2012 
 2500 


NUMBER 

OF HIV 

INFEC-

TIONS 

CONFIRMED
 

800 

1200 

1600 

2000 

2000 

2000 

2000 

2000 

2000 

2000 

2000 

2000 

2000 

2000 

2000 

2000 

2000 

2000 

2000 

2000 

2000 

2000 


NUMBER
 
OF NEW
 
INFECTIONS
 
PREVENTED
 

800
 
1200
 
1600
 
2000
 
2000
 
2000
 
2000
 
2000
 
2000
 
2000
 
2000
 
2000
 
2000
 
2000
 
2000
 
2000
 
2000
 
2000
 
2000
 
2000
 
2000
 
2000
 

BFSTAV-IA; API F 7nrv 

1Kc 
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ECONOMIC IMPACT
 

AIDS is a time bomb that takes an average of eight years after
infection before symptoms develop. Individuals are then sick an
 
average of one to one and 
a half years before they die. We

calculate that the typical person will become sick at 
the age of

32, and develop symptoms at the age of 40 when the person is near
 
the height of their economic productiveness. We have therefore made
the conservative assumption that the individual would lose one year

of work resulting in the loss of $681 in GDP. This was the average

GDP per adult in 1990.2 Those losses overwhelm the $5 million cost
 
of the project; indeed, ignoring the time value of money, the
economic benefit of the AIDS project is 
$26 million greater than
 
the cost.
 

2 Obviously, this is a conservative assumption in that the 
true economic impact is the loss in production over the remainder
of the victim's expected working life, not just for one year. 
 A
 
person of 40 has perhaps 20 years remaining in his work life, 
so
 
one could argue that the economic impact is much higher than

calculated in this analysis. 
 One should recognize that medical
 
technology will certainly improve by 1999 when today's newly

infected adult will develop symptoms. By 2010 or 2020, a cure
might be possible. Consequently, this assumption is less

conservative than it might appear. 
Note, however, that even if a
 cure is cost of the
found, the cure 
and the loss in production

while the person is treatedd is an economic cost which should be

included in the estimates of the economic impact.
 

tfl 
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TABLE E. 3
 

ECONOMIC
REDUCED NO. OF AIDS 
 IMPACT
YEAR 
 INDUCED DEATHS DUE TO 
 (IN 1990 S) 

BLOOD
 

TRANSFUSION
 
IE&C CAMPAIGN 
 CAMPAIG 
 TOTAL
 

1991
 
1992 


-1000000
1993 

-1000000
1994 

-1000000
1995 

-1000000
1996 

-1000000
 

1997
 
1998
 
1999 
 800 
 978 
 666159
2000 
 1200 
 1543 
 1051250
2001 
 1600 
 2099 
 1429840
2002 
 2000 
 2648 
 1803554
2003 
 2000 
 2791 
 1901210
2004 
 2000 
 2593 
 1766408
2005 
 2000 
 2445 
 1665306
2006 
 2000 
 2334 
 1589379
2007 
 2000 
 2250 
 1532609
2008 
 2000 
 2187 
 1489957
2009 
 2000 
 2140 
 1457967
2010 
 2000 
 2105 
 1433975
2011 
 2000 
 2079 
 1415981
2012 
 2000 
 2059 
 1402486
2013 
 2000 
 2044 
 1392364
2014 
 2000 
 2033 
 1384773
2015 
 2000 
 2025 
 1379080
2016 
 2000 
 2018 
 1374810
2017 
 2000 
 2014 
 1371607
2018 
 2000 
 2010 
 1369205
2019 
 2000 
 2007 
 1367404
2020 
 2000 
 2005 
 1366053
 

TOTAL BENEFITS MINUS TOTAL COST OF AIDS PROGRAM 
 $26,611,489
 

PF 1 A\IAtLAPI E COPY ) i .il" 
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There are many issues not addressed in this analysis such as the

potential impact on the macroeconomic structure and transmission of

AIDS to children. This does not 
imply that these issues are

unimportant, but rather that their impact cannot be realistically

estimated. Moreover, there are several impacts which have not been

analyzed. For example, blood testing will result in 
a significant

reduction in transmission of other diseases with important health

and economic benefits. These are important side benefits which

would, if fully evaluated, 
further increase the internal rate of
 
return of the project. 
Even without studying these additional
 
impacts, this project has an internal rate of return of 15%, and a
 
net present value of $2,600,000 (assuming a 10% cost of capital).

Thus the project is very attractive from an economic viewpoint and
 
should be undertaken.
 



ANNEX F
 

SOCIAL SOUNDNESS ANALYSIS
 

AIDS: Determinants of Risk in Ghana
 
"The AIDS epidemic in Sub-Saharan Africa may well constitute the
greatest public health challenge of our time. 
 Its containment is
likely to rest ultimately upon social knowledge that is at present
vestigial and upon sophisticated social research of a type towards
which we have only begun to grasp. Such social research is likely
to reveal a coherent society--indeed, an alternative civilization-very different in its workings, including its patterns of sexual
behavior, than outsiders 
prescribing cures 
and even offering
sympathy and support often realize."
 
(Caldwell et. al. 1989)
 

In order to design 
a program that will effectively combat the
spread of the
AIDS social system, particularly as it affects
personal 
behavior, must be understood. 
 This will enable the
program to reach 
out to the groups at risk, understand what
educational efforts are 
needed, and 
stem the spread of AIDS
only in not
high risk groups but in the population as a whole. A
simple identification of high risk groups is not enough; there must
be an understanding of what behavior causes this risk and what
factors drive this behavior. This document endeavors to provide

some of this information.
 

I. Population
 

The population profile is covered in the original project document,
Annex F. 
The most important characteristic is that 57 percent of
Ghanainas are below 
age 20. This presents an opportunity for
intervention, since 
most of these will not have 
established
personal 
patterns of sexual behavior, so educational efforts
directd at adolescents to establish healthy behavior will need to
be an important part of the project. 
 It is also a danger in that
the youthful population is a large risk pool 
as many youth
experiment with their sexuality.
 

HIV/AIDS infection was initially brought 
into Ghana by people
practicing high risk heterosexual behavior. 
Studies completed in
1987 found a 60 percent prevalence among ill prostitutes returning
from :vory Coast and a 15 percent prevalence among Ghanians with a
history of stay in neighboring countries (Neequaye et. al. 
1988:
11) . As discussed in the technical analysis, there are significant
gaps in the surveillance 
data which leave unknowns in the
understanding of the demographic pattern of AIDS. 
 For instance,
although their is some indication of Ghanian prostitution migration
from the north into Burkina Faso and sketchy reports of resulting
AIDS, there is 
no hard evidence.
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II. Socio-cultural context.
 

A. Sexual behavior patterns.
 

An understanding of specific sexual 
patterns and especially how
they differ from the perceived behavior of Western 
society is
essential designing an intervention combatting the spread of AIDS
in Ghana. In Sub-Saharan Africa sexual patterns are based indifferent values and are vastly different than those in the West.
Indeed, the Akan of Ghana have at least 24 
names for various types
of sexual relations. (Vallenga, cited in Caldwell et. al., 
1989).
The African--Western 
 difference is especially evident when
different concepts of 
 virtue are examined. In Africa, primary
value is placed on reproductive capacity rather than faithfulness

(ibid). In line with 
this, puberty rites often of
are greater
importance 
than marriage in terms of initiation into sexual
practice. Marriage patterns themselves are quite different given
the presence of polygyny and high rates of divorce. 
These marital
patterns, as well as factors such as a large age difference between
 spouses and the practice of sexual abstinence for prolonged periods
after child birth lead to weak conjugal bonds (ibid). Caldwell
summarizes the available literature on the African attitude towards
 sex with the characterization that it entails "little guilt,
substantial permissiveness, and scant danger of punishments that
would wreck lives or substantially change them." 
 It is important

to note that this model is far from static, indeed, the arrival of
AIDS on the 
scene has and will inject guilt and danger
punishment into the preexisting concepts of 

of
 
appropriate sexual
 

behavior.
 

Several studies of the sexual networks that Ghanaians participate

in show that AIDS education may have already begun to take hold.
One study found that there was a moderation in behavior in the last
 year, with many of males
the citing AIDS as a factor in their
decision to limit relations to their wives. 
(Anarfi and Awusabo-

Asare, 1991). Regarding factors that may promote spread, Anarfi
and Awusabo-Asare also found that people living in urban areas have
 more partners. (ibid). Behavior that enhance the 
spread of

HIV/AIDS and other Sexually Transmitted Diseases has been found in
research that reveals that 7 percent of urban and 6 percent of
rural males report having had 20 or more lifetime partners and 11
percent of urban and 5 percent of rural have too
men had many
partners too remember. 
Females, however, were conspicuously absent
 
from the research group.
 

Pre-marital relations.
 

Overall, the attitude
African towards premarital relations is
usually described as being relaxed. 
The role of modernization in
effecting pre-marital relations is not clear. 
Some may argue that
it relaxes standards, but as Caldwell, et al. point out "sexual
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tolerance is not solely a recent phenomenon of the cities, but has
ancient rural roots." (1989) What one can generally discern about
premarital 
sex is that it is not discouraged. However, a modicum
of discretion is encouraged. 
 The general perception in Ghana
appears to 
be that barriers, if 
any, against pre-marital sexual
behavior 
is broached with the performance of the puberty rites
(Anarfi and Awusabo-Asare: 1991). Other 
than this ritual,
often honored more now
in the breach than in observance, there appear

to be few prohibitions.
 

The issue of pre-marital sex 
is quite serious in a context where
HIV/AIDS is a factor. 
Early experimentation with sex can lead to
multiple partners and high risk behavior, especially if the woman
does not stay within her age group 
(a frequent occurrence given
financial considerations 
in sexual relations). The theory and
practice that Ghanaians offer regarding pre-marital sexual activity
tend to contradict one another. One survey 
found that a high
amount of men and women thought that a woman should be a virgin at
marriage but only two thirds of men and a third of the women
thought that it was necessary. In 
terms of actual practice 12
percent of rural and 7 percent of urban men said they were a virgin
at marriage and 18 percent of urban and 30 percent of rural females
said that they were a virgin at marriage (Anarfi and Awusabo-Asare:
16). Factors influencing the decision to remain a virgin included
religion and tradition 
(both factors are more predominant among
urban women) and 
fear of parents or pregnancy (the latter being
much more predominant among rural women).
 

An examination of patterns of pre-marital sexual activity shows the
age and reasons why young people become sexually active, and thus
place themselves 
at risk of becoming 
infected with HIV/AIDS.
Different studies report a wide range of ages of first 
sexual
experience. 
 One study of junior secondary school (JSS) children
showed that some 
of 
them become sexually active at age nine in
rural areas 
and ten in urban areas (Health Education Division,
Ministry of Health 
(HED), undated). However, 
another study,
focussing on the average age of first sexual 
experience among
adolescents, found a mean age of 16 
for males and 15 
for females
(Adomako, 1991: 4). 
 Another study among a broader age group showed
median age of first sexual relations at 19 for both urban and rural
males and 18 for rural females and 17 for urban females (Anarfi and
Awusabo-Asare: 1991)1 This study also found that 7 to 
8 percent
of the women turn to premarital sex 
out of financial necessity.
Another factor in encouraging premarital sex 
(one that presents an
easy education target) 
is that there is some belief that sex is
 

1 It is important to note that this work uses 
"relations" as
compared to Adomako's "experience" or the GDHS "union". 
are not The latter
terms comparable. A "union" 
is a more or less stable
relationship, as opposed to 
"experience" which can 
refer to a
single episode of coition.
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necessary at a certain age for health reasons. 
A small percentage

of respondents (chiefly female) in 
a study of secondary school
students showed this as a reason for having sex. 
 (Adomako, 1991)2
 

The amount of pre-marital sexual activity also varies. 
 One study

of JSS students showed that while 36 percent were sexually active,

14 percent had had sex within one to two years before the study was

conducted and 20 percent in the previous month (HED). 
 Figures on

pre-marital sex 
suffer from the fact that a sexual relationship

accompanying a friendship that evolves into marriage is often not
 
considered pre-marital sex. Nonetheless, the trend that can be

observed is a much higher reported incidence of pre-marital sexual

activity for males with the average for urban males at between 7

and 10 partners (Anarfi and Awusabo-Asare, 1991). In terms of first

union (i.e. living with a partner or marriage) the respcndents

report that, on average, the age at first union for women tends to
be around 18, with the urban areas slightly higher than the rural 
ones. (Ghana Statistical Service, 1989, 11-12) . Thus we can
conclude that there is about a three year period between first

experience and the first union. 
Another factor which may indicate

high premarital sexual activity among males is the fact that there
 
is a consistently large age gap between husband and wife. 
Although

there is currently no nationwide data available on husband's age at

first marriage, the GDHS shows that first wives are on 
average 8
 years younger than their husbands, while second wives average 16
 
years younger (ibid).
 

There is encouragement for educators and those aiming interventions
 
at youth in that 
a fair number of youth consider themselves too
 
young and/or regret their sexual experiences. One study of

secondary school students found that 46 percent of males and 79
 
percent of 
females regretted entering into a sexual relationship
 
(Adomako, 1991).
 

Tradition holds that while the female is limited to 
one man at a

time, men are allowed infinite sexual freedom whether married 
or
 
not (Anarfi and awusabo-Asare, 1991). There are three basic types
of relationships in this ethno-classification: marriage,

"friendship," 
and commercial sexual relations or prostitution. A
better understanding of these will help clarify risk groups both in

and out of marital union. Before continuing with this discussion
 
it is important to clarify the nature of 
 male-female
 
compensatory/sexual relations in Ghana. 
Pellow explains "No matter

where they meet, a woman is perceived by a man as primarily a

sexual being. Any other status notwithstanding, that is how he
 
relates to her. Knowing this, 
the Ghanaian woman extracts an
 
exchange: sex and sociability in return for material recompense."
 

2 As Anarfi and Awusabo-Asare note this belief is also
 
present among adult males who believe that if they go without 
sex
 
for too long they will get sick.
 

If
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(Pellow, 1977: 204). 
 Thus, what is discussed here are what is
classified 
as marriage and friendship. Explicitly commercial
sexual relations are discussed below.3
 

It must be remembered that the "friendship" or mpena awarerelationship is often a prelude to marriage. Many women have their
first sexual relations with a "friend" and prospective husband. 
In
terms of risk factors, 
 the most prominent feature 
of the
"friendship" 
is the high mobility of the women (Pellow: 205).
Although friendships carry with them a steady stream of material
recompense 
 for the woman, this does 
 not obligate her to
faithfulness and indeed, if she is dissatisfied with the amount of
compensation she may go looking elsewhere. 
These relationships are
usually covert as 
the parents seek out a marriage for the woman,
hence mother/daughter communication, especially about safe sex, may

be circumvented.
 

Marital patterns
 

Marital patterns can lend insight into the relatively closed sexual
relations in the society and to what 
extent these groups are
risk of becoming infected. Studies 
at
 

show that divorce and
remarriage are relatively high in Ghana. 
One study found that 41
percent of respondents had married twice or more 
by age 40 and 77
percent by age or The
71 older. 
 data show that this is more
prevalent in 
the matrilineal ethnic groups than the patrilineal.
Since some matrilineal groups still 
practice widow inheritance
(which is not counted as a remarriage) the figure may be higher
(Anarfi and Awusabo-Asare, 1991) These 
authors also note that
unlike the Southern African situation, there is no 
 'ritual
cleansing' or obligatory 
sexual relations 
with the deceased
husband's brother 
for Ghanaian widows. 
 This practice has been
implicated as a particularly dangerous 
in terms of HIV/AIDS
transmission in parts of East Africa.
 

Extra-marital relations
 

Extra marital sexual relations break the 
closed sexual bond of
marriage and hence provide an avenue for AIDS to gain access to the
mother and her children. Overall, adultery seems to be much more
acceptable for 
men. Indeed, about two-thirds of the men 
in one
study admitted to having extra-marital relations (Anarfi and
 

3 It is important to keep in mind Pellow's caveat: 
 "The line
between courting behavior and whoring behavior is thin." 
(209)
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Awusabo-Asare, 1991)'. The reason 
most cited by men for their

pursuit of extra-marital affairs is their need for sex in the

period of post-partum abstinence. Women also engage in
extramarital affairs 
 to some extent although with greater

discretion and are hence loath to divulge this fact, especially in
 
surveys. 
Some evidence indicates that women in a polygynous union
 
with an older husband may be more likely to engage in extramarital
 
affairs for sexual satisfaction.
 

One concept associated with extra-marital affairs is the concept of
the city wife - that a man working away from home will take asecond "wife" in the city. According to general evidence this 
seems to be a middle class concept, although Caldwell (1989) argues
that the practice extends beyond just the middle class, with

evidence of it among the poor in several African countries. It is
 
not clear to what extent that this type of arrangement is prevalent
 
among lower class Ghanians.
 

Overall, there are many zroblems with gathering data on parallel

relationships and little specific work has been done. 
 Although

these relationships present an urban-rural 
link for HIV spread,

they tend to be stable (ibid). One argument used to explain this,

made in the case of East Africa, argues that these parallel

relationships were quite stable because of the fear of contracting

disease from prostitutes. (Oddo cited in Caldwell, 1989).
 

Sexual practices
 

Different sexual practices have 
different implications for the

transmission of HIV/AIDS and STDs. 
 In the West, receptive anal

intercourse is one of the most risky practices, since rectal tissue
 
is easily torn and provides an avenue for the virus to enter. 
Very

little information exists on Ghanaian behavior patterns during
sexual intercourse. Evidence from elsewhere in Africa provides

ample examples of potentially traumatic practices. In some places,

"dry sex" is practiced, in which the woman's secretions are wiped

away to increase friction during intercourse. Other researchers
 
have found that the sexual act itself is may be quick and foreplay

almost nonexistent 
 (indeed, in some cases foreplay is considered

witchcraft) (Caldwell, 1989). 
 These practices, particularly in a
 
situation where multiple acts over a short period, 
with many

repetitions and the absence of foreplay may increase the friction,

be more likely to traumatize tissue, and hence increase the
 
likelihood that there will be an exchange of blood and thereby

virus. Further information is required.
 

4 The DHS 
shows 25% of all males in a polygamous union.

There may very well be some overlap here, especially as 46% of the
 
men in the Anarfi and Awusabo-Asare study cited the reason for this
 
relationship as a prelude to marriage.
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B. Knowledge and attitudes.
 

All surveys to date show 
a high basic recognition of AIDS, 
a
positive sign for education. Nonetheless, knowledge becomes more
sketchy as modes of transmission, existence 
of a cure and other
issues are probed. Furthermore, 
the data also indicates some
hostility towards AIDS patients. 
This section provides information
to help guide education campaigns both within the risk groups and
without as well as 
a barometer of current attitudes towards AIDS
and AIDS patients within the society.
 

It is important to stress that most of the knowJ.odge surveys 
are
confined to students and high risk groups. 
Thus, despite the fact
that a nationwide study is being planned, there is no adequate
gauge of how widespread knowledge and attitudes 
are about AIDS,
particularly among adults. 
 Nonetheless, this 
data provides
some vital discussion especially since the students 
for
 

represent a
large risk group as well as potential sources of information for
 
others.
 

Modes of information transmittance
 

Modes of information diffusion 
are critical the
for effective
education effort. 
Given no cohesive formal education program about
HIV/AIDS thus far, 
it is important to gauge the channels of
communication so that the project can strengthen them and counter
any misinformation through them. In terms 
of formal modes of
information transmittal, one study of students in the greater Accra
region (Asamoah-Odei, et al, 1991) found even
an distribution
between television, radios and lectures. 
However, a study outside
of Accra (Ametewee and Wyllie, 1990) found that television played
a lesser role while radios as the predominant medium and newspapers
fell in between. 
One study done in the Ashanti region found that
the most prevalent means of communication about AIDS information
for women was 
through interpersonal communication. For men the
main source of information was the radio (Amofah, n.d.). 
 This
finding was also confirmed in Porter's work with youth (1990).
These results must be tempered by the results of Ametewee and
Wyllie who found that only 
a small number of respondents learned
about AIDS 
from their friends. A study of prostitutes (Neequaye
et. al., n.d.) 
found that a majority of bar based prostitutes found
about AIDS from their friends 
(this channel has been effectively
used for AIDS education with a network 
of peer educators). In
contrast, the vast majority of the home based prostitutes found out
about AIDS from the radio. Given the different social patterns of
these two groups, however, the 
contrast is not surprising.
Nonetheless, this series as a good representation for the two main
modes of AIDS communication.
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Awareness of AIDS and its impact on behavior.
 

Recognition of 
AIDS provides the first step in combatting its

spread. 
 Although there is very little data and discussion of how

this knowledge impacts on behavior, some insight is available into
 
patterns that can be used to improve the effectiveness of education
 
programs. Indeed, AIDS is viewed as 
a pressing education problem

among the young as many request more education. One focus group

study found that teenagers viewed AIDS as the most pressing health
 
problem facing their age (Porter, 1990).
 

Overall recognition of sexual transmission as the main mode of

transmission is high in the studies that have proI d this.

However, when one examines the awareness of other modes of

transmission such as blood transfusions 
and needles, there are

large variations in knowledge, even among the group
same (e.g.
students). In terms of how this knowledge changes 
or effects

behavior, the results are mixed. 
 One study that examined
 
prostitutes over time showed a great increase in the use of condoms

after education (Neequaye et. al., undated). Another study,
focussing on the impact of 
an AIDS education drama found that the
drama had altered behavior and that these changes remained a month
later (Bosompra, 1991) . A study among youth found mixed results as
 
some claimed to be changing but others claimed that they were

hopeless/helpless (Porter, 1990). In terms 
of the general

population no studies of knowledge and behavior over time have been
 
done.
 

Attitudes towards AIDS and AIDS patients
 

AIDS connection to sexual behz.vior and, in many cases, bestiality

(Porter, 1990) has created stigma attached to many AIDS
a moral 

patients. Indeed, surveys show that 
attitudes towards AIDS

patients indicate some 
degree of hostility. In the two studies
 
that worked with students, a significant portion of the sample

favored sanctions against AIDS 
patients with isolation, death,

firing from job and deportation being some of the leading

sentiments. Ametewee and Wyllie take a closer look at 
those
favoring sanctions and find that a disproportionate number of this
 
sample belong to Pentecostal/Spiritist churches while a
disproportionate number of Catholics 
and other Christians argue

against sanctions.
 

One of 
the major problems in AIDS education so far has been a

perceived lack of immediacy of the AIDS problem. 
 This has been

compounded in Ghana 
by the fact that, as of yet, infection has

largely been confined to high risk groups and hence 
often to
specific localities. Indeed, in 
their work with lorry drivers,

ADRA came up with the observation that "even though over 80 percent

of the drivers felt that one can be infected with AIDS by having

sex with prostitutes, they did 
not think one is likely to catch
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AIDS through having multiple sexual partners." (ADRA, 1990: 4).Among students in Accra, about a third of the students identifiedthemselves at risk. However, in contrast 
to other information,
about 97 percent of the students said they had taken some measure
of prevention. (Asamoah-Odei, et. al., 1991)
 

Belief in a cure
 

In addition to being generated by a perception of lack of
immediacy, a sense of invulnerability 
can also be engendered by
belief in a cure. 
 This belief presents substantial obstacles for
effective education. Primarily, this is 
a problem of countering
conflicting reports carried in the newspapers that herbalists have
discovered a cure 
for AIDS 
(see discussion of traditional healers
below). Indeed, a number of youth in 
one study (Porter: 12-13)
stated that they had seen someone on television claiming to have a
cure and because of this (and the way it was presented) there must
be some validity to the claim. The belief in a cure seems to span
many sections of the population. For example, 15% 
of a sample of
prostitutes (Neequaye et. al., n.d.) 
said they believed there was
a cure. However, this percentage decreased 
after an education
campaign to 2 percent. In 
other populations, where there was 
no
such measurement of knowledge over time, prevalence of this belief
appears at 
a rate similar to that of the prostitute study before
the education component of the project. 
A survey of lorry drivers
shows that 18% of them believe that there is 
a cure (ADRA, 1990).
Among students in Accra, surveys indicate that about 
a third of
them believe that there is a cure and/or a vaccine. Work with the
Winneba/Berekum students showed about a 13 percent belief in a cure
with males overrepresented in this belief and 
 females
underrepresented. An overwhelming majority of these 
students
believed that the cure was available through a traditional healer
(Ametewee and Wyllie, 1990). This 
seems to be confirmed by
Bosompra's findings of a large number of rumors about a herbalist
 cure for AIDS 
(1991). In further examining the issue of a belief
in 
the cure, an important distinction is made by Ametewee and
Wyllie when they queried respondents about treatment for AIDS.
Here they found that although a lot of students equated cure 
with
treatment a fair number, including those who advocated traditional
healers, realized that treatment was to ease the situation, not
 
cure the disease.
 

Another factor hindering effective education as well as acceptance
of AIDS patients into the society (and this is especially crucial
given the role 
of the family as the main support unit for the
patients) for prevention is misperception and superstition as 
to
the cause of AIDS. Anecdotal information tends to indicate that
the belief in AIDS as caused by witchcraft is as prevalent in the
young as in other groups. A study of students in the Aczra area
found that 1.1 percent attributed AIDS to witchcraft (Asamoah-Odei,
et. al., 1991). 
 More significant is the religious misinformation
 

/ 6 
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as 4.6% of students in the 
same study indicated that AIDS was
 
punishment from God.
 

Prevention 
- attitudes towards abstinence and condoms.
 

Current 
social patterns and attitudes towards different means of
prevention of AIDS 
are important in determining the viability of
advocating different measures and also to changing perceptions if
need be. When examining students' knowledge towards AIDS one
conclusion is that women consistently advocate use of condoms more

than men. Condom use as a whole was advocated by 26 percent in one
study (ibid) and 31 percent in another (Ametewee and Wyllie, 1990).
Female 
advocacy of a condom for protection from AIDS in a

relationship however, presents a problem as 
it is often construed
 as a lack of trust in the partner. Although the introduction of
 a condom for birth control tends to be more acceptable to the male,
this reason indicates a lack of seriousness to the female (Porter:

18). In terms of avoidance of sex altogether, one study of
students found 75 percent avoiding casual sex (Ametewee and Wyllie:
15) while another showed 33 percent practicing abstinence (Asamoah-
Odei, et. al., 1991) 5
 

The knowledge of health workers.
 

Since health workers have a pivotal role, not only as a high risk
 group but as counsellors, their knowledge and 
attitudes are
especially germane in order to ensure the construction of a sound
 
program infrastructure. 
A study done with nurses in Kumasi (Adu-
Sarkodie et al, n.d.) provides interesting data. One of the
primary problems is that fear of AIDS is interfering with work for
75 percent of the nurses. In terms 
of knowledge of modes of
transmissions the nurses show that they themselves are lower risk
since they can recognize the major vehicles 
of transmission.

However they are less 
accurate as counsellor as many cited
incorrect modes of transmission such as 
second hand clothes.
 

C. Modes of transmission 
- risk groups and behavior.
 

In order to design effective education and intervention programs
certain groups must be singled out because their behavior places

them at a higher risk than others. In Ghana some of the major
factors that identify such groups tend to be economic 
necessity

(which engenders prostitution), economic prosperity, separation

from one's family, and travel/high mobility. Examining these
 

5 Note that the Asamoah-Odei, et. al. study backs up
Ametewee 
and Wyllie's conclusion concerning casual sex if the
different categories that fit this classification are added up.
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factors in the context of the groups in which they engender risk
 
allows the targeting of the behavior itself.
 
The military, police and prison guards present 
a high risk group
given their separation from their family and mobility. 
 This is
especially true 
for the military given Ghana's participation in
several international forces as
such ECOMOG and UNIFIL and the
separation of the soldiers from their families.
 

Prostitutes or commercial sex workers present what is perhaps the
highest and already most infected risk group in Ghana. Basically,
there are two discernable levels of prostitution in the major
metropolitan areas  home based (low class) and bar based (high
class). Identifying these 
groups is feasible within 
the urban
 centers but beyond them becomes much more difficult.
 

Before further examining the two main levels of prostitution one
final 
point must be made as regards recompensation in sexual
relationships in Ghana. 
 Economic necessity cannot be
overemphasized 
as a factor encouraging promiscuity. Several
studies have reenforced the conventional wisdom that would could be
characterized as low-grade prostitution takes place quite often out
of economic necessity. (e.g., Caldwell, 1989). 
 For example, a
1980s study of schoolgirls found that 93 percent in a single
village maintained boyfriends who assisted in 
their school fees.
These studies indicate a promiscuity not in
captured available
 
studies on prostitution.
 

One type of relatively clearly defined prostitute is the home based
prostitute. These prostitutes' patronage is characterized by a
high number of customers and hence short, frequent acts. 
One study
of these women found that 
they averaged 16 customers per week
(Neequaye, et. al 1987) 
 This group tends to be older, with one
study (Neequaye et. al., n.d.) finding that almost 
half of its
sample among these women was over 50 years old. 
 These women tend
to longer term prostitution, one study finding that over half had
been in the business over five years. This groups also tends to
have a large number of widowed and previously married women (ibid;
Caldwell, 1989). 
 The prevalence of widows among the prostitutes is
marked by the fact that 
one organization of prostitutes 
in Accra
has chartered a group called the Ghana Widows Association. Among
the 
home based women, the financial imperative leading to
prostitution is more important since many of them are widowed, and
tend to be less educated and have fewer economic options to support
themselves and their children. 
Given the economic imperative it is
quite conceivable that even 
should they contract HIV, they would
not give up prostitution (Neequaye et al, 1987).
 

Another type of prostitute is the bar and club prostitutes. These
also tend to found in major urban centers such as Accra, Tema and
Kumasi. 
Unlike the home based prostitutes, these women charge more
and tend to spend the 
whole night with their customers. The
 

I/ ) , 1
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majority of them also enter prostitution for financial reasons,
with supporting a family the most cited reason under this heading

(ibid). One notable attribute of this group is their high
mobility. One study (Neequaye et. al., n.d.) that attempted 
to
keep track of a group of Accra prostitutes over six months only
managed to reinterview about 65% 
of them. A majority of the bar
 women seem to refuse more than two customers per week usually for
cleanliness or behavior. 
 This indicates the willingness and
ability to refuse customers, but has yet to be fully translated to
apply to customers who refuse to wear a condom, although 60% of the
 women responded by refusing a customer who refused a condom (ibid).
 

In terms of prostitutes' use of condom, there has been an increase
in recent years. One early study (Neequaye et al., 1987) found one
in 116 prostitutes regularly using a condom. 
After an educational
campaign, usage rates increased drastically with around 69 percent
of prostitutes always 
 using condoms with their customers.
Unfortunately, usage with or
rates boyfriends husbands still
remains low, around 20 percent (Neequaye et. al., n.d.)
 

Studies in Accra indicate that both types of prostitutes have a
number of features in common. 
 Both seem to have little idea how
much longer they will remain in prostitution although many of them
 express a wish to become petty traders, indicating people who will,
economic conditions permitting, change their professions over time.
A further observation is 
that both groups seem to have a steady
flow of repeat customers (Neequaye et. al., n.d.).
 

As Caldwell rightly points out is of
there a paucity data and
theory on the prostitute's customers and their number of partners.
The chief data in Ghana of this nature comes from a study by
Neequaye and Neequaye (undated) on the customers of prostitutes in
Accra. 
This study targeted the high class, bar based prostitutes.

The main reason of the customers 
for seeking out the prostitutes

was for pleasure (although 27% said they were looking for women to

marry). Most of the customers were Ghanian (49% revealing yet
-

another risk group) and if Africans increased the percentage to 89.
The sample indicated a preponderance of mobile businessmen, mostly
under age 40. Again, it is important to note that this is a study
of the situation in 
Accra, which arguably has a different

prostitute situation than the rest of Ghana, especially in that the
prostitute population the Neequaye's studied was limited to all
night, and hence, upper tier, prostitutes. The study also found
that 66 percent of the customers would not use condoms and didn't
 
regard themselves at risk from AIDS.
 

Truck drivers present a high risk group due to the amount of time
they spend away from their families, the number of partners they
have, and the 
fact that they often cross international borders.
The main work in this area in Ghana is an ongoing study and

intervention project by the Adventist Development and Relief Agency
(ADRA, 1990). The drivers in the ADRA study range from 20-50 years
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of age and although around 80 percent recognized AIDS as a threat,
they didn't see it 
as a personal one. 
 While a high number could
identify casual sax with prostitutes as a high risk behavior, very
few acknowledged that having multiple partners was 
also a risky
behavior. More than 50% 
of the drivers had 2-4 partners in the
previous six months. 
 Their partners are 
often market women or
girlfriends who travel 
with them for some 
leg of their journey.
Little is know about these partners who also present a serious risk
 
group.
 

Other groups also show indication of high risk behavior. 
Studies
in southern and central Africa 
have shown that higher socioeconomic groups, 
with their frequency of travel and social
interaction often 
have a higher HIV seroprevalence than other
groups. University students, who often overlap with this category,
also seem be
to at 
risk as there is sexual activity within 
an
enclave community, again strengthening the feeling 
 of
invulnerability, but 
an absence of protection. One final group
that has shown a high prevalence in an ongoing study are the miners
surrounding the gold field. 
Despite the presence of the families,
there is a relatively high prevalence of 
 prostitution and
seropositivity in this population which anecdotal sources attribute
to the presence of wealth in the area.
 

High Risk Behaviors
 

Several behaviors practiced by the population at large present some
degree of risk 
if not performed under sterile 
 conditions.
Anecdotal information indicates the 
 occurrence 
 of mass
circumcisions with perhaps six (male) circumcised at the same time.
As the infection spreads from mothers to their children this may
become an increasingly risky behavior. 
 Another risk behavior is
the tribal and witchcraft scarring. 
 Scars are made either as a
tribal mark or as some 
sort of talisman for protection, with the
chance of a number of these occurring within close proximity. Also
at risk from lack of education and, perhaps sterile materials are
traditional birth attendants. 
One other risk behavior worth noting
is rather the absence of any knowledge the
on occurrence
homosexual intercourse in Ghana. of

One point suggested by Johnson
and Pond (1988) is that even when male homosexuality is practiced,
it is usually concealed by bisexuality due to familial pressures:
 

One cultural factor also prevents some degree of risk. 
 This is a
fatalistic world view as embodied in the saying "all die be die, so
do and die," 
 (ADRA, 1990) which basically boils down to the view
that death is inevitable, 
so why the fuss? There 
is little
indication of how prevalent this view is among Ghanaians.
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III. Institutions
 

A variety of institutions will be needed to effectively combat
 
AIDS. No group will directly oppose AIDS education, but a number
 
of them practice ideologies that may hinder its effectiveness.
 
This section endeavors to take a brief look at a number of
 
institutions and their roles.
 

Chiefs
 

Traditional chiefs face the same dual edged problem as other
 
politicians. Given the stigma attached to AIDS, admitting that it
 
is a problem in their district indicates a moral shortfall that
 
reflects on them. On the other hand, many of them are interested
 
in the well being and health of their population and thus have a
 
strong interest in improving AIDS awareness, counselling and
 
protection. A further complication is added to the chief role in
 
that he is often viewed as a symbol of sexual potency.
 
Nonetheless, there is growing momentum for them to be involved in
 
promoting safer sexual behaviors. (Porter: 1990)
 

Central government
 

The ministries of health, youth and sports, information and 
education all can play major roles in an AIDS education program. 
Despite some perceptions that education efforts would encounter 
objections at the grass roots to AIDS education, as of now there do 
not seem to be substantial objections to AIDS education on the part
of the parents or the teachers (Porter 1990) . The main barrier, as 
cited by teachers, seems to be lack of curricula, materials and 
training. 

Church
 

As the strongest modern institution in the country, the church is 
uniquely placed to play a major role in any AIDS testing and/or 
education campaign. Indeed on the local level in some cases it is 
providing badly needed education, testing, and counselling. Two 
major interdenominational variations are hinted at in Ametewee and 
Wyllie's work. They found that, among young advocates of condoms, 
Protestants were overrepresented given their percentage of the 
sample, while Roman Catholics were underrepresented (1990) . In 
terms of advocating sanctions against AIDS patients the study shows 
a great underrepresentation of Roman Catholics and 
overrepresentation of Pentecostal/Spiritists given their 
representation in the sample. Thus, we can see that the Catholic 
church, while sticking to its stance against premarital sex has 
managed to spread a greater feeling of compassion towards AIDS 
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patients, while the Pentecostal/Spiritist sect seem to be 
painting
 
a dangerous view of AIDS patients.
 

Traditional healers
 

Up to now, traditional 
healers have presented an obstacle
effective 
AIDS prevention education. Their 
to
 

claims to a cure,
featured prominently in the Ghanian papers (e.g. Ghanian Times,
October 15, 
1990: "Drobo Herbal Centre Develops Anti-AIDS Vaccine,
page 1) and tacit government support (the sub heading on the above
example states 
"Govt Assistance Assured to the
Promote Work,")
while failing 
 to offer any conclusive results lead to
misconceptions. 
Many of the knowledge surveys have found a belief
in a cure by their population be it lorry drivers, prostitutes, or
students. Ametewee and 
Wyllie and Wyllie analyze their student
population to take 
a closer look at those believing in a cure and
find the knowledge to be somewhat localized in that 1) one school
showed a disproportionate amount of 
cure believers and 2) a high
number of believers come from Brong-Ahafo region, home to 
one of
the more prominent AIDS 
curing herbalists. Furthermore, a
significant number of students 
(14 percent) in the Ametewee and
Wyllie study said they did not know if AIDS was 
curable. These
conclusions, as well as the result of education in dispelling this
notion in Neequaye's work with prostitutes, can lend the tentative
conclusion that this belief is somewhat superficial, combatable by

education.
 

Family
 

The family provides a prime institution for AIDS education.
Porter's work indicated that the taboo in the 
family regarding
teaching the children about sex was 
breaking down in the face of
AIDS (Porter 19). 
 Adomako found that the person most confided in
was the mother. Thus, we can conclude that this project is 
indeed
aptly placed as an amendment to the Family Planning project.
 

IV. Communication Strategies.
 

For the most part this is 
covered in the technical analysis. As
noted in 
the preceding paragraph, there is 
a strong potential
should this be incorporated into the Family Planning project as the
channels utilized by this to
seem reach large segments of the
population most vulnerable 
to AIDS. This combined with the
strengthening of ongoing activities 
with prostitutes and the
military provide some channels.
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V. Beneficiaries - Individuals
 

Women and children.
 

Although the male to female 
ratio has decreased over time, women
 
still remain the main victims of AIDS in Ghana. These women and
 
the children they have (who are one of 
the groups most at risk)
will benefit immeasurably from the increased education, testing and

counselling that could save their lives.
 

Medical Personnel
 

Medical personnel 
will benefit in many ways. Improved testing

facilities and laboratories will encourage some of the doctors who
 
now cite this as a reason to leave, to stay, creating a spinoff

benefit for the population at large. The improved facilities

themselves will provide a safer, more 
effective environment for

technicians, also stemming brain drain in this area. 
All medical

personnel benefiting from education will decrease 
their risk
 
factors. This will be especially true at the grass roots levels as

these personnel institute safety mechanisms to protect themselves
 
and their patients.
 

High risk groups
 

Groups at risk will receive more control over their lives through

testing and education and subsequently will live longer and

contribute more to society. Groups unwittingly at risk such as

donated blood recipients will be protected from death to 
a much
 
greater extent as much blood currently goes unscreened.
 

VT. Women in DeveloDment
 

This project will have three major impacts on Women in Development:
 

1. Training will raise the status of women health professionals.

Their education will enable them to operate 
more effectively and
with greater cognizance of the risks they face when dealing with

AIDS patients. Furthermore, as their knowledge increases, they

will become more credible sources of information, raising their
 
prestige in the community.
 

2. This project, through encouraging the use of condoms as
protection against AIDS will increase the sales of condoms. In

tandem with the availability of condoms on a greater scale, this
will lead to increased profits and, consequently a higher socio
economic status, for the market women selling the condoms.
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3. As women suffer disproportionately from AIDS 
in Ghana (the
ratio was about three female cases to one male case at the end of
1990) stemming the spread of AIDS will 
 bring them a
disproportionate benefit.
 

VI. Spread Effects
 

As with the Family Planning project, this will 
be a nationwide
 program. One additional effect that this project will have will be
some additional knowledge, 
 awareness, and lay the 
 basic
infrastructure to combat other sexually transmitted diseases.
 

VII. Conclusion
 

The factors responsible for the spread of AIDS in Ghana are vastly
different from the ones 
in the United States. Sexual behavior and
migratory patterns follow trends 
 that place different some
different sectors 
of the population at risk. 
 A different value
system as regards sexual relations provides for a different pattern

of spread.
 

Initial work has shown a high recognition of AIDS and a desire for
more education. Many misperceptions exist 
and an education
campaign would be well placed. 
Furthermore, health professionals

lack the facilities that 
enable them to perform adequaze jobs,
especially in blood transfusions, and hence the morale to remain in
 
their jobs.
 

Thus, given the opportunities presented, 
the channels that are
receptive, an obvious gap that needs to be filled, and the crying
need for resources, this project is most socially desirable, and
likely to reach its objectives.
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ANNEX G
 

IMPLEMENTATION SCHEDULE
 

The 
following Implementation Schedule for the AIDS component 
is
compatible with that originally presented in Annex G of the Family
Planning and Health Project Paper.
 

A few of the activities 
are identical to
paper, that those in the original
is the same action will 
cover the AIDS component as
well as 
the Family Planning and Health component. Where that is
the case the action is marked with an asterisk ,.
 

IMPLEMENTATION SCHEDULE FOR
 
AIDS PROJECT ACTIVITIES
 

Event 
 Responsible Time 

Year I 
Party Frame 

* 1. Project authorized and 
Grant Agreement signed USAID/GOG 0 month 
* 2. Request for Proposals
issued USAID + 1 

* 3. Review of contractor 
proposals and selection USAID/GOG +3-4 

* 4. 
due 

First quarterly report 
GOG +3 

* 5. Quarterly report due GOG +6 

* 6. Contractor team in 
country, set up and initiates 
project activities, procures
commodities Contractor +7 
* 7. Contractor annual workplan
developed and approved 

Contractor/ 
Project Tech. 
committee +7-10 

* 8. Quarterly report due Contractor +9 

IE&C-Specific Component 

8A. Baseline survey performed Contractor/MOH +8-10 

9. Procurement of computers
and audio-visual equipment
initiated Contractor +8 



10. Training Plan for NACP
 
and HED staffs developed 


Event 


11. Needs assessment for work
shops and seminars carried out 


12. Project Monitoring System 

developed and functioning 


13. Materials developed for
 
regional campaigns (2) 


14. Sort-term tech. assis.
 
needs determined 


15. Annual project review 


16. Observation tour for
 
government policy makers 


Year 2
 

17. Workshops held for dist
rict health education staffs 


18. Workshops held for
 
media personnel 


19. Identify 2 health educa
tion officers for Ibadan training 


20. Regional campaigns
 
implemented (2) 


*21. Quarterly report due 


22. Outcome evaluations
 
performed (2) 


23. Materials developed for
 
regional campaigns (2) 


*24. Quarterly report due 


*25. Second annual work plan 


Contractor 


Responsible 

Party 


Contractor/MOH 


Contractor/Proj.
 
tech. committee 


Contractor/MOH 


Contractor/MOH 


Project tech.
 
committee 


USAID 


MOH 


MOH 


MOH/USAID 


MOH 


Contractor 


MOH 


Contractor/MOH 


Contractor 


Contractor/proj.
 

tech. committee 


+9
 

Time
 
Frame
 

+9-10
 

+10
 

+10-12
 

+11
 

+12
 

+12
 

+12-14
 

+12-13
 

+13
 

+13-15
 

+15
 

+14-16
 

+15-17
 

+18
 

+18
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26. Workshops held for dist
rict Health education staffs 


Event 


27. Regional campaigns

implemented (2) 


28. Outcome evaluations

performed (2) 

29. Materials developed for
 

national IE & C campaign 


*30. Quarterly report due 


31. National IE&C campaign
 
implemented 


Year 3
 

32. Mid-term external

evaluation 


33. National campaign evaluated 


34. Materials developed for

regional campaigns (2) 


35. Workshops held for dist
rict health education staffs 


36. Identify 2 health education officers for Ibadan training 


37. Workshops held for media
 
personnel 


38. Workshops held for NGOs 


*39. Quarterly report due 

40. Regional campaigns

implemented (2) 


41. Outcome evaluations
 
performed (2) 


*42. Quarterly report due 


MOH 


ResRansible 

Party 


MOH 


MOH 


Contractor/MOH 


Contractor 


MOH 


USAID/GOG 


Contractor/MOH 


Contractor/MOH 


MOH 


MOH/USAID 


MOH 


MOH 


Contractor 


MOH 


MOH 


Contractor 


+16-18
 

Time
 
Frame
 

+17-19
 

+18-20
 

+19-21
 

+21
 

+21-24
 

+24
 

+25-27
 

+25-27
 

+27-29
 

+27
 

+27-28
 

+27-28
 

+27
 

+28-30
 

+29-31
 

+30
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*43. Third annual workplan 


Event 


44. Materials developed for
 
regional campaigns (2) 


45. Workshops held for dist
rict health officers 


46. Regional campaigns

implemented (2) 


47. Materials developed for
 
national IE&C campaign 


48. Outcome evaluations
 
performed 


*49. Quarterly report due 


50. National IE&C campaign

implemented 


51. National clearing house
 
development initiated 


52. Annual project review 


Year 4
 

53. National campaign

evaluated 


54. Materials developed for
 
four regional campaigns; work
shops held for district health
 
education officers, campaigns
 
implemented, outcome
 
evaluations carried out 


55. Quarterly reports 


56. Materials developed for
 
national IE&C campaign, cam
paign implemented, evaluated 


57. Final external evaluation 


58. National clearing house
 
established 


Contractor/proj.
 
tech. committee 

Resnonsible 

Party 


MOH 


MOH 


MOH 


Contractor/MOH 


MOH 


Contractor 


MOH 


Contractor/MOH 


Proj. tech.
 
committee 


Contractor/MOH 


MOH 


Contractor 


MOH 


USAID/GOG 


Contractor/MOH 


]SAVAiL4B LE COPY 

+30
 
Time
 
Frame
 

+30-32
 

+31-33
 

+32-34
 

+32-34
 

+33-35
 

+33
 

+33-36
 

+36
 

+36
 

+38-40
 

+36-44
 

+39;42;45
 

+42-48
 

+42
 

+45
 



59. Final report Contractor +48 

Event Responsible Time 
Party Frame 

Year 1 

Laboratory Support/Health Information Systems-Specific
 
(Epidemioloaic/Laboratory Information Surveillance Systems(ELISS)
 

60. A&E firm for laboratory

renovations 


61. Preparation of bid
 
documents for renovations 


62. Invitations for bids 


63. Procurement of vehicles
 
and equipment initiated 


64. Review of bids, selection
 
and contracting for renovations 


65. Procurement of laboratory
 
supplies initiated 


66. Quarterly report due 


67. Training plan for

laboratory staff developed 


68. Training plan for
 
information staff developed 


69. Project monitoring system

developed and functioning 


MOH +1 

MOH +4 

MOH +6 

Contractor/USAID +7 

MOH +8 

Contractor/USAID +8 

Contractor/MOH +9 

Contractor +9-10 

Contractor/USAID +9-10 

Contractor/project 
tech. committee +10 

70. Short-term technical assistance
 
needs for laboratory and informa
tion systems determined Contractor/USAID 
 +10-11
 

71. Laboratory renovations
 
completed 
 MOH 
 +12
 

72. 	 Annual project review Project tech.
 
committee 
 +12
 

72A. Population based survey 
 MOH/Short-term

performed 
 tech. assistance 
 +12
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Event 


Year 2
 

73. Technical assistance
 
and on-the-job training for
 
laboratory staffs 


74. Applied research
 
grant awarded 


75. Data collection/analysis
 
technical assistance and
 
training for information staffs 


76. Sentinel surveillance
 
initiated (with short-term
 
technical assistance) 


77. Development of laboratory

quality control guidelines

initiated 


78. Operations research
 
initiated 


79. Quarterly reports due 


80. Sentinel surveillance
 
continues 


81. Development of laboratory
 
quality control guidelines

continues 


82. Laboratory staff training
 
in quality control 


83. Second annual work plan 


84. Quarterly reports due 


85. Participants identified
 
for short courses (laboratory) 


86. Participants identified
 
for short courses (information) 

87. Quarterly reports due 


88. Mid-term ext. evaluation 


ResponsibLe Time 
Party Frame 

Contractor +13-24 

USAID +13 

MOH/USAID +13-24 

MOH +14 

Contractor +14 

Contractor/MOH +14 

Contractor/MOH +15 

MOH +15-24 

Contractor +15-24 

Contractor +15-24 

Contractor/MOH +18 

Contractor/MOH +18 

Contractor/MOH +20 

MOH/USAID +20 
Contractor/MOH +21 

USAID/GOG +24 
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It em 


Year 3
 

89. Training/technical
 
assistance continues in
laboratory quality control 


90. Sentinel surveillance
 
continues 


91. Quarterly reports due 


92. Participants identified

for short courses (laboratory) 


93. Participants identified

for short courses (information) 


94. Third annual work plan 


95. Quarterly reports due 


96. Applied research grant
 
awarded 


97. Quarterly reports due 


98. Annual project review 


Year 4
 

99. All activities continue 
-

training of laboratory staff
 
in quality control; technical
 
assistance! sentinel surveil
lance 


100. Quarterly reports due 


101. Population based survey
 
carried out 


102. Final evaluation 


103. Final reports 


Responsible 


Party 


Contractor 


MOH 


Contractor/MOH 


Contractor/MOH 


MOH/USAID 


Contractor/MOH 


Contractor/MOH 


USAID 


Contractor/MOH 


Project tech.
 
committee 


Contractor/MOH 


Contractor/MOH 


MOH 


USAID/GOG 


Contractor/MOH
 

Time
 

Frame
 

+25-36
 

+25-36
 

+27
 

+30
 

+30
 

+30
 

+30
 

+30
 

+33
 

+36
 

+36-45
 

+39,42,45
 

+42-45
 

+42
 



ANNEX H
 

ENGINEERING ANALYSIS
 

1. Project Description
 

1.1 Scope
 

The engineering aspect of the project deals exclusively with the
assessment of the medical laboratory testing infrastructure and
the rehabilitation required to strengthen the general medical
diagnostic and HIV testing capabilities in Ghana.
 

1.2 Location
 

A zonal focus has become necessary to provide balanced national
 coverage of testing facilities. The southern, central and
northern zones of the country can become the bases where medical

laboratory testing efforts are to be strengthened. The project
has identified several critical testing facilities which are to
be physically rehabilitated and institutionally strengthened

under this project. 
They are listed as follows:
 

a. 
 Public Health Reference Laboratory at
 
Korle Bu for the southern zone.
 

b. 	 Institution of Regional Reference
 
Laboratory in Kumasi for the central
 
zone.
 

c. 	 Institution of Regional Reference
 
Laboratory in Tamale for the northern
 
zone.
 

d. 	 Laboratory and Blood Bank in Effia
 
Nkwanta Hospital of Sekcndi in the
 
Western Region.
 

1.3 Needs for rehabilitation of physical infrastructure
 

The degradation of the country's economy since the 1970's has
left most of the Ministry of Health laboratories incapable of
sustaining basic maintenance activities. The cumulative effect
of neglect over the years has resulted in the deterioration of
 
most installations to such an extent that rehabilitation is
 
requ ired.
 

The role of Public Health and Reference Laboratory in Korle Bu,
as 
an effective national reference laboratory, should be
strengthened. 
It should also develop the capability and begin
HIV confirmatory testing. 
 These additional activities require an
expansion of existing space and the development of an acceptable
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laboratory work environment. The rehabilitation of the existing
 
laboratory is critical for the development of the testing role.
 

In Kumasi, the Ministry of Health requires a reference laboratory
 
as well as an HIV confirmatory testing facility to meet
 
increasing regional demand. Rehabilitation of an existing

Medical Field Unit or other facility is required before the
 
institution of the testing role in Kumasi for the central zone of
 
the country.
 

Parts of the large laboratory installation in Tamale will be
 
turned into a regional reference laboratory in addition to
 
developing a confirmatory testing role of HIV. The current
 
debilitated facilities in the Tamale laboratory will be
 
rehabilitated before the testing capability can be installed.
 

Management of the laboratory facilities in Effia Nkwanta is
 
currently difficult because of problems of insufficient space and
 
deteriorated facilities. Rehabilitation of the laboratory and
 
the blood bank will increase the quality of HIV testing in the
 
region.
 

2. Description of Existing Facilities
 

With the currently increasing prevalence of HIV infection in the
 
country, there is an increasing demand on laboratories to produce

quick and reliable results. All existing laboratories in the
 
country are being called upon to detect HIV for a variety of
 
purposes. While most districts and clinics are provided with
 
simple/rapid test equipment, the regional laboratories and the
 
reference laboratories in Accra are called upon to screen larger

numbers of specimens. The Noguchi Memorial Research Laboratory

has been playing the major role as confirmatory testing

laboratory for the entire country. The condition of several
 
selected medical testing laboratories are as follows:
 

2.1 37 Military Hospital HIV Laboratory (2.5m X 6.0m)
 

This is an office in the blood donation block of the hospital

complex which has been transformed for HIV testing only. The
 
walls have oil paint and the floors are covered with plastic

tiles. The laboratory bench consists of one long wooden table
 
along the wall with a formica cover. The room is provided with a
 
window and air conditioning but openings are not adequately air
tight and the false ceiling is too high for air conditioning
 
economy. Three phased wiring is provided to support equipment

which is installed. Electric power backup is available. Water
 
supply is regular and a sink is provided.
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Normal testing is performed by a technician with periodic suppol

from supervisors.
 

2.2 The Public Health and Reference Laboratory at Korle Bu
 

The reference laboratory is housed in an old (built in 1928)
isolated building within the hospital complex. 
The building is
about 30m by 10m including a corridor of 2.5m surrounding the
building. 
Despite its age, the building appears structurally

sound.
 

The laboratory has the following room facilities:
 

i) HIV Testing Room (3.Om X 5.5m)
 

It has long wooden work benches with a formica top.
The floors are covered with plastic tiles which are
peeling off in some parts. 
 Open shelves on the

wall serve as chemical storage areas. 
The room is
air conditioned but air tightness of openings is
 
poor with a high false ceiling which is not

economical with respect to air conditioning.
 

ii) Media Room (5.Om X 5.5m)
 

The room has wooden benches along the wall and a
central table. 
 The floor is covered with plastic

tiles which are deteriorating. Open shelves
 
provide storage for chemicals. Air conditioning

facility is provided but no equipment has been

available after retiring the previous one. 
 A

washing sink is provided. The room is untidy with
 
stains on benches, walls and sinks.
 

iii) Food Microbiology Room (3.Om X 4.0m)
 
The room has a wooden bench with a small sink. 
No
 
air conditioning facility is provided.
 

iv) General and Training Room (4.Om X 4.0m)
 

The room has a formica top on wooder benches which

has many stains. The floor is covered with plastic
tiles which are peeling off. No air conditioning

facility is available. 
 A small sink is installed.
 

v) Secretary Office and Incubator Room (4.Om X 5.0m)
 

/ i/3/ ..
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vi) Entero Bacteriology & Serology (5.Om X 7.0m)
 

It has a plastic tiled floor and stained wooden
 
benches. A small sink and hand washbasin is
 
available.
 

vii) Principal Technologist's Office & Microscopes
 
(3.0m X 3.0m)
 

The offices are surrounded by a corridor of 1.7m.
 
The corridor is partitioned in various ways for
 
various purposes but mostly as storage for broken
 
down equipment and appliances. The external walls
 
are dotted with honeycomb portions which have
 
contributed to ingress of dust, adding to the
 
general untidiness of the laboratory.
 

2.3 Trinity Catholic Hospital, Agomanya
 

HIV laboratory (4.0m X 4.0m). Laboratory was not available for
 
inspection but indications are that it is properly installed and
 
well maintaineH.
 

2.4 Koforidua Regional Hospital Laboratory
 

The hospital was constructed in the late 1960's. It has five
 
room facilities for laboratory use. Currently, three of them are
 
functioning as:
 

i. Blood Transfusion Laboratory
 
ii. Hematology Laboratory
 
iii. Microbiology Laboratory
 

i) Blood Transfusion Laboratory (7.Om X 4.0m)
 

It has a wooden bench with formica top along two
 
sides of the wall. The walls are painted in
 
ordinary emulsion paint and are very stained.
 
there is a terrazzo floor. No bench shelf storage

facility is provided. Broken down telephone and
 
deteriorated plumbing and light fixtures lead to
 
poor utility availability.
 

ii) Hematology Laboratory (8.0m X 8.0m)
 

It has a central bench with a sink and wall benches
 
on all sides of the wall which includes another
 
sink. The benches are in wood with formica tops

whicn have started peeling off. The roof is made
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of concrete and the floor has terrazzo a finish.
The walls are painted in emulsion paint and are
 very stained. The window openings on one side,

which is exposed to the weather, have some of the

sill of the framework rotten. 
Some louver blades
 are broken leading to easy access of rain, insects

and reptiles into the laboratory. Electricity and
 
plumbing fixtures have deteriorated and the
telephone has broken down. 
 No bench shelf storage
 
space is available.
 

iii) Microbiology Laboratory (8.0m X 8.0m)
 

Description is same as 
for Hematology laboratory.
 

The other two laboratory rooms are presently being used for other
 
purposes.
 

2.5 Okomfo Anokve Teaching Hospital Laboratories
 

i) Microbiology Laboratory (7.Om X 7.0m)
 

This has recently been renovated. The p.v.c. floor
tiles have been replaced with terrazzo floor

finish. Wooden benches with white formica tops 
are
installed. 
The room has wide side openings and a
fan for ventilation. Very little storage space

under the bench or above the bench shelves is
 
provided.
 

ii) Hematology Laboratory (7.Om X 7.0m) X 2
 

This also has been renovated recently as the

Microbiology Laboratory and the other is in line
 
for renovation.
 

iii) Biochemistry Laboratory (7.0m X 7.0m)
 

Renovation work is going on to bring it up to

similar standards as the Microbiology Laboratory.
 

iv) Blood Bank Room
 

Bleeding room (3.5m X 3.0m) has three beds with a
 
waiting room (3.Om X 4.0m).
 

v) Serology Laboratory (3.5m X 7.0m)
 

This is due for renovation to the level of the
 
microbiology laboratory.
 



-- H 6 -

vi) HIV Screening Laboratory (7.Om X 3.5m)
 

This was previously used as consulting rooms. The
 
floors are in worn-out p.v.c. tiles. Testing is
 
done on tables with plastic cloth coverings. No
 
proper storage facility is available.
 

2.6 Ministry of Health Laboratories
 

2.6.1 Malaria Unit Laboratory (4.Om X 6.0m) X 2
 

The room has formica top benches and a sink. No shelves for
 
storage are available. The floor is of p.v.c. tiles which have
 
worn-out considerably.
 

The adjoining room to the laboratory is used as an office for the
 
unit. The partitioning between the two rooms is made with
 
plywood.
 

2.6.2 Medical Field Unit
 

The unit is housed in a separate building out in another part of
 
town. The building has three parts, namely: Laboratory which
 
serves out-patients, a cold storage area for vaccines and
 
lodging.
 

i) Laboratory (4.Om X 3.0m)
 

Tables serve as benches and two sinks are
 
available. The floor is in concrete with no tiles.
 
The walls have emulsion paint which is very stained
 
with dirt. No proper storage shelves are
 
available.
 

ii) Storage Room for Vaccines (5.0m X 6.0m)
 

The room has a concrete floor with walls in
 
emulsion paint. Cooling of the room is done by two
 
installed air conditioners. One side of wall
ceiling junction is defective with openings which
 
allow considerable escape of cool air. Backup
 
generator is available for continuous power.
 

2.7 Offinso St. Patrick Hospital Laboratory
 

Laboratory Room
 

The room is about 3.5m X 6.Om with a concrete floor. Working

benches are oil-painted except one of formica topping. A sink is
 
installed. Not much storage shelving is installed except for a
 
small open shelf. The room is kept quite clean.
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2.8 	 Bekwai District Hospital Laboratory
 

Laboratory Room (6.Om X 3.5m)
 

The working bench consists of a long table covered with a rubber
pad on the top. The floor is covered with p.v.c. tiles which are
wearing off. Three sinks are installed but are in very poor

condition. 
A three meter square room is serving as a blood
 
storage facility.
 

The laboratory is in a very poor state requiring renovation; but
the hospital authorities do not foresee it being renovated in the
 
near future.
 

2.9 	 Obuasi Mines Hospital (AGC) Laboratories
 

i) Virology Laboratory (HIV)
 

The 4.Om X 3.Om room has wooden benches with
 
formica covered tops. Storage facilities are

available in shelves below the benches. 
The walls

and floor are tiled with ceramic tiles. Plumbing

is adequately installed with a sink. 
The room is
 
air-conditioned with a window size air conditioner.
 

ii) Bacteriology Laboratory (3.Om X 7.0m)
 

The installation is similar to the Virology Laboratory.
 

iii) Hematology Laboratory (3.Om X 7.0m)
 

The installation is similar to the Virology Laboratory.
 

iv) Sterilization Room (3.5m X 4.0m)
 

The installation is similar to the Virology Laboratory.
 

v) Blood Bank
 

This is installed in a 7.Om X 3.Om room with three

beds for bleeding. The floor is tiled and the
 
walls are in oil paint.
 

2.10 Obuasi Health Center
 

No laboratory facilities are 
in place but plans for installing
one for simple tests are to implemented in six weeks 
. Rapid HIV
testing could be undertaken if equipment is provided.
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2.11 Cape Coast Central Hospital Laboratories
 

i) Serology Laboratory (HIV (5.Om X 5.0m)
 

This has been recently renovated. The floor is in
 
terrazzo finish and the walls are 
in oil paint.

The plumbing system has two sinks. 
 The working

benches are in wood with formica tops. Shelves are

installed below the benches for storage. 
The room
 
is air conditioned.
 

ii) Chemical Pathology Laboratory (5.5m X 5.0m)
 

The room is similar to the Serology Laboratory.
 

iii) Reception
 

This has two rooms for samples (5.Om X 5.0m) and

preparation (5.Om X 5.0m). 
 The installations are
 
similar to the Serology Laboratory.
 

iv) Hematology Laboratory (5.0m X 7.0m)
 

The physical installation is similar to the
 
Serology Laboratory.
 

v)_ Microbiology Laboratory
 

Blood Bank: (5.Om X 5.0m)

Installation is similar to the Serology Laboratory.
 
Bleeding Room: (5.Om X 5.0m)
 
Installation is similar to the Serology Laboratory.
 

2.12 Effia Nkwanta Hospital
 

i) Serology Laboratory (HIV)
 

This is housed in 
a 3.5m by 3.5m room. Low wall shelves
 
serve as working benches. 
 Some of the wall shelves are

used for chemical storage. The floor is concrete finish
with red floor paint which has substantially worn off. An

isolated aluminum sink is installed. The wall is painted
with emulsion paint. A window-sized air conditioner and a
 
fan are provided. No proper storage facility is
 
available.
 

ii) Biochemistry Laboratory (3.5m X 7.0m)
 

Two rooms of the same size are 
in service. The

working benches are 
in wood covered with formica.
 
The floors are tiled and are in good shape.
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Plumbing system has deteriorated with the two sinks
in each room in poor state. The walls have

emulsion paint. 
There are no proper bench storage

facilities (above or below).
 

iii) Hematology Laboratory (3.5m X 7.0m)
 

The physical conditions of this laboratory is
 
similar to that of the Biochemistry Laboratory.
 

iv) Routine Laboratory (6.Om X 10.0m)
 

This room serves also as the reception room for

patients. The physical installation is similar to
 
that of the Biochemistry Laboratory.
 

v) Microbiology Laboratory (4.0 X 5.0m)
 

The installation is similar to the Biochemistry

Laboratory.
 

vi) Autoclave Room (3.Om X 5.0m)
 

The room has no bench installations. The floors
 
are tiled and the walls are painted in emulsion
 
paint. Adjacent to this is the office of the
 
Principal Technologist (4.Om X 5.0m).
 

vii) Blood Transfusion Unit
 

The blood bank facilities are housed in an old
 
building near the hospital surgical block. It

occupies an area of approximately 15m by 10m with
 
rooms for blood storage, washing, laboratory,

bleeding and a hallway. 
 The rooms have emulsion
 
painted wall which are very dirty from lack of
 
maintenance. 
The work benches are covered with
 
worn-out formica tops. The building appears

structurally sound but has some 
rotten false
 
ceiling timber members.
 

2.14 Tamale Central Hospital Laboratories
 

The hospital is located at the outskirts of Tamale. The

laboratory space of the hospital (commissioned in 1974) is the
largest of the country's hospitals. It has four wings disposed
in a rectangular arrangement with a central block in the middle.

One wing with five laboratory rooms, houses the blood bank
reception (3.5m by 3.5m), bleeding room (3.5m by 5m), HIV testing

(3.5m by 3.5m) and a store (3.5m by 5m).
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One of the long wings has nine rooms. Three of the rooms are
currently used as 
offices for the technologist, blood donation

organizer and pathologist. 
These are followed by sterilization
 
room (3.5m X 3.5m), media room (3.5m X 3.5m), microbiology (3.5m
X 8m), special hematology room 
(3.5m X 5.0m) and other utility
 
rooms.
 

The other short wing with five rooms 
houses the hematology

laboratory (3.5m X 8.0m), parasitology (3.5m X 8.0m), cytology

(3.5m X 3.5m) and the reception area.
 

The other long wing has a long laboratory (3.5m X 15m) which is
 not in use, office of Chief Technical Officer (3.5m X 3.5m) and 
a
series of four other offices, some 
of which are not in permanent
 
use.
 

The middle block houses the biochemistry section. It has a
biochemistry laboratory (3.5m X 15.0m), 
a chemical preparation

room 
(3.5m X 3.5m) and the office of the biochemist.
 

All the laboratories and the offices have wooden work benches
with formica tops. Extreme temperature effects and contacts with
 
water have caused the larger part of the formica bench tops to

peel off and the wood underlying the deteriorating floors are
covered with p.v.c. tiles which are worn out in many places.

middle block was built a few years ago but deterioration of the

The
 

benches is already substantial.
 

One sees a widespread under-utilization of the large laboratory

space available in the hospital. 
 In general, the deterioration

observed in the laboratory building is part of the general

falling apart of the hospital infrastructure. An early

rehabilitation is needed. 
Leaking roofs 
are a common problem.
 

Water supply to the hospital is a general problem as its
 
installed reservoir has not been functioning for many years. 
The
laboratory is usually supplied by tankers from the Water Utility
Organization. 
Power supply is said to be regular from the hookup

to the national grid. However, the laboratory has a small backup
generator hooked up to the blood bank and the gynecology

operation theater. 
No circuit stabilization is available.

absence might be responsible for the early damage to the HIV 

Its
 

testing equipment which has not been returned to Tamale since
 
1988. 
 Only the HIV laboratory is air conditioned.
 

3. Justification for Laboratory Infrastructure Rehabilitation
 

3.1 National Public Health and Reference Laboratory
 

The laboratory has been without appropriate regular maintenance

for over a decade. 
 This has resulted in a seriously deteriorated
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facility that can no longer be expected to function as a crediblelaboratory. 
over the years, the demand on the laboratory has
substantially increased as the only public health and reference
laboratory facility for a country which has more 
than doubled in
population during the past twenty years.
 

The current HIV testing responsibility for blood bank/transfusion
services and other purposes have exacerbated the deterioration of
the laboratory. 
The crowded and untidy conditions, due mainly to
the presence of wany years worth of unserviceable appliances,
makes the building unattractive. Personnel availability may be a
problem but more available space and an attractive laboratory
work environment are likely to attract prospective staff.

Moreover, the HIV confirmatory testing which should normally be
done at the reference laboratory is currently undertaken at the
Noguchi Medical Research Laboratory which has not been able to
satisfy the Ministry of Health's confirmation test requirements.
 

The laboratory is beyond normal renovation and therefore it
requires rehabilitation. The peeling p.v.c. tiles will require
replacement by more durable ceramic floor tiles. 
 Wooden work
benches which have mostly formica tops will be replaced with
concrete s2 
bs that have hard and durable terrazzo finishes.
Above and b'iow bench storage shelves will be provided to
eliminate tlh present unsatisfactory storage practice. 
 Glazed
ceramic wall tiles to be installed will also facilitate cleaning
and will help keep the laboratories tidy.
 

The additional space for reception, laboratories, offices and
storage to be provided will respond to pending space requirements
when HIV confirmation testing begins and a greater magnitude of
reference testing activities begins.
 

3.2 Kumasi Regional Reference Laboratory
 

In Kumasi, the main laboratory facilities are located in the
Okomfo Anokye Teaching Hospital. A separate reference laboratory
is required to support the activities of the Ministry of Health
in the region. The existing building for the Medical Field Unit
in Kumasi, or another building space to be provided by the
Ministry of Health, will be rehabilitated to serve as a branch
reference laboratory facility in the central zone 
of the country.
 

The rehabilitation will involve tiling, installation of cabinets
for storage and installation of terrazzo bench top. 
 This will
give a neater laboratory environment and provide durable bench
surfaces. Adequate room space will be provided to house the
required reference laboratory testing activities.
 

The Kumasi reference laboratory will also eliminate travel to and
from Korle Bu reference laboratory by patients and staff.
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3.3 	 Effia Nkwanta HosPital Laboratory and Blood
 
Transfusion Block
 

As in many places, the Effia Nkwanta laboratory facility lacked

adequate maintenance in the past, resulting in a dilapidated

working environment. 
The newly opened HIV testing laboratory

does not meet satisfactory laboratory standards but has been

receiving an increasing demand for testing from the Eikwe St.

Martins Hospital, located near the boarder with Cote d'Ivoire.
 

The main laboratory will be rehabilitated to provide better space
management that will allow the integration of HIV testing into
 
one location. 
 This will reduce the frequent movement of the
supervisors on the steep slope connecting the two laboratories.
 
The rehabilitation will make the laboratory surfaces easier to

clean and to maintain as well as providing more storage space

which will enhance the working environment.
 

Improved ventilation and air conditioners will be provided to
reduce excessive heat build-up which has been the cause of stored
chemical deterioration. 
The electrical circuit stabilizer to be

installed will help limit frequent breakdowns and will prolong
equipment life. The setting will 
save on maintenance cost and
reduce 	drastically the frequency of replacing work benches.
 

The blood bank's dilapidated facilities will be rehabilitated to
give a cleaner setting for the unit by replacing the concrete

floor with floor tiles and providing more durable work benches
 
and tiled wall surfaces in needed areas.
 

3.4 	 Tamale Branch Reference Laboratory
 

The relatively long distance of the northern regional capitals

from Kumasi and Accra makes it important to have a reliable

laboratory testing facility in Tamale to handle the northern zone
requirements for HIV testing. 
Though 	Tamale hospital has the

largest medical laboratory space in the country, the current
 
state of the facilities is deplorable.
 

As it is envisaged to institute a branch reference laboratory in
Tamale as well as capabilities for confirmatory testing of HIV,

its laboratory facilities have to meet reasonable standards for
reliable testing and information management. Currently, the

peeling formica on work bench tops, rotting bench wood, peeling

p.v.c. tiles and leaking roofs do not constitute an acceptable

laboratory work environment.
 

Installation of suitable durable benches and floors are proposed
and will reduce or eliminate frequent repairs and maintenance
 
cost. 	The finishing of the benches and floors will also provide
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a cleaner, safer and more efficient laboratory work environment
 
for the laboratory staff.
 

The rehabilitation will also provide for stabilization of
electric circuits which will help reduce damage to electrical
equipment such as 
that which happened to the HIV testing

equipment in 1988.
 

4.0 
 Design and Rehabilitation
 

4.1 Design
 

The existing laboratories will be redesigned for concrete work
benches supported on masonry blockwork. The bench top and side
surface finishes will be in white (o-
near white) colored
terrazzo. 
The floors, which are not already with hard surface
tiles, will be tiled with near white colored ceramic floor tiles.
Exposed wall surfaces up to two meters from the floor will be in
white glazed ceramic wall tiles. 
 Closed cabinets beneath the
benches will be provided for storage. 
Plumbing and electrical
installations will be reviewed for their sufficiency. 
Air
conditioners and fans will be installed where needed.
 
The extension to existing buildings will be one story with
integrated column and beam frame with concrete block masonry.
The roof will be corrugated aluminum sheet supported by timber
pirlins. 
 Plywood false ceilings will be used. 
The floors will
be concrete reinforced with welded mesh. 
The rooms housing
laboratories will also be equipped with concrete work benches and
finishes will be proposed for the existing laboratories.
 
The work requirements of the proposed rehabilitation are familiar
and usual activities of many construction firms 
in the country.
The tradesmen and materials needed are readily available on the
local market. 
A high quality rehabilitation product can be
obtained with adequate A/E supervision.
 

4.2 Method of Contracting
 

Host country contracting procedures for using local currency will
be used. 
 Immediately after approval for project implementation,
the Ministry of Health, through the project manager of the newly
created Project Implementation Unit of the Ministry of Health
will engage the services of ERGS Consortium for the
rehabilitation activity. 
 The ERGS Consortium has already been
selected through an international bidding process and are
currently working in the three southern hospitals, in question,
in the project for the Ministry. The urgency for getting the
laboratories completed in the shortest time possible has dictated
the use of this consortium which is already in place. 
The
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capacity of the ERG Consortium has been assessed by REDSO/WCA

engineer and it is found satisfactory to take on the laboratory

rehabilitation work envisaged in the project.
 

The Ministry will negotiate a consulting fee for the preparation

of bid documentation and the subsequent supervision tasking.

After completing the bid package and its approval by the Ministry

and USAID, through the assistance of the A&E firm, a short list
 
of selected local construction firms will be requested to bid for
 
the work. With current decentralization in progress, the
 
selection process could be centered in the regions. 
 When the
 
best responsive bidder is selected and the contract is made up,

approval of USAID will be required.
 

During the rehabilitation contract period, REDSO/WCA will pay

periodic visits to monitor the progress of work.
 

It is advisable that each regional rehabilitation effort be
 
treated as a separate contract with a different construction firm
 
for each regional activity. Much construction time can be saved
 
through this approach.
 

5. Estimated Costs
 

Rehabilitation
 

The costs of rehabilitation work are provided in U.S. dollars and
 
are based on unit work quantity prices in Ghana as of February

1991. The costs of extensions to existing laboratory buildings

are based 
on average costs per unit area of similar buildings in
 
Ghana, and based on early 1991 rates, $ 167.00 per square meter
 
will be used to estimate costs for the required extensions at the
 
National Public Health and Reference Laboratory. Costs of extra
 
facilities as needed in a laboratory are estimated separately.
 

Because of the need for developing functioning regional

laboratories within the shortest time possible, most of the
 
rehabilitation work is programmed to be completed in the first
 
year. Considering physical contingencies (10%), the cost
 
estimate for the rehabilitation of the various laboratory
 
facilities is detailed as follows:
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National Public Health and
Reference Laboratory at Korle Bu 
 $ 123,850
 

Kumasi Branch Reference Laboratory $ 72,330
 

Effia Nkwanta Laboratory
 
and Blood Bank Unit 
 $ 90,700
 
Tamale Regional Reference
 
Laboratory 


$ 91,400
 
Subtotal (Renovation & Extension) 
 $ 378,280
 

Architectural/Engineering Services 
 s 22.700
 
SUBTOTAL 
 $ 400,980
 

Physical Contingencies (10%) 
 S 40,098
 

GRAND TOTAL ESTIMATED COST 
 $ 441,078
 

6. Implementation Schedule
 

The time estimate, after the signature of project agreement and
satisfaction of conditions precedent for the various stages of
contracting and renovation/extension work, is estimated as
follows:
 

- Detailing A/E Firm 
 1.0 month
 

-
 Detail design and preparation
 
of bid documents 
 3.0 months
 

- Invitation for bids 
 1.5 months
 
-
 Bid analysis and contracting 
 2.0 months 

- Renovations/extension work 4.0months
 

Total time required 
 11.5 months
 

In discussions with the Head of the Ministry of Health Project
Implementation Unit, Dr. Albert Q. Ottu, and the officials of the
Ministry of Works and Housing, there is general assurance that
the special circumstances of the laboratory rehabilitation will
require close follow-up and pushing. 
These will shorten
 

(- J 
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considerably the implementation schedule. On the Ministry of
 
Health side, Dr. Ottu's office and subcommittee on laboratories
 
can be instrumental in close follow-up during implementation.
 

With the established quicker implementation method during the
 
first year for work at the Public Health and Reference Laboratory

in Korle Bu, the Branch Reference Laboratory in Kumasi and the
 
Blood Transfusion Unit at Effia Nkwanta Hospital, the second and

third year work at Effia Nkwanta Hospital and Tamale Branch
 
Reference Laboratory, respectively, will be implemented without
 
delays.
 



ANNEX I
 

S:Ar
Y7RY CHECKLIST
 

5C(l) 
- COUNTRY CHECKLIST
 

Listed below are statutory criteria
applicable to 
the eligibility of countries to
receive the following categories of assistance:
(A) both Development Assistance and Economic
Support Funds; 
 (B) Development Assistance
f-inds only; 
 or 
(C) Economic Support Funds
only.
 

A. 
 COUTNTRY ELIGIBILITY CRITERIA APPLICABLE TO
BOTH DEVELOPMENT ASSISTANCE AND ECONOMICSUPPORT FUND ASSISTANCE
 

1. Narcotics
 

a. 
Negative certification
1991 Appropriations (FY

Act Sec. 559(b)):
the President certified to the Congress

Has
 
that the government of the recipient
country is failing to take adequate
measures to prevent narcotic drugs 
or
Other controlled substances which are
cultivated, produced or processed
illicitly, in whole or
country or 

in part, in such
transported through such
country, from being sold illegally within
the jurisdiction of such country to United
States Government personnel
dependents or their
or from entering the United
States unlawfully?
 

b. Positive'certificationSec. 481(h)). 
 (This provision applies to
(FAA
assistance of any kind provided by grant,sale, loan, lease, credit, guaranty, or
insurance, except assistance from the
Child Survival Fund 
or relating to
international narcotics control, u-saster
and refugee relief, narcotics education
and awareness, 

medicine.) or the provision of food or
If the recipient is 
a "major
illicit drug producing country" (defined
as a country producing duringyear a fiscalat least five metric500 metric tons tons of opium orof coca or marijuana)"major drug-transit or acountry" (defined as a
country that is 
a significant direct
source of illicit drugs significantly
 

NO
 

GHANA IS NOT CONSIDE 
A MAJOR ILLICIT DR
PRODUCING OR A MAJOR
 
DRUG TRANSIT COUNTRY.
 

BEST AVAILABLE COPY (0
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affecting the United States, through which
such drugs are transported, or through
which significant sums of drug-related
profits are laundered with the knowledge
or complicity of the government):
 

(1) does the country have
in place a bilateral narcotics agreement
with the United States, or a multilateral
narcotics agreement?
 

(2) 
has the President.in
the March 1 International Narcotics
Control Strategy Repo:t (INSCR) determined
and certified to the Congress (without
Congressional enactment, within 45 days of
continuous session, of a resolution
disapproving such a certification), 
or has
the President determined and certified to
the Congress on 
any other date (with
enactment by Congress of 
a resolution
approving such certification), 
that (a)
during the previous year the country has
cooperated fully with the United States or
taken adequate steps 
on 
its own to satisfy
the goals agreed to in 
a bilateral
narcotics agreement with the United States
or in a multilateral agreement, to prevent
illicit drugs produced or processed in
transported through such country from 
or
 

being transported into the United States,
to prevent and punish drug profit
laundering in the country, and to prevent
and punish bribery and other forms of
public corruption which facilitate
production or shipment of illicit drugs or
discourage prosecution of such acts, or
that 
(b) the vital national interests of
the United States require the provision of
such assistance?
 

c. Government Policy (1986
Anti-Drug Abuse Act of 1986 Sec. 2013(b)). 
 "WA
(This section applies to the same
categories of assistance subject to the
restrictions in FAA Sec. 481(h), 
above.)
If recipient country is 
a "major illicit
drug producing country" or "major
drug-transit country" (as defined for the
purpose of FAA Sec 481(h)), has the
President submitted a report to Congress
listing such country as one: 
 (a) which,
as a matter of government policy,
encourages or facilitates the production
 

BEST AVAILABLE COPY
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or distribution of 
illicit drugs; 
(b) in
which any senior official of the
government engages in, encourages,
facilitates orthe production 
or distribution
cf illegal drugs; (c) in which any member
of a U.S. Government 
agency has suffered
or been threatened with violence inflicted
by or with the complicity of any
government officer; 
 or 
(d) which fails to
provide reasonable cooperation to lawful
activities of U.S. drug enforcement
agents, unless the President has provided
the required certification
pertaining to U.S. national interests and
 
to Congress
 

the drug control and criminal prosecution
efforts of that country?
 

2' Indebtedness 
to
(FAA Sec. 620(c): U.S. citizens
If assistance is to a
government, is the government indebted to
any U.S. citizen for good 
or services
furnished 
or ordered where: 
 (a) such
citizen has exhausted available legal
remedies, (b) the debt is 
not denied or
contested by such government,'or (c) the
indebtedness arises under an unconditional
guaranty of payment given by such
government 
or controlled entity?
 

3. 
Seizure of U.S. Property (FAA
Sec. 6 20(e)(l)):

government, has it 

If assistance is to a
(including 
any
government agencies or subdivisions) taken
any action which has the effect of
nationalizing, expropriating, 
or otherwise
seizing ownership or control of property
of U.S. citizens or 
entities beneficially
owned by them without taking steps to
discharge its obligations toward such
citizens or 
entities?
 

4. 
Comunist countries (FAA Secs.
62 0(a), 620(f), 620D; 
 FY 1991O
Appropriations Act Secs. 512, 545): 
 Is
recipient country a Communist country?
so, If
has the President: 
 (a) determined
that assistance to the country is vital to
the security of the United States, that
the.recipient 
country is not controlled bythe international Comnunist conspiracy,
and that such assistance will further
promote the independence of the recipient
country from international communism, or
(b) removed a country from applicable 


NO
 

NO.
 

4(a) NIA
 

4(b). N/A
 

bLST AVAILARLE COry 
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restrictions 
on assistance to communist
countries upon a determination and report
to Congress that such action is important
to the national interest of the United
States? Will assistance be provided
eitherdirectly 
or indirectly to Angola,
Cambodia, Cuba, Iraq, Libya, Vietnam, Iran
or Syria? Will assistance be provided to
Afghanistan without a certification, 
or
will assistance be provided inside
Afghanistan through the Soviet-controlled
 
government of Afghanistan?
 

5. 
Mob Action (FAA Sec. 620(j)):
Has the country permitted, or failed to 

take adequate measures to prevent, damage
or destruction by mob action of U.S.
property?
 

6. 
OPIC Investment Guaranty (FAA
Sec. 620(1)): 
 Has the country failed to
enter into an 
investment guaranty 

agreement with OPIC?
 

7. Seizure of U.S. Fishing Vessels
(FAA Sec. 
620(o); Fishermen's Protective
Act of 1967 (as amended) Sec. 5): 
 (a) Has
the country seized, or 
imposed any penalty
or sanction against, any U.S. fishing
vessel because of fishing activities in
international waters? 
 (b) If so, has any
deduction required by the Fishermen's
Protective Act been made?
 
8. 
Loan Default (FAA Sec. 6 20(q);
FY 1991 Appropriations Act Sec. 518
(Brooke Amendment)): 
 (a) Has the
government of the recipient country been
in default for more than six months on
interest or principal of any loan to the
country under the FAA? 
 (b) Has the
country been in default for more 
than one
year-on interest or principal on 
any U.S.loan under a program for which the FY 1990
Appropriations Act appropriates funds?
 

9. 
Military Equipment (FAA F z.
620(s)): If contemplated assistaiice is
development loan or to come from Economic
Support Fund, has the Administrator taken
into account the percentage of the
country's budget and amount of the
country's foreign exchange or 
other
resources spent on military equipment?
 

NO
 

NO
 

NO
 

C H INVES2=
 
AGREDTATIAN 
 E
 

7 (a) NO 

8(a). NO
 

8(b). NO 

N/A
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(Reference may be made to the annual
"Taking Into Consideration', 
memo: "Yes,
taken into account by the Administrator at
time of approval of Agency OYB.', 
This
approval by the Administrator of the
Operational Year Budget can be the basis
for an 
affirmative 
answer during the
fiscal year unless significant changes in
circumstances oc'ur.)
 
10. Diplomatic Relations with U.B.
(FAA Sec. 620(t)): 
 Has the country
severed diplomatic relations with the
United States? 
 If so, have relations been
resumed and have new bilateral assistance
agreements been negotiated and entered
into since such resumption?
 

11. 
 U.N. Obligations (FAA Sec.
620(u)): 
 What is the payment status of
the country's U.N. obligations?
country is If the
in arrears, 
were such
arrearages taken into account by the
A.I.D. Administrator in determining the
current A.I.D. Operational Year Budget?
(Reference may be made to the "Taking into
Consideration,, memo.)
 

12. International Terrorism
 

a. Sanctuary and support (FY
1991 Appropriations Act Sec. 556;
Sec. 620A): FAA

Has the country been
determined by the President to: 
 (a) grant
sanctuary from prosecution to any
individual or group which has committed an
act of international terrorism 
 or (b)
otherwise support international 
terrorism,
unless the President has waived this
restriction 
on grounds of national
security or 
for humanitarian reasons?
 

. b. 
Airport Security (ISDCA of
1985 Sec. 552(b). 
 Has the Secretry of
State determined that the country is 
a
high terrorist threat country after the
Secretary of Transportation has
determined, pursuant to section ll15(e) (2)
of the Federal Aviation Act of 1958, that
an airport in the country does not
maintain and administer effective security
measures?
 

NO
 

GHANA ISNOTIN
 
ARREARS INITS
 
UN OBLIGATIONS.
 

12(a). NO
 

NO
 

nr-T A'Atiqf rN
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13. Discrimi6atio:
666(b)): 	 (FAA Sec.
Does the country object, on the
basis of race, religion, national origin 
 NO
or sex, to the presence of any officer or
employee of the U.S. who is present in
such country to carry out economic
development 
programs under the FAA?
 

14.
669, 670): Nuclear Technology (FAA Secs.
Has the country, after August
3, 1977, delivered to any other country 
NO
 

or
received nuclear enrichment or
reprocessing equipment, materials, or
technology, without specified arrangements
or safeguards, and without special
certification by the President?
transferred Has it
a nuclear explosive device to
a non-nuclear 
weapon state, or 
if such a
state, either received or detonated a
nuclear explosive device? 
 If the country
is a non-nuclear 	 NO
weapon state, has it, 
on
or after August 8, 1985, exported (or
attempted to 
export) illegally from the
United States any material, equipment, or
technology which would contribute
significantly 
to the ability of
to manufacture 	 a country
a nuclear explosive device?
(FAA Sec. 620E permits a special waiver of
Sec. 669 for Pakistan.)
 

15.
Sec. 720) :
Algiers Meeting (ISDCA of 1981,
Was the country represented at
the Meeting of Ministers of Foreign 	 GHANA HASNOTIYET
 

E MAI
Affairs and Heads of Delegations of the RL= VATIONS.
 
Non Aligned Countries to TO MACCOR WAS TA.WI
Assembly of the U.N. on 

the 36th General I .0A
Sept. 25 and 28, 	
NST RATOR
1981, and did it fail to 	 A.I.D.disassociate 	 AD ENSTRATOR

itself 	 AT =HEfrom the communique 	 TIME OF APPROVXissued? If so,
has the President taken it into account?
(Reference may be made toConsideration,, memo.) 
the "Taking into 

16. Military Coup (FY 1991
Appropriations Act Sec. 513): 
 Has the
duly elected Head of Government of the
country...been deposed by military coup or
decree? 
 If assistance has been
terminated, has the President notified
Congress that a democratically elected
government has taken office prior to the
resumption of assistance?
 

BEST AVAILARLIE fX)v 	 W0) 
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17. Refugee Cooperation (FY 1991Aoprocriaticns Act Sec. 539): Does therecipient country fully cooperate with theinternational refugee assistanceorganizations, the United States, andother governments in facilitating lastingsolutions to refugee situations includingresettlement without respect to race, sex,religion, or national origin? 

18. Exploitation of Children (FY1991 Appropriations Act Sec. 599D,amending FAA Sec. 116): Does therecipient government fail to takeappropriate and adequate measures, withinits means, to protect children fromexploitation, abuse or forced conscriptioninto military or paramilitary services? 

Y 

B. COUTRY ELIGIBILITY CRITERIA APPLICABLEONLY TO DEVELOPMENT ASS:STANCE ("DA") 

I. 7an Rights Violations (FAA Sec.116): Has the Department of State
determined that this government hasengaged in a consistent pattern of grossviolations of internationally recognizedhuman rights? If so, can it bedemonstrated that contemplated assistancewill directly benefit the needy? 

2. Abortions (FY 1991 AppropriationsAct Sec. 535): Has the Presidentcertified that use of DA funds by thiscountry would violate any of theprohibitions against use of funds to payfor the performance of abortions as amethod of family planning, to motivate orcoerce any person to practice abortions,to pay for the performance of involuntarysterilization as a method of familyplanning, to coerce or provide anyfinancial incentive to any person toundergo sterilizations, to pay for anybiomedical research which relates, inwhole or in part, to methods of, or theperformance of, abortions or involuntarysterilization as a means of family
planning? 

NO 

BEST AVAILABLE COPY ( . 
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C. 
 COLXTRY ELIGIBILITY CRITERIA APPLICABLE
ONLy TO ECONOMIC SUPPORT FUNDS ("ESF")
 

Human Rights Violations
502B): (FAA Sec.
Has it been determined that the
country has engaged in a consistent 

NIA
pattern of gross violations of
internationally recognized human rights?
If so, has the President found that the
country made such significant improvement
in its human rights record that furnishing
such assistance is 
in the U.S. national
interest?
 

BEST AVAILABLE COPY 



-- 19

.5C(2) 
- ASSISTANCE CHECKLIST
 

Listed below are 
statutory criteria
apolicable to the assistance 
resources
themselves, rather than to the eligibility of
country to receive assistance.
divided into three parts. 
This section
 

Part A includes
criteria applicable to both Development
Assistance and Economic Support Fund resources
Part B includes criteria applicable only to
Development Assistance 
resources. 
 Part C
includes criteria applicable only to Economic
Support Funds.
 

CROSS REFERENCE: 
 IS COUNTRY CHECKLIST UP TO
DATE?
 

A. 
 CRITERIA APPLICABLE TO BOTH DEVELOPMENT
ASSISTANCE AND ECONOMIC SUPPORT FUNDS
 

1. 
Host Country Development Efforts
(FAA Sec. 601(a)): 
 Information and
conclusions 
on whether assistance will 
encourage efforts of the country to:
(a) increase the flow of international
trade; 
(b) foster private initiative and
competition; 
(c) encourage development and
use of cooperati v es, cr e dit un i ons, a n d 
savings and l o an assoc i ations; 

(d) discourage monopolistic practices; (e)
improve technical efficiency of industry,
agriculture, and commerce; 
and (f)
strengthen free labor unions. 


2. U.S. 
Private. Trade and Investment
(FAA Sec. 601(b)): 
 Information and
conclusions 
on 
how assistance will
encourage U.S. private trade and
investment abroad and encourage private
U.S. participation in foreign assistance
programs (including 
use 
of private trade
channels and the services of U.S. private
enterprise).
 

PROGRAM RELIES PRIMARILY
THE MOBILIZATION OF PRIVAI 

C 
SECTOR ORGANIZATIONS/HMIE 

TOSUPPORT FILY PL 

AT E.I/A/hD 

N
 
A EAL AND


AMIV/ArDS ACTIVITIES.

A = M BY UA WCF G M ,
WL PFDBME s mi m x 

M a L a%FaRJND AVXEW 
 WC
 

D ZWE. 
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3. Congressiozal 
'otification
 

a. 
General requirement (FY 1991
Appropriations Act Secs. 
523 and 591; 
 N/A
FAA Sec. 634A): If money is to be
obligated for an 
activity not previously
justified to Congress, or for an amount in
excess of 
amount previously justified to
Congress, has Congress been properly
notified 
(unless the notification

requirement has been waived because of
substantial risk to human health or
welfare)?
 

b. 
 Notice of new account
obligation (FY 1991 Appropriations Act
Sec. 514): If funds are 
being obligated

under an appropriation account to which	 

N/A
 
they were not appropriated, has the
President consulted with and provided a
written justification to the House and
Senate Appropriations Committees and has
such obligation been subject to regular
notification procedures?
 

c. Cash transfers andnonproject sector assistance 	 NON PROJECT ASSISTANCE(FY 1991 	 IS 
Appropriations Act Sec. 575(b) (3)): If 

NOT PART OF THIS AT=,M" 
funds are to be made available in the form 

THE PARENT PP/PAAD

PROVIDED NECESSARY CN.
of cash transfer or nonproject sector
assistance, has the Congressional notice
included a detailed description of how the
funds will be used, with a discussion of
U.S. interests to be served and 
a
description of any economic poolicy


reforms to 
be promoted?
 

4. Enginee~ing and Financial Plans(FAA Sec. 611(a)): YrS, ALL REV±NT PLANS IPrior to an obligation
in excess of $500,000, will there be: 	
BEN CARRIED OUT AXNE A 

engineering, financial or other plans 
(a) 	 REASONABLY FIRM ESTf4ATE I 

COST OF ASSISTANCE HASnecessary to carry out the assistance; and 	
E:
 

ESTABLISH.
(b) a reasonably firm estimate of the cost
to the U.S. of the assistance?
 

5. Legislative Action (FAA Sec. 
 COND:IONALITY611 (a) (2)) : 	 FOR TRNCM1If legislative action is
required within recipie.nt country with 
I OF THE NVN-PROJECT 

respect tc ASSISTANCE PROGRAIM REQUIR!an obligation in 
excess of
$500,000, what is the basis for a 	
TI-I GOG TO M{ANGE CLASSIF 

reasonable expectation that such action 
CATION OF CERTAIN DRUGS T(

will be completed in time E)-T OR LESS DANGEROUSco permit 
 CATEGORIES.orderly accomplishment of the purpose of 	
THE PHARNACY 

BOARD WHIMOthe assistance? OVERSEES THIS 
ACTION HAS INDICATED THfAT 
Fy ANTICIPATE NO PROBL
 

IN MEETLNG THIS CONDITION 
IT WAS ALREADY BEING CONSJ 
BY M- PHARMACY BOARD. 

7? 

http:recipie.nt


-1 11 -

6.
FY Water Resources (FAA Sec. 611(b);1991 Appropriations Act Sec. 501): 
 If
 
ProjectN/A


project is for water or water-related land
resource construction, have benefits and 
,
costs been computed to the extent
practicable in accordance with the
principles, standards, and procedures
established pursuant to the Water
Resources Planning Act 
(42 U.S.C. 1962, jt
ie .)? (See A.I.D. Handbook 3 for
guidelines.)
 

7. cash Transfer and SectorAssistance (FY 1991 Appropriations Act 
NPA IN PAn7 PP/PAADSec. 575(b)): MAINTAINED INA SEPA ITE
Will cash transfer or
n:nproject sector assistance be maintained 
NON COMMINGLED ACCOUNT.
 

in 
a separate account and not commingled
with other funds 
(unless such requirements
are waived by Congressional notice for
nonproject sector assistance)?
 

8. 
Capital Assistance (FAA Sec.
611(e)):

(e.i., 

If project is capital assistanceconstruction), 
and total U.S.
assistance for it will exceed $i million, 
N/A 

has Mission Director certified and
Regional Assistant Administrator taken
into consideration the country's
capability to maintain and utilize the
project effectively?
 

9. 
Multiple Country Objectives (FAA
Sec. 601 (a)) : PROGRAM RELIESInformation and conclusions PRLARILY 01THE MOBILIZATIONon whether projects will encourage efforts OF PRIVATI
of the country to: SECTOR ORGANIZAIIONS/
(a) increase the flow
of international trade; BUSINESSES TO SUPPORT(b) foster private FAMI]
initiative and competition; (c) encourage 

PLANNING, MATERNAL/CHILD
development and use of cooperatives, HEALTH AND HIV/AIDS ACTIVI° credit unions, and savings and loan ADDITIONALLYJ A CA GRANT Wassociations; BE AUCTIONED BY(d) discourage monopolistic 7 BAM 0practices; (e) im.prove technical 
 GHANA, 4HICH WILL PROVIDE
efficiency of industry, agriculture and 

PRIVATE SECTOR BUSINESSES
commerce; 
and 
(f) strengthen free labor 
ACCESS TO CRITICAL FOREIGN

EXCHANGE WICH WILL SUPPOR'
unions. 

PIVATE INVESTMENT, EXPORT
 

10. U.S. Private Trade (FAA Sec.601(li)) : AND TADE. ?Information and conclusions 
on
how project will encourage U.S. private
trade and investment abroad and encourage
private U.S. participation in foreign
assistance programs (including use of
private trade channels and the services of
U.S. private enterprise).
 

BEST AVAILABLE COPY 
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11. 
 Local Currencies
 

a. 
Recipient Contributions
(FAA Secs. 24% OF U612(b), 636(h)): Describe COST OF 1E
steps taken to assure that PRA FICO BY
to the maximum 
 GOC IN-K IND C
extent Possible, the country is Ycontributing local currencies to meet the 
 GOG INkIND AND CASH
cost of contractual and other services, CONR~rIONs.LcC 
 Is
and foreign currencies owned by the U.S. 
FLNANCIvo ALL LOCAL Cos-
RELATCare utilized in lieu of dollars. TO ASSISLMCE TCPUBLIC SECTOR HEALTH 

b. U.S.-Owned PROFESSIONALS.Currency (FAA
Sec. 612(d)): 
 Does the U.S. own excess
foreign currency of the country and, if
so, what arrangements have been made for 
NO
 

its release?
 

C. Separate Account (FY 1991
Appropriations Act Sec. 575). 
 If
assistance is furnished to a foreign
government under arrangements which result
in the generation of local currencies:
 

(1) Has A.I.D. a)
required that local currencies be
deposited in YES
a separate account
established by the recipient government,
(b) entered into an agreement with that
government providing the amount of local
currencies to 
be generated and the terns
and conditions under which the currencies
so deposited may be utilized, and (c)
established by agreement the
responsibilities of A.I.D. and that
government to monitor and account for
deposits into and disbursements from the
separate account?
 

(2c Will such local

currencies, or an equivalent amount of
local currencies, be used only to carry
out the purposes of the DA or ESF chapters 

YES
 
of the FAA (depending on which chapter is
the source of the assistance) or for the
administrative requirements of the United
States Government?
 

(3) Has A.I.D. taken all
appropriate steps to ensure that the
equivalent of local currencies disbursed
from the separate account are used for the 
YES
 

agreed purposes?
 

p ES v. P I Fr 0 PYb 
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(4) If assistance is
terminated to 
a country, will any
unencumbered balances of funds remaining 
 YE
in a separate account be disposed of fot
purposes agreed to by the recipient
gcvernment and the United States
Government?
 

12. 
 Trade Restrictions
 

a. 
Surplus Commodities (Fy 1991
Appropriations Act Sec. 
5 21(a)): If
assistance is for the production of any 
NO
 

commodity for export, is the commodity
-likely to be in surplus 
on world markets
at the time the resulting productive
capacity becomes operative, and is such
assistance likely to cause substantial
injury to U.S. producers of the same,
similar or competing commodity?
 

b. Textiles (Lautenberg
Amendment) (FY 1991 Appropriations Act
Sec. 5 21(c)): NO
Will the assistance (except
for programs in Caribbean Basin Initiative
countries under U.S. Tariff Schedule
"Section 807,", which allows reduced
tariffs on articles assembled abroad from
U.S.-made components) be used directly to
procure feasibility studies,
prefeasibility studies, 
or project
profiles of potential investment in, 
or to
assist the establishment of facilities
specifically designed for, the manufacture
for export to the United States or to
third country markets in direct
competition with U.S. exports, of
textiles, apparel, footwear, handbags,
flat goods (such as wallets or 
coin purses
worn on the person), 
work gloves or
leather wearing apparel?

13. Tropical Forests (FY 1991
Appropriations Act Sec. 5 33(c)(3)): 
 Will
funds be used for any program, project or
activity which would (a) result in any
significant loss of tropical forests, or
(b) involve industrial timber extraction
in primary tropical forest areas?
 

3EST AVAII n F Cr/Iv 
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14. Sahel Accounting (FAA Sec.
121(d)): 
 If a Sahel project, has a
determination been made that the host
government has an adequate system for
accounting for and controlling receipt and
expenditure of project funds 
(either
dollars or local currency generated

therefrom)?
 

15. PVO Assistance
 

a. 
Auditing and registration 
If


(FY 1991 Appropriations Act Sec. 537): 

assistance is being made available to a
PVO, has that organization provided upon
timely request any document, file, or
record necessary to the auditing
requirements of A.I.D., 
and is the PVO
registered with A.T.D.?
 

b. Funding sources 
(FY 1991
Appropriations Act, Title II, under
heading "Private and Voluntary
Organizations,,): 
 If assistance is to
made to be
a United States PVO (other than a
cooperative development organization),
does it obtain at least 20 percent of its
total annual funding for international
activities from sources other than the
United States Government?
 

16. Project Agreement Documentation
(State Authorization Sec. 139 
(as

interpreted by conference report));
confirmation of the date of signing of 

Has 
the
project agreement, including the amount
involved, been cabled to State L/T and 


A.I.D. LEG within 60 days of the
agreement's entry into force with respect
to the United States, and has the full
text of the agreement been pouched to
those same offices? 
 (See Handbook 3,
Appendix 6G for agreements covered by this

provision).
 

17. 
 Metric System (Omnibus Trade and'
Competitiveness Act of 1988 
Sec. 5164, as
interpreted by conference report, amending
Metric Conversion Act of 1975 Sec. 2, and
as implemented through A.I.D. policy):
Does the assistance activity use the
metric system of measurement in
procurements, grants, and other 
its
 

business-related activities, except to the
 

YES
 

YES
 

coNFIRMAIION OF THE
 
SGNIRMAO
OF =- AGRERJ1 
ND FULL OF OF 'U=E


AGR:MD wiFULL. BE SNT 
TO STATE L/T AND A.I.D. 
LE wuTN 60 DAYS OF
LT EGW N 0 S OF 
IE AGRE.'S ERY 
INTOFORCE. 

NO 

bLS1 AVAILABLE COPY 
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extent that such use 
is im=ractical
likely to or 	is
cause significani inefficiencies
Cr lo1ss 
of markets to United States firms?
Are blk purchases usually to be made in
metric, and 
are components, subassemblies,
and semi-fabricated materials to be
specified in metric units when
ecancmically available and technically
adequate? 
 Will A.I.D. specifications 
use
metric units of measure from the earliest
progranmatic 
stages, and from the earliest
documentation of the assistance 
processes
(for example, project papers) involving
5uantifiable 
measurements 	 YES.
(length, area, 
AS A FAMILY PUA;--N,,
volume, capacity, mass 	 MATENAL/ClILD 1-ALTH AND
and weight),
through the implementation stage? 	

HIV/AIS PROGRAM, THE MA2OR1
 
OF SSIST-ANCE IS GEARES TO I;(
 
WOMEN 1EALTh PROFESSICNALS18. Women in Development (FY 1991
Appropriations Act, Title II, under 	
ALSO WILL BE ULAINED.heading "Women in 	 AFRICA AIDS 

Develcpment,,) : 	
IS A MAJOR PROBLDIassistance be designed so 

Will 

that the 

-INWOMEN, THEREFORE MOST
percentage of 
 PR7;rIhNwomen participants will be 	
EFORTS WILL TAoGWOMEN ATIdemonstrably increased?	 I'DEIR FAMILIES.
 

19. Regional and Multilateral
Assistaman 
(FAA Sec. 209): Is assistance 
NO. THE PROGRA1 FOCUSES ON
more efficiently and effectively provided 
COUNlrRY-SPECIFIC POLICIES
AND ACTIVITIES NOT SUBJECT TC
t h rough region a l or mul t ilateral
organizations? 	 A E%A WCI7ITIE HOTn."E 

not 
If so, why is assistance 	 T
 

so provided? 	 REGIONAlG EISLTIOR.
Information and
conclusions 	 HO'WVER,

on whether assistance will 

T PROGRAM IS SUPPORTIVE OF
encourage developing countries to 
WOL AN 
 GOAEFUO 
 N
 

cooperate in 	 WIF0 POLICIES AND GOALS H-EOUL
regional development

7
pr grams.	 AND HIV/AIDS PROGRAMS IN_LV
 

20. Abortions 
(FY 1991
Appropriations Act, Title I, 
 under
heading "Population, DA," 
and Sec. 525):
 

a.

available Will assistance be made
to any organization

which, 	 or program
as determined by the President,
supports or participates in the management
of NO
a program of coercive abortion or
involuntary sterilization?
 

b. 
Will any funds be used to
lobby for abortion? 

NO
 

21. 	 Cooperatives (FAA Sec. 111): 
 YES.
Will assistance help develop cooperatives, WILL PROVIDE INDIGDOUS
NGOCS, I.LUDI,
especially by technical assistance, to COOPERATIVES
 
assist rural an'I 

TECtuICAL ASSISTANCE.
urban poor to help
themselves toward a better life?
 

I ,-AILABLE COPY 
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22. U.S.-Ovned Foreign Currencies
 
a. 
Use of currencies (FAA Secs.
612(b), 636(h); FY 1991 Appropriations Act
Secs. 507, 
509): Describe steps taken to
assure that, to the maximum extent
Possible, foreign currencies owned by the
U.S. 
are utilized in lleu of dollars to
meet the cost of contractual and other
services.
 

b. 
Release of currencien (FAA
Sec. 612(d)): 
 Does the U.S. own excess
foreign currency of the country and, if
so, what arrangements have been made for
its release?
 

23. Procurement
 

a. Small business
602(a)): (FAA Sec.
Are there arrangements to permit
U.S. small 
business to participate

equitably in the furnishing of commodities
and services financed?
 

b. 
 U.S. procurement (FAA Sec.
6 04(a)): 
 Will all procurement be from the
U.S. except as other-wise determined by the
President or determined under delegation

from him? 

c. Marine insurance
604(d)): (FAA Sec.
If the cooperating country
discriminates against marine insurance
companies authorized to do business, in the
U.S., will commodities be insured in the
United States against marine risk with
such a company?
 

d. Non-C.S. agricultural
procure=ent (FAA Sec. 604(e)): 
 If
non-U.S. procurement of agricultural
comoity or product thereof is to be
financed, is 
there provision against such
procurement when the domestic price of
such comodity is 
less than parity?
(Exception where comnmodity financed could
not reasonably be procured in U.S.)
 

e. Contruction 
or engineering
services 
(FAA Sec. 6 04(g)): Will
construction 
or engineering services be
procured from firms of advanced developing
countries which 
are otherwise eligible
 

YES
 

YES
 

NIA
 

PE-T AVAIlABLE COpy 
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under Code 941 and which have attained a
cetiive capability in international
markets in 
one of these areas? (Exception
fr those countries which receive direct
economic assistance under the FAA and
permit United States firms to compete for
construction 
or engineering services
financed fro= assistance programs of 
these
countries.)
 

f. 
Cargo preference shipping
(FAA Sec. 603)): 
 Is the shipping excluded
-.rm
compliance with the requirement in
section 901(b) of the Merchant Marine Act
of 1936, as amended, that at least
50 percent of the gross tonnage of
conmodities (cor-puted separately for dry
bulk carriers, dry cargo liners, and
tankers) financed shall be transported 
on
Privately owned U.S. flag comnercial
vessels 
to the extent such vessels are
available at fair and reasonable rates?
 

g. 
Technical assistance
(FAA Sec. 621(a)): 
 If technical
assistance is financed, will such
assistance be furnished by private
enterprise on a contract basis to the
fullest extent practicable? 
Will the
facilities and resources of other Federal
agencies be utilized, when they are
particularly suitable, not competitive
with private enterprise, and made
available without undue interference with
domestic programs?
 

h. U.S. air carriera
(:nternational Air Transportation Fair
Competitive Practices Act, 1974): 
 If air
transportation of persons or property is
financed 
on grant basis, will U.S.
carriers be used to the extent such
service is available?
 

of U.S. i. Termination for convenienceGovernment (FY 1991 AppropriationsAct Sec. 504): 
 If the U.S. Government is
a party to a contract for procurement,
does the contract contain a provision
authorizing termination of such contract
for the convenience of the United States?
 

NO
 

YES
 

YES
 

YES
 

p T AVAILABLE COPY 
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j. Consulting services(FY 1991 Appropriations Act Sec. 524): 
 If
assistance is 
for consulting service
through procurement contract pursuant to 5
U.S.C. 3109, 
are contract expenditures 
a
matter of public record and available for
public inspection (unless othe-wise
 
provided by law or 
Executive order)?
 

k. 
 Metric conversion

(Omnibus Trade and Competitiveness Act of
1988, as interpreted by conference report,
amending Metric Conversion Act of 1975
Sec. 2, and 
as implemented through A.I.D.
policy): 
 Does the assistance program use
the metric system of measurement in its
procurements, grants, and other
business-related activities, except to the
extent that such use 
is impractical 
or is
likely to cause 
significant inefficiencies
or 
loss of markets to 
United States firms?
Are bulk purchases usually to be made in
metric, and are 
components, subassemblies,


and semi-fabricated materials to be
specified in metric units when
economically available and technically
adequate? 
 Will A.I.D. specifications 
use
metric units of measure 
from the earliest
programmatic stages, and from the earliest
documentation of the assistance processes
(for example, project papers) involving
quantifiable measurements 
(length, area,
volume, capacity, mass and weight),

through the implementation stage?
 

1. Competitive Selection
Procedures 
(FAA Sec. 601(e)): Will the
assistance utilize competitive selection
procedures for the awarding of contracts,

except where applicable procurement rules

allow otherwise?
 

24. Construction
 

a. Capital project (FAA Sec.
601(d)): 
 If capital (e.., construction)

project, will U.S. engineering and
professional services be used?
 

b. Construction contract (FAA
Sec. 611(c)): 
 If contracts for
construction are to be financed, will they
be let on a competitive basis to maximum
extent practicable?
 

N/A 

D
 

YES
 

N/A
 

N/A
 

SST AVAILABLE COPN' \ 



-- 1 19 --

C. 
 Large projects,
Congressional approval (FAA Sec. 620(k)):
If for construction of productive
enterprise, will aggregate value of
assistance to be furnished by the U.S. not
exceed $100 million (except for productive
enterprises in Egypt that were described
in the Congressional Presentation), 
or
does assistance have the express approval
of Congress?
 

25. 
 U.S. Audit Rights (FAA Sec.
301(d)): 
 If fund is established solely by
.U,.S. contributions and administered by an
international organization, does
Comptroller General have audit rights?
 

26. 
 Communist Assistance
620(h). (FAA Sec.
Do arrangements exist to insure
that United States foreign aid is not used
in a manner which, contrary to the best
interests of the United States, promotes
or assists the foreign aid projects or
activities of the Communist-bloc
 
countries?
 

27. Narcotics
 

a. 
Cash reimbursements (FAA
Sec. 483): Will arrangements preclude use
of financing to make reimbursements, in
the form of cash payments, to persons
whose illicit drug crops are eradicated?
 

b. Assistance to narcotics
traffickers (FAA Sec. 487): 
 Will
arrangements take "all reasonable steps"
to preclude use of financing to or through
individuals 
or entities which we know or
have reason to believe have eithe:
been convicted of (1)
a violation of any law
or regulation of the United States 
or a
foreign country relating tonarcotics (or
other controlled substances); 
 or (2) been
an 
illicit trafficker in, 
or otherwise
involved in the illicit trafficking of,
any such controlled substance?
 

N/A
 

YES
 

N/A
 

YES;1
 

PFST AVAILABLE CC 
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2b. Expropriaticn and Land Reform
(F.A Sec. 
62 0(g)): Will assistance
preclude use of financing to compensate
owners 
for expropriated or nationalized
property, except to compensate foreign
nationals in accordance with a land reform
program certified by the President?
 

29. Police and Prisons (FAA Sec.
660): Will assistance preclude use of
financing to provide training, advice, 
or
ajiy financial support for police, prisons,
or other law enforcement forces, except
for narcotics programs?
 

30. CIA Activities (FAA Sec. 662):
Will assistance preclude use of financing 
YES
 

for CIA activities?
 

31. 
 Motor Vehicles (FAA Sec.
636(i)): Will assistance preclude 
use of
financing for purchase, sale, long-term 
 WAVER 1{S BELNOBTAIND.
lease, exchange or guaranty of the sale of
 motor vehicles manufactured outside U.S.,
unless 
a waiver is obtained?
 

32. 
 Military Personnel
Appropriations Act Sec. 503): 
(FY 1991

Will 
 YS
assistance preclude use of financing to
pay pensions, annuities, retirement pay,
or adjusted service compensation for prior
or current military personnel?
 

33. Payment of U.N. Assessments
1991 Appropriations Act Sec. 505): (FY
 
assistance preclude use 

Will YES

of financing to
pay U.N. assessments, arrearages or dues?
 

34. Multilateral Organization
Lending (FY 1991 Appropriations Act Sec.
506): Will assistance preclude "se of
financing to carry out provisions of FAA
section 209(d) (transfer of FAA funds to
multilateral organizations for lending)?
 

35. 
 Export of Nuclear Resources (FY
1991 Appropriations Act Sec. 510):
assistance preclude use of financing to 

Will
 

YES
finance the export of nuclear equipment,
fuel, or technology?
 

PE13T AVAIL.Ai L 

http:AVAIL.Ai


"36. 
 Repression 
o, Population (FY
1991 Appropriations Act Sec. 511): 
 Will
assistance preclude use of financing for
the purpose of aiding the efforts of the
government of such country to repress the
legitimate rights of the population of
such country contrary to the Universal
Declaration of Human Rights?
 

37. 
 Publicity or Propoganda (FY 1991
Appropriations Act Sec. 516): 
 Will
assistance be used for publicity or
.Prpaganda 
purposes designed to support cr
defeat legislation pending before
Congress, to 
influence in any way the
outcome of a political election in the
United States, or 
for any publicity or
propaganda purposes not authorized by
Congress?
 

38. 
 Marine Insurance (FY 1991
Appropriations Act Sec. 563): 
 Will any
A.I.D. contract and solicitation, and
subcontract entered into under such
contract, include a clause requiring that
U.S. marine insurance companies have a
fair opportunity to bid for marine
insurance when such insurance is necessary
or appropriate?
 

39. 
 Exchange for Prohibited Act (FY
1991 Appropriations Act Sec. 569):
any assistance be provided to any foreign

Will
 

NOgovernment (including any instrumentality
or agency thereof), foreign person, or
United States person in exchange for that
foreign government 
or person undertaking
any action which is, if carried out by the
United States Government, 
a United States
official or employee, expressly prohibited
by a provision of United States law?
 

FRESTAVAILABLE CC,,
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". 
 CR TER:A A2PLICABLE TO DEFLCPMENT
 
ASSISTANCE ONLy
 

1. Agricultural Exports (Bumpers
Amendment) 
(FY 1991 Appropriations Act
Sec. as N/A521(b), interpreted by conference
report for original enactment): If
 
assistance is for agricultural development
activities '(specifically, 
any testing or
breeding feasibility study, variety
improvement or 
introduction, consultancy,
publication, conference, 
or training),
such activities: are
 

(1) specifically and
principally designed to increase
agricultural exports by the host country
to a country other 
than the United States,
where the export would lead to direct
competition in that third country with
exports of a similar commodity grown or
produced in the United States, and 
can the
activities reasonably be expected to 
cause
substantial injury to U.S. exporters of a
similar agricultural commodity; 
or (2) in
support of rese.arch that is
primarily to benefit U.S. 
intended 

producers?
 

2. 
Tied Aid Credits (FY 1991
Appropriations Act, Title 11, 
under
heading "Economic Support Fund"): NO
 
Will DA
funds be used for tied aid credits?
 

3. Appropriate 
Is 

Technolog-y (FAA Sec. YES, S2IPLE.RAPID DIAGNOS107) special emphasis placed on use 
ASSAYS FCR HIV WILL BEof appropriate technology (defined PRCCURRED, WiCH ARE THEas COST-EFICIEN7,relatively smaller, cost-saving, STATE-CF

labor-using technologies that are 
CS- AIE A ND 

ART 
 P-PCDSgenerally most appropriate for the small 
AVAILABLE AND 

farms, small businesses, and small incomes 
AFR CA
 

of the.poor) ?
 of 
t.Ac1o "
 IS DES.GNED
4. Indigenous Needs and Resources 

TO 
(FAA Sec. 281(b)): Describe extent to 

TE SPECIFIC SKITPLS OF GHNAIN7ELLECULALjwhich the activity recognizes the RESOURCES WIiHAIMOU
particular needs, desires, and capacities OF IN2-T -" N.of SIP, .the people of the country; utilizes the 
E,.r DEED NECESSPcountry's intellectual BOLST- TE ATICvAL EFORTresources to
encourage institutional E PREVr-_17:ON AND CONTROLdevelopnent; and OF H7AIDS IN GHAsupports civic education and training in 

.. I"'7 ,-L- INAREA INCliEskills required for effective IE&2 C.A..JGNS TO
participation in governmental and 

EUCAIE PPcAo,7 AT PJ.., n\1polit'cal processes essential to 
OF MUC:ATci; .ATONALFOR POLI(f

self- -vernment. m S AID JANDFOR LABORAT01
MERS AND CA/NDTL1CIAS O
 

F3E," AVAILABLL COPY 



-- I 23 -

5. 
 Economic Developmant (FAA Sec.
lOl(a)): 
 Does the activity give
reasonable promise of contributing to the
development of economic resources
the or to
increase of productive capacities and
self-sustaining economic growth?
 
6. 
Special Development Emphases (FAA
S~cs. 102(b), 
113, 2 8 1(a)): Describe
extent to which activity will:
effectively involve the poor in 

(a)

development by extending access to economy
at 
local level, increasing labor-intensive
Production and the use of appropriate
technolog-y, dispersing investment from
cities to small towns and rural areas, andinsuring wide participation of the poor inthe benefits of development on a sustainedbasis, using appropriate U.S.
institutions; 
 (b) 
encourage democratic
private and local governmental

institutions; 
 (c) support the 
self-help
efforts of developing countries; (d)
promote the participation of women in the
national economies of developing countries
and the improvement of women's status; and
(e) utilize and encourage regional
cooperation by developing countries. 


7. Recipient Country Contribution 

(FAA Secs. 110, 
124(d)): 
 Will the
recipient country provide at least 25
percent of the costs 
of the program,
project, or activity with respect to which
the assistance is 
to be furnished 
(or is
the latter cost-sharing requirement being
waived foi 
a "relatively least developed,,

country)?
 

8. 
Benefit to Poor Majority (FAA
Sec. 128(b)) : 
If the activity attempts to
increase the 
institutional capabilities of
private organizations 
or the government of
the country, or 
if it attempts to
stimulate scientific and technological
research, has it been designed and will it
be monitored to ensure 

beneficiaries that the ultimate 


are the poor majority? 


YES
 

6a) MS ACTIVITi.y WILL PROM
THE PREvE-NION AND C='TROLHIV/AJDS INFECTION, AN EPID

IN MiANA t'NICH SPREADS fl-RC
ALL ECONOMIC CLASSES, BOTHURBAN AND RURAL. COST-FFE

APPROPRIATE TECLNOLOGIES FOHIV DIAGOSIS WILL BE FUNDEAS ASD!LO PARTICIPAION BY
BOTH PUBLIC AND PRIVATE 
ISTIIL"TIONS. 

6b) N/A
6c) r_
I.NING OF TRAINERS AEDUCATION OF PLICY-MAKES,
TEDiICIS AND CLINICIANS 
PROJECTED ACTIVITIES WHICH
 

SHOULD SUPPORT SELF-h[p 

YES
 

YES. IT VILL BE MONITREDENSURE 1HAT IT IS MAKING 1HGREATEST POSSIBLE IMPACT GI'

SCARCE RESOURCES, LIMITEDABSOR. '-7 CAPACITIES ND A 
D)LAXkIC ElOLUTION OF THE DI.A.ND SU*BSELZ,- STRATEGIES T
CC.MAT IT. rl:E POOR MAJOP'
ARE SIGNIFICAN\LY AFFEC=D 

6d) BOTrH MORBIDITY X7D MORTALITY OF 
tO'5,l WvILL BE REDUCED, ENA.LN,.G WOR',RRTO MORE FULLY PARTIC:PATE D NATICNAL 

'DuEPDDIIC AND, TUMS, WILL BEBENEFICIARIES 
FE DESIGNEDINTERV=f1CNS OFOF THIS PROJECT. 

ML. 

ECONOMICS. 
6e) EZUCATION AND TPRAIDN;G 
TECY2ICIANS AND CL2;IC:ANS IN 

ACT71VTIES ARE ED ECTED TO BR.N TOGETh-R POLICY MAK:'-{EIR COOPER.ATIVE EFFORTS TO COMBAT '1HE SPREADOF IiIV/AIDS. 
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9. Abortioms (FAA Sec. 104(f); FY
1991 Appropriations Act, Title II, 
under
heading "Population, DA," 
and Sec. 535):
 
a. 
Are any of the funds to be
used for the performance of abortions as a
method of family planning or to motivate
or coerce any person to practice


abortions?
 

b. Are any of the funds to be
used to pay for the performance of
involuntary sterilization 
as a method of
family planning or 
to coerce or provide
any financial incentive to any person to
undergo sterilizations?
 

c. 
Are any of the funds to be
made available to any organization or
program which, as determined by the
President, supports 
or participates in the
management of 
a program of coercive
abortion or involuntary sterilization?
 

d. Will funds be made available
only to voluntary family planning projects
which offer, either directly or through
referral to, or 

to, information about access
a broad range of family planning
methods and services?
 

e. In awarding grants for
natural family planning, will any
applicant be discriminated against because
of such applicant's religious or
conscientious commitment to offer only
natural family planning?
 

f. Are any of the funds to be
used to pay for any biomedical research
which relates, in whole or 
in part, to
methods of, 
or the performance of,
abortions or involuntary sterilization 
as
a means of family planning?
 

g. Are any of the funds to be
made available to any organization if the
President certifies that the use 
of these
funds by such organization would violate
any cf the above provisions related to
abortions and involuntary sterilization?
 

N,
 

YES
 

NO
 

NO
 

NO
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10. Contract Awards 
(FAA Sec.
601(e)): 
 Will the project utilize
competitive selection procedures for the 
 YES
awarding of contracts, except where
applicable Procurement rules allow
 
otherwise?
 

11. Disadvantaged Enterprises (FY
*1991 Appropriations Act Sec. 567): 
PEO
PRCAGE.0F FLN'DS F{.
What
portion of the funds will be available BE-C DESIATED BT IT IS
only for activities of economically and 

XPECTD THAT GRAY A..y
socially disadvantaged enterprises, 
ORGANZATIONS WTLLAVE A:historically black colleges and 
 OPPORTUNITY TO PART!,:IPAr
universities, colleges and universities 
 LN THE COMPEIATIVE PROCES:
.having a student body in which more than 
OF SELECTION OF DIPLDC.
 
AGENTS.
40 percent of the students are Hispanic
Americans, and private and voluntaryorganizations which are controlled by
individuals who 
are black Americans,
Hispanic Americans, 
or Native Americans,
or who are econorically 
or socially
disadvantaged (including women)?
 

12. Biological Diversity (FAA Sec.
ll9 (g): 
 Will the assistance: 
 (a) support
training and education efforts which N
 
improve the capacity of recipient 

N/A
 
countries to prevent loss of biological
diversity; 
 (b) be provided under a
long--term agreement in which the recipient
country agrees to protect ecosystems 
or
other wildlife habitats; 
 (c) support
efforts to identify and survey ecosystems
in recipient countries worthy of
protection; 
 or 
(d) by any direct or
indirect means significantly degrade
national parks or similar protected
or introduce exotic plants 

areas
 
or animals into
such areas?
 

13. Tropical Forests 
(FAA Sec. 118;
FY 1991 Appropriations Act Sec. 533(c)-(e)
 

a. 
A.I.D. Requlation 16: Does
the assistance comply with the
environmental procedures set forth in 
N/A
 

A.I.D. Regulation 16?
 

b. Conservation:
assistance place a high priority on
 
Does the


conservation and sustainable management of
tropical forests? N/A
Specifically, does the
assistance, to the fullest extent
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feasible: 
 (2) stress the importance of
conserving and sustainably managing forest
resources; 
 (2) support activities which
offer employment and income alternatives
to those who other-.ise would causedestruction and loss of forests, and help
countries identify and implement
alternatives 
to colonizing forested areas;
(3) support training programs, educational
efforts, and the establishment
strengthening of institutions to 
or

improve
forest managoment; 
 (4) help end
destructive slash-and-burn agriculture by
supporting stable and productive farming
practices; 
 (5) help conserve forests
which have not yet been degraded by
helping to 
increase production 
on lands
already cleared or degraded; 
 (6) conserve
forested watersheds and rehabilitate those
which have been deforested; 
 (7) support
training, research, and other actions
which lead to sustainable and more
environmentally 
sound practices for timber
harvesting, removal, and processing;
support research to expand knowledge of
(8)
 

tropical forests and identify alternatives
which will prevent forest destruction,
loss, or degradation; 
 (9) conserve
biological diversity in forest areas by
supporting efforts to 
identify, establish,
and maintain a representative network of
protected tropical forest ecosystems
worldwide basis, by making the 
on a
 

establishment of protected areas a
condition of support for activities
involving forest clearance
and by helping to 
or degradation,


identify tropical forest
ecosystems and species in need of
protection and establish and maintain
appropriate protected areas; 
 (10) 	seek to
increase the awareness 
of U.S. Government
agencies and other donors of the immediate
and long-tena value of tropical forests;
(11) utilize the resources and abilitiesof all relevant U.S. governMent(12) 	 agencies;
be based upon careful analysis of the
alternatives available to 
achieve the best
sustainable 
use of the land; and 
(13)
take 	full account of the environmental
impacts of the proposed activities on
biological diversity?
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C. Forest degradation:
assistance be used for: 
Will
 

procurement (1) the
or use of
unless an environmentallogging equipment,
assessment

indicates that all timber harvesting N/A
operations involved will be conducted in
an environmentally 
sound manner and that
the proposed activity will produce
Positive economic benefits and sustainable
forest management systems; 
 (2) actions
which will significantly degrade national
parks or similar protected 
areas which
contain tropical forests, or introduce
,exotic plants or animals into such areas;
(3) activities which would result in the
conversion of forest lands to the rearing
of livestock; 


upgrading, (4) the construction
 
or maintenance of roads
(including temporary haul roads for
logging or other extractive industries)
which pass through relatively undergraded
.orest lands; 
 (5) the colonization of
forest lands; 
 or 
(6) the construction of
dams or other water control structures
which flood relatively undergraded forest
lands, unless with respect to each such
activity an 
environmental 
assessment
indicates that the activity will
contribute significantly and directly to
improving the livelihood of the rural poor
and will be conducted in
environmentally an


sound manner which
supports sustainable development?
 

d. Sustainable
assistance relates to 
forestry: 
 If
tropical forests,
will project assist countries in
developing 
a systematic analysis of the 

N/A
appropriate 
use of their total tropical
forest resources, with the goal of
developing 
a national program for
sustainable forestry?
 
e. 
Enviroenta 


statements: impact
Will funds be made available
in accordance with provisions of FAA 
 S PROJECT
Section 117(c) and applicable A.I.D. NO COaN7 
WIC-

D0RRY
regulations requiring an envionmental AP~FF'CTS r

impact DI ES.
statemen- for activities
significantly aeCecting the environment?
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14. 
 Emaerg'y (FY 1991 Appropriations
Act Sec. 533(c)): If assistance relates
to ener', will such assistance focus on:
(a) end-se energy efficiency, least-cost 
energy planning, and renewable energy 
N/A
 

resources, and 
(b) the key countries where
assistance would have the greatest impact
on reducing emissions from greenhouse

gases?
 

15. Sub-Sabaran Africa Assistance
(FY 1991 Appropriations Act Sec. 562,
adding a new FAA chapter 10 (FAA Sec.
496)): If assistance will come 
from the
Su!b-Saharan Africa DA account, is it:
to be used to help the poor majority in
(a)
 

Sub-Saharan Africa through a process of
long-term development and economic growth
that is 
equitable, participatory,

environmentally sustainable, and
self-reliant; 
(b) to be used to promote
sustained economic growth, encourage

private sector development, promote
individual initiatives, and help to reduce
the role of central governments in areas
more appropriate for the private sector;
(c) being provided in accordance with the
policies contained in FAA section 102;
(d) being provided in close consultation
with African, United States and other PVOs
th.at 
have demonstrated effectiveness in
the promotion of local grassroots

activities on 
behalf of long-term
development in Sub-Saharan Africa;
(e) being used to promote reform of
sectoral economic policies, to support the
critical sector priorities of agricultural
production and natural resources, h-alth,
voluntary family planning services,
education, and income generating
opportunities, tw 
bring about appropriate
sectoral restr'ct;;-ng of 
the Sub-Saharan
African economio co 
support reform in
public adminis,.rac.,jn and finances and to
establish a favczzble environment for
individual enterprise and self-sustaining
development, and to take into account, in
assisted policy reforms, the need to
protect vulnerable groups;

to (f) being used
increase agricultural production in
ways that protect and 
restore the natural
 resource base, especially food production,
to maintain and improve basic
transportation and communication networks,
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to =aintain and restore the renewable
natuiral resource base in ways that
increase agricultural production, to
improve health conditions with special
emphasis on meeting the health needs of
mothers and children, including the
establishment of self-sustaining
health care primary
 
preventive 

systems that give priority to
 
access 


care, to provide increased
to voluntary family planning
services, to improve basic literacy and
mathematics especially to those outside
,the,formal educational system and to
improve primary education, and to develop

income-generating 


opportunities for the

unemployed and underemployed in urban and
rural areas?
 

16. Debt-for-Nature 
Exchange (FAA
Sec. 463): 
 If project will finance
debt-for-nature a
exchange, describe how the
exchange will support protection of: .(a)
the world's 
oceans and atmosphere, (b) 
N/A


animal and plant species, and (c) parks
and reserves; 
or describe how the exchange
will promote: 
 (d) natural resource
management, (e) local conservation
programs, 
(f) conservation training
programs, 
(g) public cco.-itment
conservation, to
(h) land and ecosystem
manacement, and (i) regenerative
approaches in farming, forestry, fishing,
and watershed management.
 

17. Deobligation/Reobljgation

(FY 1991 Appropriations Act Sec. 515):
deob/reob authority is sought to be 


If
 
exercised in the provision of DA 

N/A

assistance, 

for the 

are the funds being obligated
same 
general purpose, and for
countries within the same 
region as
originally obligated, and have the House
and Senate Appropriation. Committees been
properly notified?
 

18. Loans
 

a. Repayment capacity (FAA Sec.
122(b)): 
 Information and conclusion N/A
capacity v! the country to repay the loan
at a reasonable rate of interest.
 

on
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b. Lotg-:an;e plans (FAA Sec.
122(b): 
 Does the azivity give 7EM, DECREASI 
 T:.E
reasonable INCDM'CEpromise of OF :V/AIs Inassisting long-range
plans and Programs designed to develop 
-FICkN AWLTS WILL RESUL"


IN DECREASED LOSSES D 5ieconomic resources and increase productive WGR.;TORCE AND AN INCRE.SE:
 capacities 

LABCR PRODC
UC-1vi.
 

c. Interest rate
122(b)): (FAA Sec.
If development loan is repayable
in dollars, is interest rate at least 2
percent per annum during a grace period
which. is not to exceed ten years, and at
least 3 percent per annum 
thereafter?
 

d. Exports to United States
(FAA Sec. 620(d)): 
 If assistance is 
for
any productive enterprise which will
compete with U.S. enterprises, 
is there an
agreement by the recipient country to
prevent export to the U.S. of 
more than 20 
 N/A
percent of the enterprise's annual
production during the life of the 
loan, or
has the req7uirement to enter into such an
agreement been waived by the President
because of 
a national security interest?
 

19. Development Objectives (FAA
Secs. 102(a), 111, 
1l3, 281(a)):
to which activity will: Extent
(1) effectively 
 ainvolve the poor in development, by 
MS AC:vq WILL PRCMOT 

expanding access a) TRS CI'ION WLOROL OF
to economy at local 
 TH PR E--ION AND CO L Olevel, increasing labor-intensive AIDSproduction and the 
use of appropriate =.7GCTION, AN EPIDaTic itechnology, spreading investment out from 
E WIECH SPREALS THRCUBcities to small 
 ECONDMC CLASSES, BOTH URAN 

A
 
towns and rural areas, and
insuring wide participation of the poor in 

AND RURAL. COST-iFECTVE,

the benefits of development on 

ApPROPRLTE TECNOLOGIES FOR
a sustained
basis, using the appropriate U.S. 
HI-€ DAOSIS,WmLL BE FUNDED
institutions; 
 L AS PARTICIPATION BY BO
(2) help develop 


cooperatives, especially by technical 
PLBLIC IND PRr.;ATE IDSTIiO7f70
 

assistance, to assist rural and urban poor' b) N/A
to help themselves toward better life, and 
 c) TMAINING OF TPN?,S AND
otherwise encourage democratic private and
local governmental institutions; (3) 
EUCAT ON OF POLICY-MAKS,
 

support the self-help efforts of 
TEC m-NCL MS A D CLIN CI.NS R 

developing countries; PROJECTED ACTDTIES
(4) promote the ICH SH
participation 
 SPORT SFC-,rFP EFFORTIS.
of women 
in the national
economies of developing countries and the
improvement of women's status; and 
d) BOTH M.BIDII7f ANID 
. R_'.L
(5) OF " ,XL
utilize and encourage regional cooperation BE REDCCE:, EKA
by developing countries? W TO M FLLY PARTICIPA

IN NATONAL EC 
 C.LPAT=A
 

e) EDCATION AND TRA!,':!N.G

ACTIVITIES ARE EXPECTD TO BR
 
TOGE-EER POLICY MAKES,
 
TEChNICIANS AND CLINICIANS IN
 
tLEIR CCOPERATIVE EFFORTS TO 
COMBAT THE SPREAD OF HIV/AIDS 
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and 20. Agricultur, 
RUral DevelopMent
 
Nutrition, and Agricultual 
Research
(FAA Secs. 103 and 103A):
 

farmers: a. Rural Poor and small
If assistance is being made
available for agriculture,
development rural
or nutrition, describe extent
to which activity
to is specifically
increase Productivity designed
and income of
rural poor;

ipade or if assistance is being 

N/A

available for agricultural
has research,
account been taken of the needs of
-small 
farmers, and extensive 
use of field
testing to adapt basic research to
conditions shall be made. 

local
 

b. Nutrition: 
 Describe extent
to which assistance is
coordination Used in
with efforts carried out
 
under FAA Section 104 
(Population and 


N/A

Health) to help improve nutrition of the
people of developing countries through
encouragement 


of increased producticn of
crops with greater nutritional value;
improvement 
of planning, research, and
education with respect to nutrition,
particularly 
with reference to
and expanded improvement
use 
of indigenously
foodstuffs; produced
and the undertaking of pilot
or demonstration 

programs explicitly
addressing the problem of malnutrition 
of
poor and Vulnerable people.
 

c. 
Food security:
extent 
 Describe
to which activity increases
national food security by improving food

Policies and management and by
strengthening 

particular national food reserves /A
 

concern with
for the needs of the
poor, through measures encouraging
domestic production, building national
food reserves, expanding available storage
facilities, reducing post harvest food
losses, and improving food distribution.
 

21. Population and Health104(b) and 
(c)): (FAA Secs.If assistance
made available for population is being

activities, describe extent to which
activity emphasizes low-cost, integrated
 

or health
 

delivery systems for health, nutrition and
family planning for the poorest people,
with particular attention to the needs of
 

bLSTAVJLApiF cTr'v
 



mothers and young children, using
paramedical and auxiliary medical
personnel, clinics and health posts,
comnercial distribution 
systems, and other
modes of conmunity outreach.
 

22. Education and Human Re.gurces
Development (FAA Sec. 105): 
 If assistance
is being made available for education,
public administration, 
or human resource
development, describe (a) extent to which
activity strengthens nonformal education,
makes formal education more relevant,,
especially for rural families and urban
poor, and strengthens management
capability of institutions enabling the
poor to participate in development; and
(b) extent to which assistance provides
advanced education and training of people
of developing countries in such
disciplines 
as are required for planning
and implementation of public and private
development activities.
 

23. 
 Energy, Private Voluntary
Organizations, and Selected Development
Activities 
(FAA Sec. 106): If assistance
is being made available for energy,
private voluntary organizations, 

and
selected development problems, describe
extent to which activity is:
 

a. concerned with data
collection and analysis, the training of
skilled personnel, research on and
development of suitable energy sources,
and pilot projects to test new methods of
energy production; and facilitative of
research on and development and use of
small-scale, decentralized, renewable
energy sources 
for rural areas,
emphasizing development of energy
resources which are environmentally
acceptable and require minimum capital
investment;
 

b. concerned with technical
cooperation and development, especially
with U.S. private and voluntary, or
regional and international development,

organizations;
 

6 
a-e CX PACE 1-Z3.
 

N/A
 

NIA
 

N/A
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c. research into, and
evaluation of, economic development 

processes and techniques;
 

d. reconstruction after natural
or manmade disaster and programs of
disaster preparedness;
 

e. 
 for special development
problems, and to enable proper utilization
of infrastructure and related projects
funded with earlier U.S. assistance;
 

f. for urban development,

dfspecially small, labor-intensive
enterprises, marketing systems for small
producers, and financial or other
institutions to help urban poor
participate in economic and social
development.
 

24. 
 Sabel Development (FAA Secs.
120-21). 
 If assistance is being made
available for the Sahelian region,
describe: 
 (a) extent to which there is
international coordination in planning and
implementation; participation and support
by African countries and organizations in
determining development priorities; and 
a
long-term, mult4'donor development plan
which calls for equitable burden-sharing
with other donors; 
 (b) whether a
determination has been made that the host
government has 
an adequate system for
accounting for and controlling receipt and
expenditure of projects funds 
(dollars or
local currency generated therefrom).
 

N/A
 

N/A
 

N/A
 

N/A
 

/A
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C. CRITERIA APPLICABLE TO ECONOMIC SUPPORT N/A
FUNDS ONLY
 

I. 
Economic and Political Stability
(FAA Sec. 531(a)): 
 Will this assistance
promote economic and political stability?
To the maximum extent feasible, is this
assistance consistent with the policy
directions, 
purposes, and programs of Part
I of the FAA?
 

2. 
Military Purposes (FAA Sec.
5 31(e)): 
 Will this assistance be u.ed for
military or paramilitary purposes?
 

3. Commodity Grants/Separate
Accounts 
(FAA Sec. 609): 
 If commodities
are to be granted so 
that sale proceeds
will accrue to the recipient country, have
Special Account (counterpart) arrangements

been made?
 

4. Generation and Use of Local
Currencies 
(FAA Sec. 531(d)): Will ESF
funds made available for commodity import
programs or other program assistance be
used to generate local currencies? 
if so,
will at'least 50 percent of such local
currencies be available to 
support
activities consistent with the objectives
of FAA sections 103 
through 106?
 

5. 
Cash Transfer Requirements (FY
19 91 Approp.riations Act, Title II,
heading "Economic Support Fund," 
under
 

and Sec.
575(b)). If assistance is in the form of
 a cash transfer:
 

a. 
 Separate account: 
 Are all
such cash payments to be maintained by the
country in a separate account and not to
be commingled with any other funds?
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b. 
 Local currencies: 
 Will all
local currencies that may be generated
with funds providel as a cash transfer to
such 
a country also be deposited in
special account, a.. a
has A.I.D. entered
into an agreement * 
th that governrment
setting forth the a.4ount of the local
currencies to be generated, the terms and
conditions under which they are to be
used, and the responsihilities 
of A.I.D.
and that government to monitor and account
L.ordeposits and disbursements?
 

c. O.8. Government
currencies: use of local
Will all such local
currencies also be used in accordance with
FAA Section 609, 
which requires such local
currencies to be made available to the
U.S. government 
as 
the U.S. determine.
necessary for the requirements of the U.S.
Government, and which requires the
remainder to be used for programs agreed
to by the U.S. Government 
to carry out the
purposes for which new funds authorized by
the FAA would themselves be available?
 

d. Congressional notice: 
 Has
Congress received prior notification
providing in detail how the funds will be
used, including the U.S. interests that
will be served by the assistance, and, as
appropriate, the economic policy reforms
that will be promoted by the cash transfer
assistance?
 

DORFTER:GC/LP:EHonnold: 4 /II/91:2169J
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ANNEX J
 

BIDGET TABLES
 

SUMMARY BUDGET: 
 A.I.D. CONTRIBUTION:
 

Year 1 Year 2 
 Year 3 Year 4 
 Total:
 

I. Information, Education and Co.mication Cofvorenmt 
........... 
 ... .................... 
 ....................................
 
1. 	 Home Office Suppor.
 

$5,500 $6,000 S6,700 
 $7,300 S25,500
 

2. 
Long Term Technical Assistance (One Person tines three years)
Totals: 
 S193,966 S134,585 
 $171,650 
 SO S500,201
 

3. 
Short Term Technical Assistance (4 trips, 60 days)
 
140,860 $43,920 
 547,392 S50,932 
 183,104
 

4. Other Direct Costs
 
51,500 S1,650 
 52,815 51,996 
 S7,961
 

5. 	Comoodities and Equipment
 
559,000 $18,150 
 519,965 519,965 
 S117,080
 

6. 	Indirect Costs:
 
$113,210 565,984 S88,104 
 540,063 $307,361
 

7. 	Participant Training
 
$40,000 $35,000 
 530,000 $20,000 
 S125,000
 ...................................................
 

Total U.S.$ S454,036 S305,289 
 $366,626 $140,256 
51,266,207
 

Local Currency Costs:
 
Operating Expenses: 	 S15,375 S7,901 
 58,490 59,100 
 S40,866
Project Costs: 
 S157,145 S162,920 S190,631 S209,894 $720,590
 

...........................................................
 

S172,520 5170,821 S199,121 $218,994 S761,456
 

Grand Total: 	 S626,556 5476,110 S565,747 
 S359,250 52,027,663
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II. Health Information and 	 Laboratory Support Services 
... o....... .................... 
....... *o...o.. +.... . o..................... 
.......
 

1. 	Home Office Support 
SS,500 6,000 56,700 $7,300 S25,500 

2. Long Term Technical Assistance
 
S215,586 S155,305 S171,870 S197,700 
 3740,461
 

3. 	Short Term Technical Assistance
 
S81,720 581,200 
 S76,200 581,600 5320,720
 

4. Other Direct Costs
 
51,500 SI,650 52,815 5I,996 S7,961
 

5. 	Indirect Costs:
 
S82,354 S66,376 
 571,535 S87,170 S307,436
 

6. 	Cot.modities and Equipnent, Health Information System
 
590,000 S45,000 S25,000 $25,000 5185,000
 

7. Commodities and Equipment, Laboratory Suort 
$286,000 $232,000 5301,000 S225,000 51,044,000
 

8. 	Participant Training
 
S60,000 S60,000 $30,000 530,000 $180,000
 

9. Support to Noguchi Institute
 
$50,000 550,000 550,000 550,000 5200,000
 

...........................................................
 

Total Dollar Cost: 5830,306 5626,155 $638,585 $593,596 52,027,663
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Local Currency Costs:
 

Operating Expenses: 
 S8,000 SO so so
Project Costs: S8,000
S25,80 S28,175 $29,850 S31,80 
 S115,695
•... . ... ......... ........ 
 .. ........ 
 ............. 
 ...... 
$33,a30 S28,175 
 $29,850 S31,80 
 $123,695
 

A.I.D. Expenses 
 so w,000 so $100,000 $160,000
 

Grand Total

ALL Ccff$onents: S1,490,692 S1,190,439 
S1,234,183 s1,084,686 
£5,000,000
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AIDS AMENDMENT
 
GHANA FAMILY PLANNING AND HEALTH PROGRAM
 
DETAILED COST ESTIMATE
 

Year 1 Year 2 year 3 
 Year 4 Total:
 

I. 	Information, Education and Communication Cornt 
..... 
 .
.... .............................................
 

1. 	Home Office Support 15,500 S6,000 S6,700 S7,300 125,500
 

2. 	Long Term Technical Assistance (One Person times three years) 

Salary 
Base Pay $60,000 S63,580 S65,709 
 1189,289
 
Benefits
 

Health Insurance S2,926 S2,926 S2,926 
 S8,778
 
Life Insurance S500 
 SSO0 S500 S1,500
SOS 	Insurance 1400 1400 
 U00 1,200

Pre-Contract S1,080 S1,080 S1,080 S3,240

FICA S5,760 16,104 16,308 
 S18,172
 

ALLowances
 
Education S7,200 
 S7,200 $7,200 121,600

Hardship 115,000 S15,895 S16,427 
 147,322
 
COLA S1,00 S1,200 1,200 S3,600
 

Shipment of effects
 
UAB S2,800 12,800 15,600

HHE 125,000 S25,000 
 S50,000
 
POV 12,500 S2,500 
 S5,000
 
Storage $2,S50 12,500S 
 2,500 S7,500
 

Change of Station Costs:
 
Travel to/from Post S2,500 
 32,500 S5,000

Travel, 3 Dependent S7,500 
 S7,500 S15,000
 
Temporary Subsist S3,000 S3,000 
 S6,000
 
Transfer Allowance S700 
 S700 S1,400
 

R&R 	Travel S9,800 
 S9,800
 

In-Country Travel S2,000 $2,000 S2,000 S6,000
 

Housing S15,000 SlSOOO 115,000 S45,000

Maintenance & Inciden S4,000 
 %4,000 14,000 
 S12,000
 
Guard Service S2,400 S2,400 12,400 
 $7,200
 
Furniture/Alppiances/ S30,000 
 $30,000
 

...........................................
 
Totals: 
 S193,966 S134,585 1171,650 SO S500,201
 

3. 	Short Term Technical Assistance (4 trips, 60 days)

Salaries S18,400 S19,200 120,100 121,000 
 S78,700


Travel 
 so
 
Air Fare 115,200 S16,720 S18,392 120,232 
 S70,5"
 
Per Diem S7,260 S8,000 S8,900 S9,700 S33,860
 

..............................
 
Totals: 140,860 
143,920 147,392 S50,932 S183,104
 

4. 	Other Direct Costs 11,500 S1,650 S2,815 11,996 S7,961
 

s0
5. 	Commodities and Equipment 
 so
 
Computers 125,000 
 $25,000

Vehicle S17,500 S17,500
 
IE&C Materials S16,500 S18,150 S19,965 S19,965 S74,580
 

................... ....................
 
Totals: 
 S59,000 S18,150 119,965 $19,965 1117,080
 

6. 	 Indirect Costs: 1113,210 S65,984 S88,104 140,063 S307,361
 

7. 	Participant Training
 

flIST AVAILABLE COPY 



-- 5--


Advanced Education (1 year each, Nigeria) 
S20,000 9I0,000 510,000 140,O00

Short Courses a $10,000/3 wks 
120,000 120,000 120,000 S20,000 180,000Observation Tours: 3 people for two weeks: 

S5,000 S,000
.o..... 
..... ....... 
..... ....... ..... 
 .... ....
Total: 
 %40,000 S35,000 S30,000 
S20,000 1125,000
 

Total Dollar Cost: 

3 

$454,036 $305,289 1366,626 $140,256 11,266,207

flammuusuza-Z
.......... 
 uszs~~~zmusu~s..~s=.~m 

Local Currency Costs:
 

ESTABLISHMENT COSTS 

1. Office Furniture 
2. Office Machines 

S3,300 
S4,700 

13,300 
S4,700 

OPERATING COSTS 

1. Vehicle Operation
Petrol 
Maintenance 
Insurance 

and Maintenance 
S660 
1735 
1330 

S726 
1800 
S375 

1800 
1890 
1400 

1880 
1980 
1440 

13,066 
$3,405 
S1,545 

2. Office Space
Rent 
Utilities 
Maintenance 

SO 
$0 
so 

so 
so 
so 

so 
so 
so 

so 
so 
so 

SO 
SO 
so 

3. Office Supplies 11,650 S1,800 12,000 12,200 S7,650 

4. Off. Equip Maint S2,000 $2,200 12,400 S2,600 19,200 

5. Local Travel S2,000 12,000 S2,000 12,000 S8,000 
........................... .................. 

Total: 115,375 $7,901 S8,490 $9,100 140,866 

Year 1 Year 2 Year 3 
 Year 4 Total:
 

LOCAL PROCUREMENT FCR PROJECT ACTIVITIES
 

1. Services
Advertising Calsigns$O3,125 S103,280 S124,781 S137,259 S468,445 
Logistics 14,520 15,190 15,955 16,750 122,415 

2. Supplies and Equipmen S16,500 118,150 S19,965 S21,962 
 $76,577
 

3. Consulting Services S33,000 136,300 S39,930 143,923 
 S153,153
 
• ... °.o...............................
 

Total: $157,145 1162,920 
1190,631 S209,894 1720,590
 
Total Local Costs: 
 $172,520 S170,821 1199,121 S218,994 S761,456


Iillllllllll 
 u3ll nm3llllulllllllllllllllll.llulllllllll.AVAL 

ABllL Ell
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Year 1 Year 2 
 Year 3 Year 4 TotaL:
 

II. HeaLth Information and Laboratory Siuport Services
o. .	 . . . . . . . . . . .
oo......o......o°
. ° .........o ...... o ~.oo° ....... o .o
o ........ 


1. Home Office Support S5,500 6,000 
 S6,700 S7,300 325,500
 

2. 	Long Term Technical Assiatance (One Person times four years) 

Salary
 
ease Pay 

Benefits
 

Health Insurance 

Life Insurance 

SOS Insurance 

Pro-Contract 

FICA 


AL Lowances
 
Education 

Hardship 

COLA 


Shipment of effects
 
UAB 

HHE 

POV 

Storage 


S60,000 163,580 365,709 369,000 3.58,289 

S2,926 2,926 32,926 32,926 11,704 
SSOO S500 S500 $500 32,000 
S.00 SO0 $400 S00 11,600 

31,080 31,080 31,080 1,080 $.,320 
$5,760 36,10. 36,308 36,624 324,796 

328,820 
 328,820 328,820 328,820 $115,280
 
$15,000 $15,895 316,427 $17,250 S64,572
 
31,200 31,200 31,200 31,200 
 S4,800
 

$2,800 32,800 $5,600
 
S25,000 325,000 350,000
 
S2,500 S2,500 
 35,000
 
32,500 32,500 
 32,500 32,500 $10,000
 

Change of Station Costs:
 
Travel to/from Post 

TraveL, 3 Dependant 

Temtorary Subsist 

Transfer ALLowance 


R&R 	Travel 


In-Country Travel 


Housing 315,000 S15,000 
S15,000 

Maintenance & Incidon 
S4,000 S3,,000 S4,000 

Guard Service $2,400 32,400 S2,400 

Furniture/AppLiances/ 330,000 


................... 

TotaLs: 


3. 	Short Term Technical 

SaLaries 

Travel 

Air Fare 

Per Diem 


TotaLs: 


4. 	Other Direct Costs 


5. 	Indirect Costs: 


32,500 32,500 12,500 
 37,500
 
S7,500 $7,500 
 37,500 322,500
 
$3,000 S3,000 33,000 39,000
 

3700 3700 


38,900 38,900 


32,000 32,000 $2,000 


3700 $2,100
 

S17,800
 

$2,000 %8,000
 

S15,000 360,000
 
S4,000 316,000
 
$2,400 $9,600
 

S30,000
 
.....................
 

3215,586 S155,305 $171,870 S197,700 


Assistance (8 trips/year, 120 days) 

S36,800 S.8,400 40,200 S42,000 


330,400 $16,800 S18,200 S20,200 

S14,520 $16,000 317,800 $19,400 


S740,461
 

so
 
3167,400
 

to
 
&85,600
 
367,720
 

...............................................
 
S81,720 381,200 376,200 S81,600 S320,720 

$1,500 $1,650 32,815 31,996 37,961 

382,354 366,376 371,535 S87,170 $307,436 

6. Commodities " Equipment, HeaLth Information System 
Co uters $30,000 320,000 so so 
VehicLes $35,000 
Materials/Supplies 310,000 310,000 310,000 310,000 
Reference MateriaLs 35,000 $5,000 $5,000 35,000 
Operations Research $10,000 310,000 310,000 310,000 

350,000 
$35,000 
S40,000 
20,000 

S40,000 
................... ..................... 
390,000 $45,000 325,000 $25,000 $185,000 

7. Commodities and Equipment, Laboratory Support
VehicLes S35,000 
Reagents: HIV S65,000 3100,000 S125,000 $150,000 

S35,000 
S,O,000 

BEST AVAILABLE CuPY 
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Reagents, Other S50,000 150,000 
 S75,000 375,000 S250,000
 
Equipment 
 $136,000 82.000 1101,000 s0
. ..... ............ 	 319,000
.... 	 °...... ...............
 

S286,000 S232,000 S301,000 S225,000 $1,0.,ooo
 

8. 	Participant Training

Short Courses 2 S10,000/W wks
 

$60,000 $60,000 S30,000 s30,O00 
 S180,000
 

9. Support to Noguchi Memorial Institute for Medical Research
 
150,000 $50,000 $50,000 $50,000 
 1200,000
 

........... 
 ............
..... 
..............
 

Total Dollar Cost: 
 1830,306 1626,155 1638,585 $593,596 S2,68,642
 

Local Currency Costs:
 

ESTABLISHMENT COSTS
 

1. 	Office Furniture 13,300 
 13,300
2. 	Office Machines $4,700 
 14,700
 
......................................
 

total: 
 18,000 
 s,000
 

OPERATING COSTS
 

1. 	Vehicle Operation and Maintenance
 
Petrol 11,400 11,500 
 11,600 12,000 16,500
Maintenance 11,400 11,600 $1,800 S2,000 
 16,800

Insurance 
 1330 1375 
 400 S40 $1,545
 

2. 	Office Space so
 
Rent 113,200 $14,500 

SO
 
$15,000 115,500 S58,200
UtiLities 13,300 13,600 S4,000 
 S4,400 115,300
Maintenance 
 S550 Sa0o 
 650 S700 $2,500
 

so
3. 	Office Supplies 11,650 11,800 12,000 12,200 S7,650
 

so
4. 	Off. Equip. Maint. S2,000 S2,200 12,400 12,600 
 19,200
 

5. 	Local Travel S2,000 12,000 t0
12,000 $2,000 18,000
...... ....... 
 ..............................
 
Total: 125,830 128,175 129,850 
131,840 S115,695
 

Total Local Currency: 133,530 S28,175 129,850 
S31,840 $123,695
 

A.I.0. Costs:
 
Evaluations: 
 S60,000 1100,000 $160,000
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GOVERNMENT OF GHANA CONTRIBUTIONS:
 

1 2 3 6 TotaL:
 
Costs:
Capital


-. .. ooo........ .... ..... 
o°..... .... ........... o.oo..... 
°..............
 

4 Laboratory Buitdings:$200,567 
 $200,567
 

Rehabilitation: 1300,000 S100,000 
S92,000 S.92,000
 

Recurrent Expenses:
 
o.... o........... ........ o°..o. . ........... 
.................. 
..... ...
 

Salaries: 196,000 $105,901 
S116,491 S12a,140 S46,532
 

Maintenance S24,000 S26,400 $29,040 131,94" 111,384
 

Vehicle Running: 11,725 11,900 $2,090 %2,300 
 51,015

times 5 18,625 39,500 $10,450 $11,500 $40,075
 

•............... ........ .... 
................. 
...
 

S629,192 S241,801 S247,981 S171,584 S1,290,558
 

Recurrent Expenses
 

Year: 5 6 7 a 9 
 10
 

....... .............
...... .......... .. 
........ .. 
......
 

S140,954 S155,049 S170,554 S187,610 S206,371 S227,008
 

S35,138 s38,652 142,517 146,769 151,446 S56,590
 

12,046 12,251 $2,476 12,723 52,996 13,295

S10,230 S11,253 S12,378 S13,616 S14,978 $16.476
 

................................................. 
....
 
S18a,368 S207,205 S227,925 1250,718 S275,790 1303,369
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ANNEX K 

INITIAL ENVIRONMENTAL EXAMINATION
 

Project Country: 	 Ghana
 

prolect Title: 	 Supplement to the Ghana
 
Family Planning and
 
Health Project.
 

Assistance to the Ghana
 
National AIDS Control
 
Program.
 

(641-0118)
 

Fundln : 	 $5,000,000 FYs 1991-1995.
 

IEE Prepared by: 	 Janet Schulman
 
Project Development Officer
 
REDSO/WCA
 

Environmental Action Recommended: 
 Categorical Exclusion.
 

Positive Determination
 

Negative Determination
 

Categorical Exclusion 
 X
 

Deferral
 

CateQorical Exclusion:
 

The activities described in 
this project meet the criteria for
Categorical Exclusion in accordance 
with 22 CFR 261.2 	(c) (2)
(viii) and is excluded from future review because:
 

The activities to be undertaken will reduce the spread of HIV/AIDS.

This will be achieved through: (1) Information, Education and
Communication; (2) 	Laboratory 
Support; (3) Health Information
Systems; and (4) Raising the cognizance level of policy makers in
Ghana. 
A.I.D. will make available technical assistance to improve
management and service, training of 
all levels of health care
providers; procurement and use of commodities such as condoms, and
reagents; procurement of vehicles, 
 laboratory equipment and
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The activities described 

Categorical Exclusion 

in this project meet the criteria for
in accordance with 
22 CFR 261.2 (c) (2)
(viii) and is excluded from future review because:
 

The activities to be undertaken will reduce the spread of HIV/AIDS.
This will be achieved through: (1) Information, Education
Communication; 
 (2) Laboratory Support; 
and
 

(3) Health InformationSystems; and (4) Raising the cognizance level of policy makers in
Ghana. 
A.I.D. will make available technical assistance to improve
management and service, training 
of all levels health
of care
providers; procurement and use of commodities such as condoms, and
reagents; procurement of 
 vehicles, laboratory equipment 
 and
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computers and renovation of existing laboratories. The project has
no component which would directly affect the environment (such as
construction of roads, water supply system, waste water treatment

spraying with insecticides etc).
 

Approved:
 

Disapproved:
 

Date:
 

Concurrence:
 

Africa Bureau Env. Officer
 

Clearance: AFR/GC
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