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USAID 

UNITED STATES OF AMERICA 
AGENCY FOn INTEHNATIONAL I>EVEI.OI·l\n:NT 

MISSION TO (;UANA 

lE45/3 Independencc A VCllUC, 

(Next to PcguStlS Building) 
P.O. BOX 1630 . 

ACCRA-GHANA 
TELEPHONE 228440 

ACTION MEMORANDUM TO THE MISSU)N J)IRECTOR 
225087 1225326 

663767 
I'AX: 2J3-2i"773%S 

233-21-669598 

FROM: 

DATE: 

Denise A. ROII~ect Development Officer 

September 28, 1994 

SUBJECT: Ghana Population and AIDS (GI-IANAPA) Pmgram (641··0131/641-0132) -
PP/P AAD Approval and Authorization 

;a -.----.--.---.---------------------

ACTION REQUESTED: 

Your approval is requested to: (1) approve and authorize the Ghana Population and AIDS 
(GHANAPA) Project (641-0131) for total planned USMD funding of $31 million; and (2) 
approve the GHANAPA non-project assistance program (641-0132) for total planned USAID 
funding of $14 million and authorize the FY 94 obligation of $5 million. 

BACKGROUND: 

GHANAPA is a follow-on to the Mission's $35 million Family Planning and Health Program 
(FPHP) which was authorized in June 1991 to assist Ghana reduce its high level of fertility 
from an average of 6.1 children per woman to 5.5 children per woman by 1995. As a result 
of FPHP's·· efforts, Ghana has already reached--two years ahead of st;hedule--a Total Fertility 
Rate (TFR) of 5.5. This extraordinary success led the Mission to increase its commitment of 
resources to family planning n~w, rather than waiting to the expiry of FPHP. 

GHANAP A builds on the success of FPHP and ferges new ground. FPHP was designed to 
rebuild a re-emerging family planning program, while GHANAP A will expand the foundation 
of the program· with regard to short-term contraceptive methods and add a new focus on long­
term methods. GHANAP A is a $45 million combined non-project assistance and project 
assistance effort to: (1) increase the use of modem and effective family planning methods by 
increasing the contraceptive prevalence rate from 10 percent to 20 percent and shifting the 
method mix from 20 percent to 40 percent for long-term methods; and (2) increase awareness 
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and practice of HI V / AIDS risk reduction behavior by increasing lhl: reported use of I..:ondoms 
during the most recent. act of sexual intercourse with a non-regular partlll:r to 50 p,:n.:ent and 
the numher of pj~ople citing at least two acceptable ways to prevent I II V infection fmIn 61 
pClcent to 75 percent. 

DISCUSSION: 

The Mission Executive Committee formally reviewed and approved the PP/PAAO on 
September 12. The m~or issues raised at the review follow, along with the Mission's 
response: 

• 

Cbild Survivai - dIe PID E(:PR cable requested Mission consideration of 
including child survival activities in GHANAP A. The Mission believes that 
child spacing and limiting are integral components of child survival and thus 
GHANAPA will lead to reduced infant mortality through these fainily planning 
methods. Additionally, other donors are focused on immunization and other 
child survival activities as a strategic objective, and Ghana's indicators in this 
area have improved significantly. The Committee, therefore, recommended that 
the PP/P AAD explicitly include information on child mortality and 
immunization and activities of other donors to address USAIDIW concerns. 
This has been done in the executive summary and the "other donors" section. 

US/Japan Coordinatiolll - the PID ECPR cable raised the issue of Japanese­
America..l coordination to eliminate duplication in AIDS prevention and control 
activities. The Japrulese have, apparently, announced an amount of Yen to be 
used in Africa for AIDS prevention and control, but details are skf;!tchy. The 
Mission is aware of a Japanese mission scheduled to 3lTive in Accra late 
September that will focus on' AIDS. The Committee recommended that HPN 
Office meet with the mission to address the issue of coordination. 

Endowment - The 'Committee was comfortable with the rationale and 
analysis for the GSMF endowment, but believed that more explanation is 
required to justify an endowment for an independent, non-governmental center 
,for population and development studies. This center, with substantial 
cooperation from the University of Ghana - Legon, will provide Ghanaians and 
other Africans with access to worldwide policy studies and research materials 
and will build local capacity to conduct studies on important population and 
development issues. 

Conditionality - Considerable discussion focused on the rationale for NP A and 
the conditionality itself. With respect to the NP A rationale, the Mission's 
Program Economist has strengthened the section to provide further analysis on 
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COSlS to he incurred by th(~ GOG in implerncnting GHANAPA and the cost 
ciTectivcnes~; of shifting ii'om short-term to long-term contraceptive mcthoch 
The condit.ionlliity agcnd<i. has changed since the Review Committee as a result 
of negotiations with the GOG. Originally, the Mission had planned to request a 
GOG budget. contribulion of )6% to the MOB non-personnel recurrent budget. 
Since the conditionality also requires the GOG to meet agreed··upon family 
planning bcnehmarks as mem.urcd by couple y(!ars of protection, the GOG 
budget ·contribution has now b'.~en dropped. 

Population and AIDS COOirdimding CommiUee (PACe) - The original 
conditionality agenda included a budget for P ACC which would be included in 
the NPC bUdget. It was determined that the NPC will serve as the secretariat 
for the P ACC and, tllcrefore, any expenses incurred should be covered by the 
NPC. Thus, the line item for PACe has been eliminated in the conditionality. 

Dollar Tracking Exemptaon - The PID and Con!:,1fessional Notification . .. 
explicitly included the exemption and both documents have been approved. 
This information is now in the PPIPAAD. 

EV1duations - The evaluation schedule appeared to ftmd overseas consultants 
solely and there was little reference to local institution strengthening. The 
PPIP AAD now includes further detail on the level of local participation planned 
for monitoring studies and evaluations . 

Audits - The audit line item was considered insufficient for the six year life of 
project. However, the majority of the project assistance grant is not included in 
the bilateral agreement and audit requirements and resources to conduct the 
audits will be included in grant agreements with recipients. 

NOTIFICATION TO CONGRESS: 

ST ATE 229290 dated 9/25/94 informed the Mission that the Congressional Notification for 
GHANAPA project (641-0131 for $2.6 million) and nOll-project assistance (641-0132 for $5 
million) expired without objection on August 23, 1994. 

BUDGET ALLOWANCE: 

STATE 207208 dated 9/3/94 provided the budget allowance for the obligation of $2.66 
million in project assistance. STATE 16945 dated 5/4/94 provided the budget allowance for 
the obligation of $1 million in non-project assistance, and STATE 206914 dated 9/3/94 
increased this amount by $4 million to a total planned NP A obligation amount of $5 million. 
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Au]'n«ORiTY 

STATE 077357 dated March 25, 1994 delegated authority to the Mis,:;ioll Director to approve 
the GHANAPA PP/PAAD ((,41-013J and 641-0132) i()r a comhined total of $45 million, 

.HJSTH1'HCA 'nON 

GHANAPA has been thoroughly reviewed by the Mission, the RLA and tht.: GOC and meets 
all the USAID requircments for project/non-projcct assistance design. The Mi~",:;i(III-:; 
Executive Committee has recommended approval of fhe program. 

RECOMMENDATION 

That you indicate your approval of the $45 million Ghana Popuii'ltiGi1 :md AIDS Program 
(GHANAPA) Program (641-0131164]-0132) by signing this rncnnorandum helow and the 
GHANAPA project PP facesheet; and that you authorize the $31 million r:HANAPA project 
(641-0131) and the FY 94 obligation for the GHANAPA non-project as!;istaIlce program by 
signjng the Project Authorization and the P AAD facesheet. 

Date: 

Drafted:DAROIl~C\gpIl.act _ f .l 
Clearance: PRM:Baker "S:1)date 1-12<6'/,1'1 

HPNO:Llewellyn Cf( dit;: !tA,f/(?P­
RLA:Knott~date ~( . 

, CONT:Grizzard ~ date ~q4 
, DDIR:Liberi ~_ date __ 
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PfH)CIlAM A~;~I~>'i 1\I','CE 

API'HUV/\L DOCUMENT 

(P/IJ\D) 

N/A 

__ .. __ GJ.l (,11 1.il _ .... _. ___ .. ___ ._ ... __ . ___ . __________ .. _ .. __ ... __ ._ .. _________ .. _____ . 
3. C;aIC~()r)' 

CA.CilI GHANT 
1. l_);i~--'-~ ~ --.- ~--.-.--........ ---... -~-..... ~- .~ .. ~~ ... _ .. '_~. __ ._.~4._~ ______ H_ .. __ ._ ... __ ..... 

'-1"6. Pt:nnincd Soure, ·~l·-:-E.--·,---·-d ---., I. SUflllll( 50\lrc~ 

---~~-~!-:y:-::--------------.-----..!. _.--k!.!nl!<t1 f..... . ~ l' S -------------------
f rn World "--- .- Indu,,, .. lor.d C oun'"'' 

_ loe al 

The Ghana Population and AIDS Program (GHANAPA) is a six year, $45 million combined project and non-project assistance 
program, that will begin in Sr.ptember 1994, and continue through September 2000. GHANAPAhas two components--family 
planning and AIDS/STD control. Cc.nsistent with USAID's strategic objectives, the goals of GHANAPA are to reduce Ghana's 
fertility rate and to help stabilize the HIV/AIDS epidemic in Ghana. The Program's purpose is to (1) increase the use of modern' 
and effective family planning methods by increasing the contraceptive prevalence rate (CPR) from 10 percent to 20 percent and shift 
the method mix from 20 percent to 40 percent for long-term methods; (;Od (2) increase awareness and practice of HIV I AIDS risk 
reduction behavior by increasing the reported use of condoms during the most recent act of sexual intercourse with a non-regular 
prutner to 50 percent and number of people of people citing at least two acceptable ways to prevent HIV infection from 61 perc~nt 

to 75 percent. 

With the Obligation of these funds, $9 million remains to be obligated into the Program. 

GHANAPA non-project assistance will ;provide a cash grant to the GOG to support critical policy reform. The' cash grant will be 
released in ti'i~ yearly tranches (1995-:1999) upon the GOG successfully meeting conditions precedent to disbursemqnt. The conditions 
precedent are tied to performance indicators that require the GOG to meet family planning benchmarks and complete actions that 
increase overall ;provision of family planning and AID/STD prevention services. The conditionality agenda for the non-project 

assistance follows: 
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Conditions I)recedeDt tl) Disbursement 

FiJr5lf. I)jsburs«~!][!,ellt: Prior to the first disbursement under the Grant, in the amount of Two Mil han 
United St.ltes dolla.rs (US$'2,OOO,OOO), or to the issuance by US AID of documentation pursuant to 
which such disbursement will be made, the Grantee will, except as the Parties may agree otherwise in 
writing, furnish to USAID, in fonn and substance satisfactory to USAID, evidence that: 

(1) The Grantee has met ;}II conditions precedent to disbursement for each tranche of the Family 
Planning and Health Program non-project assistance; 

(2) The Grantee has established a Population and AIDS Coordinating Committee (PACC) '<AJith 
policy and technical fimctions, to be chaired by the National Population Council (NPC) and comprised 
of senior officials from the Ministry of Finance and Economic Planning, Ministry of Health, NPC, 
University of GhanaILegon, Ghana Social Marketing Foundation, Ghana Registered Midwives 
Association, Planned Parenthood A3sociation of Ghana, (':lristian Health Association of Ghana, the 
Association of Voluntary Surgical Contraception and USAID. . 

(3) The Grantee has allocated adequate resources to the MOR non-personnel recurrent budget 
(items 2-5) to meet agreed-upon fami'Iy planning benchmarks as measured by-couple years of 
protection - 113,000 CVPs for short term and 78,000 CYPs for long tenn, which represents an order 
of magnitude equal to eighty percent (80%) of the projected public benchmarks required to achieve 
program purpose; 

(4) The Grantee has completed a contraceptive pricing study with recommendations for graduated 
price increases and an implementation plan which results in annual increases in cost recovery. 

(5) The Grantee has allocated adequate resources, based on an annual program of work reviewed 
by the PACC, to conduct I-DV / AIDS and sexually transmitted disease (SID) monitoring, prevention 
and control activities. 

(6) The Grantee has adopted action plans with specific timetables to include subdermal 
contraceptive implants, and more effective drugs for the treatment of STDs on the Essential Drug List 
and the National Formulary (EDLNF). 

(7) TQe PAce has approved the 1995 annual work plan for the National Population Council with 
agreed upon objectives, and has received a commitment from the Ministry of Finance & Economic 
Planning for provision of adequate resources to carry out these objectives. 

(8) The Grantee has furnished to US AID specimen signatures of the responsible officers for 
GHANAPA on behalf of the Ministry of Finance and. Economic Planning and the Ministry of Health, 
and the names of the banks and numbers of the interest-bearing accounts to be used to transfer U.S. 
Dollars during program implementation. 

Second Disbursement: Prior to the second disbursement under the Grant, in the amount of Three 
Million United States dollars (US$ 3,000,000), or to the issuance by USAID of documentation 
pursuant to which such disbursement will be made, the Grantee will, except as the Parties may agree 
otherwise in writing, furnish to USAID, in fonn and substance satisfactory to USAID, evidence that: 
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(1) The Grantee is allocating adequate resources to the MOH non-personnel recurrent budget 
(items 2-5) to meet agreed upon family planning benchmarks as measured by couple years of 
protection - 118,000 CYPs for short term and 99,000 CYPs for long term, which represents an order 
of magnitude equal to eighty-five percent (85%) of the projected public benchmarks required to 
achieve program purpose; 

(2) The Grantee has completed the following actions: (a) revised its contraceptive pricing policy 
upon consideration of a contraceptive pricing study; (b) adopted a schedule of graduated price 
increases for contraceptives which shall result in the recovery of an increasing percentage of annual 
commodity costs by the year 2000 - based on the study and approved by PACC; and (c) disseminated 
the revised pricing policy to all public sector providers and implemented the first stage of price 
increases; 

(3) The Grantee is allocating adequate resources, based on an annual program" of work reviewed 
by the PACC, to conduct·mY/AIDS and sexually transmitted disease (SID) monitoring, prevention, 
and control activities; 

(4) The Grantee has revised the Essential Drugs List and the National Formulary to include 
subdermal contraceptive implants and more effective drugs for the treatment of SIDs,. and has 
distributed the revised EDLNF to all Ghanaian health care practitioners; 

(5) The Grantee has imprOVed its contraceptive forecasting and stocking procedures to reduce the 
commodity pipeline to 21 months, to ensure that contraceptive commodities are used prior to their 
expiration date. 

(6) The National Population Council has achieved the objectives or'the 1995 annual workplan. 
Thr. PACC has approved the 1996 annual work plan for the National Population Council with agreed 
upon objectives, and has received a commitment from the Ministry of Finance and Economic Planning 
for provision of adequate resources to cany out these objectives. 

Third Disbursement: Prior to the third disbursement under the Grant, in the amount of Three Million 
United States dollars (USS 3,000,000), or to the issuance by US AID of documentation pursuant to 
which such disbursement will be made, the Grantee will, except as the Parties may agree otherwise in 
writing, furnish to USAID, in form and substance satisfactory to USAID, evidence that: 

(1) The Grantee has allocated adequate resources to the MOH non-personnel recurrent budget 
(items 2-5) to meet agreed upon annual family planning benchmarks as .measured by couple years of 
protection - 130,000 CYPs for short term and 130,000 CYPs for long term, which represents an order 
of magn!tude equal to ninety percent (90%) of the projected public benchmarks required to achieve 
program purpose; 

(2) The Grantee is implementing a schedule of graduated price Increases for contraceptives which 
shall result in the recovery, by public sector family planning services providers, of annual commodity 
costs at a level exceeding that achieved under the second tranche, as approved by the P ACC; 

(3) The Grantee has allocated adequate resources, based on an annual program of work reviewed 
by PACe, to the MOH to conduct HIV/AIDS and sexually transmitted disease (SID) monitoring, f 

prevention, and control activities; 



(4) The Grantee has reviewed its contraceptive forecasting and stocking procedures to ensure that 
the reduced pipeline is in place and that fewer commodity expirations have occurred. 

(5) The National Population Council has achieved the objectives of the 1996 annual workplan. 
The PACe has approved the 1997 annual work plan for the National Population Council with agreed 
upon objectives, and has received a commitment from the Ministry of Finance & Economic Planning 
for provision of adequate resources to carry out these objectives. 

Fourth Disbursement Prior to the fourth disbursement under the Grant, in the amount of Three 
Million United States dollars (USS 3,000,000), or to the issuance by USAID of documentation 
pursuant to which such disbursement will be made, the Grantee will, except as the Parties may agree 
otherwise in writing, furnish to USAID, in form and substance satisfactory to USAID, evidence that: 

(1) The Grantee has allocated adequate resources to the MOH non-personnel recurrent budget 
(items 2-5) to meet agreed .. upo~l annual family planning benchmarks as measured by couple years of 
protection - 137,000 CYPs for short term and 167,000 CVPs for long term, which represents an order 
of magnitude equal to ninety-five percent (95%) of the projected public benchmarks required to 
achieve program purpose; 

(2) The Grant~e is implementing a schedule of graduated price increases for contraceptives which 
shall result in the recovery, by public sector family planning services providers, of annual commodity 
costs at a level exceeding that achieved under th.e third tranche, as approved by the PACC; 

(3) The Grantee has allocated adequate resources, based on an annual program of work reviewed 
by the PACC, to the MOH to conduct mv / AIDS and sexually transmitted disease (SID) moni~oring, 
preventio~, and control activities; 

(4) The National Population Council has achieved the objectives of the 1997 annual workplan. 
The PACC has approved the 1998 annual'wdrk plan for the National Population Council with agreed 
upon objectives, and has received a commitment from the Ministry of Finance and Economic Planning 
for provision of adequate resources to carry out these objeCtives. 

Fifth Disbursement: Prior to the fifth disbursement under the Grant, in the amount of TIaree Million 
United States dollars (USS 3,000,000), or to the issuance by US.C\ID of documentation pursuant to 
which such disbursement will be made, the Grantee will, except as the Parties may agree otherwise in 
writing, furnish to USAID, in fOhn and substance satisfactory to USAID, evidence that: . 

1.:..
1 

(1) The Grantee has allocated adequate resources to the MOH non-personnel recurrent budget 
(items 2-5) to meet agreed-upon annual family planning benchmarks -as measured by couple years of 
protection - 143,000 CYPs for short term and 210,000 CVPs for long term, which represents an order 
of magnitude equal to one hundred percent (100%) of the projected public benchmarks required to 
achieve program purpose; 

(2) The Grantee has implemented. a schedule of graduated price increases for contraceptive5 which 
shall result in the recovery, by public sector family planning services providers, of annual commodity 
costs at a level exceeding that achieved under the fourth tranche, as approved by the PACC; I 



.. 

(3) The Grantee has allocated adequate resources, based on an annual program of work reviewed 
by the PACC, to conduct mY/AIDS Wld sexually trWlsmitted disease (Sm) monitoring, prevention, 
Wld control ,activities; 

(4) The National Population Council has achieved the objectives of the 1998 Wlnuai workplan. 
The PACC has approved the 1999 ~nnual work plWl for the National Population Council with agreed 
upon objectives, and has received a commitment from the Ministry of Finance & Economic PIWlning 
for provision of adequate resources to carry out these objectives. 

• 



UNITED STATES OF AMEIUCA 
AGENCY f'OR IN'I1.:RNATIONAL DEVELOJ'MENT 

MISSION TO (;HANA 

PROJECT AUTHORIZATION 

Name of Country: The Republic of Ghana 

Name of Project: Ghana Population and AIDS Program (GHANAPA) 

Project Number: 641-0131 

E4!113 IndcpclxicllClC Avenue, 
(Next to Pc_ BPJildins) 

P,O. BOX 1630 
ACCRA.QHANA 

TBLBPHONB 228440 
22!1087 1 225326 

663767 
FAX: 233-21·773465 

233·21-669598 

, 1. Pursuant to Section 496 of the Foreign Assistance Act of 1961, as amended~ I hereby 
authorize the Ghana Population and AIDS Project (the "Project") for the Republic of Ghana 
(the "Cooperating Country"), involving planned obligations of grant funds not to exceed 
Thirty One Million United States Dollars ,(US$31,000,OOO) (the "Grant") over a period of six 
years, subject to the availability of funds in accordance with the USAID OYB/allotment 
process, to help fInance foreign exchange and local currency costs for the Project. Except as 
USAID may otherwise agree in writing, the planned life of the Project is six years from the 
date of initial' obligation. . 

2. The Project will assist the Cooperating Country to (1) increase the use of model't;l and 
effective family planning methods by expanding the capacity of public and private sectors to 
provide family planning services and shifting the method mix from short-term methods to 
long-tenn methods and (2) increase awareness and practice of mv / AIDS risk reduction 
behavior. The Project will fmance technical assistance, training, contraceptive commodities, 
equipment and materials, grants to non-governmental organizations, program support, 
monitoring studies and evaluations, fmancial management reviews and audits. 

3. The Project Grant Agreement and other funding in$'Uments, which may be negotiated 
and executed by the officers to whom such authority is delegated in accordance with USAID 
regulations and Delegations of Authority, shall be subject to the following essential terms and 
covenants and major conditions, together with such other terms and conditions as USAID 
may deem appropriate: 

a. Source and Origin of commodities. Nationalitv or Services 

Commodities financed by USAID under the Project to the extent fmanced under the 
Development Fund for Africa, shall have their source and origin in the United States, the 
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Cooperating Country, or countries included in USAID Geographic Code 935, except as 
USAID may otherwise agree in writing. Except for ocean shipping, the suppliers of 
commodities or services shall have the United States, the Cooperating Country, or countries 
included in USAID Geographic Code 935 as their place of nationality, except as USAID may 
otherwise agree in writing. Ocean shipping financed by USAID under the Project shall, 
except as USAID may otherwise agree in writing, be financed only on flag vessels of the 
United States or countries included in the USAID Geographic Code 935 and shall be subject 
to applicable minimum U.S. flag vessel usage requirements. 

b. Conditions Precedent 

Prior to the first disbursement under the Project Grant Agreement, or to the issuance by 
USAID of documentation. pursuant to -which disbursement will be made, the Grantee will, 
except as the Parties may otherwise agree in writing, furnish·to USAID, in fonn and 
substance satisfactory to USAID, the following: 

(1) A statement of the names and titles of the persons who will act as 
representatives (including the Ministry of Health) of the Grantee under the agre~ment, 
together with a specimen signature of each person named in such statement. 

c. Covenants 

The Cooperating Country shall covenant to: 

(1) Provide adequate funds to the Ministry of Health to conduct family 
planning and HIV / AIDS control activities throughout the life of the· project. 

. ~ 

~\'~ ~. s: tkcQ 
Barbara P. Sandoval 
Mission Director 
USAID/Ghana 

. Drafted:PDO:DARol~iC\gpa-aut t I 
Clearance:PRM:SBalier irl2 date ~. 

. HPNO:CELlewellyn, aft. date ~ " 
RLA:JKnO~te 
CONT:LoriZZaJi te~q4-
DDIR:DMLiberi date __ 

u:\public\doc:ap_lUt· September 28. 1994 
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PROJECT DATA SHEET 

co U:ITR Y I L."fTrTY GHANA 

-t. aUIU'.AU/OlFIC& 
AFRICA 

APPENDIX ~A, Attachment 1 

Chapter 3, IIllndbook 3 (TM 3 :43) 

Amendment NWDbcr 
DO Ct!ML.Vf 
CODr. 

3 

I 
~,PIlOjtCT TrTU 1m ... : .. 010 clt.Mlml 

[J>6:J ~ Population and AIDS Project 
~. 'ROJECT ASSISTA.'1C£COM.PUT.ION DATE IPACO, ! 1, £5T1:\IAl£O DAn Of OBUCAnO!'4 

/

1 ((.'rtdn 'S:' !IIIOf.l.'. mIn I. 1. J. or'" 

A. initial f'Y 19 14 I B Qu.an .... [1J C fInal FY L.2!..2l 
I 

S. COSTS / '000 OR EQt:IV,-\.:.E:-:T 51 • ) 

A. n!="DL~G SOCRet 
;'UUT f'Y ~ LIFE OF I'R"JECT 

B. rx c. LiC O. Tow E. F:'C F.L;C G. Tow' I ... m Approprialed Tala.! I 1.660 I - Q - . 1 ,6bU ,,_2.,500. 1)00 6.09°_ 
IGnne, .i , ( JI'( , I , ( I I , 
f 1.o.anl ( , , I , I , I ( I , I 

Odin II. I 
U.s. 12- I 

HonCownrv I 1.666 ;6,666 -
Oehn- Oonon., t'lU VA'J.',l!; . I ,827 2 A27_ 

TOTAL 5 ~ 1.hnO - u· - 1~~60 5500 ,.993 15.4g3 
" 

9, SCHEDULE OF AJD n::-.IDI:-.IC ISOOOt ' 

It. A.PPR~ 
B. c.PIlL'tARY E. A,\tOtJNT AlP ROVED PIUMARY TECH. CODE D. OBLICAnONs TO DATE F. UEE OF PROJECT 

PiUATION PUIU'OSE 
~··Z.Loani 

THIS AcrlON 
COOt 1. Crane 2. LOlli I. Grane 2. LOlli I. CnalC 2. Luan 

(l) Ull'A 44UB 440 - 0 - 1,660- b,OOO 
(21 I 

13, I 

'41 I f ! 
TOTALS .... - U - t !,.6bO 6,QQO I 

10. SE.CONDARY TECHNICAL CODES (-"l1li1"" 6 cod" r/lJ ponnoru loeltl 11. Si.CONDAR Y Pl'RPOS£ COD 

I I I 1 , 
12. SPEClA.L CONetR.'1S CODES (_.""'u", 7 codll of., pomlOfU ,.,11/ 

~CO* I I I I .1 

It. SCHE.DULE.D EV,tLUAnONS 11.5. SOI.'RCE/OIUC&'f or COODS A..'It) SERVICES 

I ~ I YY I I MMI YY I 1 ~I'I I YY I I 
tnecrim 0 19917 I I nnal.p 19 010 ,,, 000 C 'HI D. Local ftl Odln-(S".nfl/ 935 

us. AMUfDM£NTS/NATUR.E or CH.Al(GE PROPOSED' (TAu U pllfr lof • __ po,r PP ."",,,"d,,,"""1 ' 

I concur in the methods of 
under the project. 

implementation and the financial arrangements 

IJ)/tk' ~, 

17. ,\.PPROVED 
BY 111 MISSION DIRECTOR 

USAID/GffANA . 

w~~zard, Controller 
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EXECUTIVE SUMMARY 

I. BACKGROUND 
A. Country Overview 
B. Macroeconomic Overview 

1. Macro Environment 
2. Balance of Payments Analysis 
3. Health Sector Macro-Economic Issues 
4. Decentralization 

C. Exceptional Financial Requirements 

II. ANALYTICAL FRAMEWORK - FAMILY PLANNING COMPONENT 
A. Background 
B. Sector Constraints 

1. Policy Analysis 
2. Demand Analysis 
3. Service Delivery Analysis 
4. Sustainability Analysis 

C. Program Strategy 
D. Program Description 
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EXECUTIVE SUMMARY 

A. Background Summary 

USAID has been involved in population activities in Ghana since 1968 through various 
bilateral and regional projects. The current program, the Ghana Family Planning and Health 
Program (FPHP), established targets that addressed the Mission's strategic objective of 
reducing Ghana's total fertility rate (TFR) from 6.4 to 6.1 by 1995. This is to be 
accomplished by increasing the contraceptive prevalence rate (CPR) of modern methods from 
5 to 15 percent by 1995, thus moving Ghana from the "emergent" phase of family planning 
programs (0-7 percent modem CPR) to the "launch" phase (8-15 percent modern CPR). 

The 1993 Demographic and Health Survey (DHS) indicates that Ghana has achieved a modern 
CPR of 10.1 percent and a substantial decline in fertility among women age 15-49 as 
evidenced by the drop in TFR from 6.4 in 1988 to 5.5 in 1993. This drop in fertility of 
nearly one child per woman in a period of five years is remarkable in comparison to other 
family planning programs worldwide, and an outstand~ng achievement for sub-Saharan Africa. 

The extraordinary success of the FPHP has led USAID to substantially increase its 
commitment of resources to family planning now rather than wait until the expiration of the 
FPHP. This is being done to take advantage of the progress and momentum of the program 
and to move the program through its next phase of development. 

While TFR has dropped dramatically in recent years, contraceptive prevalence has risen 
modestly. There are a number of constraints that must be addressed to move Ghana clearly 
through the "launch" phase and into the next "growth" phase of population programs. GOG 
resources devoted to family planning and AIDS prevention and control activities are declining 
and there are provider practices, contraceptive pricing and commodity forecasting and 
stocking issues that need to be addressed. There is a lack of knowledge and information 
about con~aceptives, particularly about specific methodS' and side effects, resulting in 
substantial discontinuation rates. Awareness and correct information about long-term methods 
is particularly low. There are also tremendous service delivery gaps, particularly with regard 
to clinical methods, men arid adolescents. There is a real need to educate men and 
adolescents about the benefits of contraception and to proactively reach out to them. -

While the HIV prevalence in Ghana is low relative to other African countries and public 
knowledge about AIDSIHIV is high, it is clear that the HIV / AIDS pre-epidemic phase is 
completed and that a sharp increase in HIV· incidence should be expected in the next five to 
six years. Quick and effective action must be taken now to change risky sexual behavior and 
treat STDs, which are co-factors in the heterosexual transmission of HIV. Constraints exist in 
terms of resource allocations for HIV/AIDS activities, linkages between the spread of STps 
and HIV / AIDS, risky sexual behavior and treatment of STDs with effective drugs, particularly 
for drug-resistant strains. 
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Overall program sustainability is a major concern facing Ghana's population efforts. At 
present, only 25 percent of the non-personnel recurrent budgct for family planning program 
expenditures and 20 percent of the STD/ AIDS/lIIV program expenditures are covered by the 
GOG budget, with the remaining support coming from donors. While there is an effort to 
shift an increasing share of the burden from the public to the private sector, this i~ a !ong 
term process. 

B. Program Summary 

The Ghana Population and AIDS Program (GHANAP A) is a six year, $45 million combined 
project and non-project assistance program, that will begin in September 1994, and continue 
through September 2000. GHANAP A has two components--family planning and AIDS/STD 
control. Consistent with USAlD's strategic objectives, the goals of GHANA PA are to reduce 
Ghana's fertility rate and to help stabilize the HIV/AIDS epidemic in Ghana. The Program's 
purpose is to (1) increase the use of modem and effective family planning methods by 
increasing the contraceptive preval~nce rate (CPR) from 10 percent to 20 percent and shift the 
method mix from 20 percent to 40 percent for long-term methods; and (2) increase awareness 
and practice of HIV / AIDS risk reduction behavior by increasing the reported use of condoms 
during the most recent act of sexual intercourse with a non-reguJar partper to 50 percent and 
number of people citing at least two acceptable ways to prevent HIV infection from 61 
percent to 75 percent. 

The family planning and AIDS/STD components will be largely integrated, utilizing many of 
the same public sector and NGO institutions. For example promotion and distribution of· 
condoms will not differentiate between family planning and disease prevention use. Training 
programs for clinical family planning methods will include information on STD prevention 
and control as part of their cUrriculum. Support for activities which address primarily 
AIDS/STD prevention and control is specified in the appropriate section of the document. 

GHANAP A is designed to follow the Family Planning and Health Project (FPHP) that started 
in 1991 with a one year overlap until FPHP ends. Non-project assistance, project assistance, 
USAIDlWashington centrally-funded projects, Government of Ghana contributionS and 
funding from grantees will be used to fmancially support GHANAP A. The program will be 
coordinated by, a Population and AIDS Coordinating Committee (PACC) composed of all the 
involved public and private sector institutions implementing GHANAPA, and USAID. 

• Non-Project Assistance 

GHANAP A non-project assistance will provide a cash grant to the GOG to support critical 
policy reform. The cash grant will be released in five yearly tranches (1995-~999) upon the 
GOG successfully meeting conditions precedent to disbursement. The conditions precedent 
are tied to performance indicators that require the GOG to meet family planning benchmarks 
and complete actions that increase overall provision of family planning and AlDS/STD 
prevention services. The U.S. dollars will be initially deposited in a separate interest bearing 
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account in a U.S. bank. ' Since local currency will not be generated and the Mission has 
determined that the GOG's foreign exchange system is transparent and market-determined, the 
Mission has sought an exemption from the requirements of Section 536(b) of the 1994 
Appropriations Act related to planned uses of dollars for the cash grant portion of 
GHANAPA. The exemption request was contained in the PIDIPAIP approved by the ECPR 
in STATE 077357 dated March 24, 1994 and the Congressional Notification which expired 
without objection on August 23, 1994 (STATE 229290) and is contained in Annex N. The 
GOG will be required to contribute from its own resources'to the USAID Trust Fund 10 
percer I, of the yearly tranche release. 

The policy reform agenda includes: 

(1) 

(2) 

(3) 

(4) 

(5) 

(6) 

(7) 

GOG will establish a Population and AIDS Coordinating Committee (PAC C) 
consisting of technical and policy-making functions to be chaired by the National 
Populati0n Council and comprised all implementing organizations; 

GOG will make available to the Ministry of Hp,alth adequate resources to enable 
the Ministry to'meet annual family planning benclunarks for couple years of 
protection. These benclunarks reflect a gradual shift from short to long-term 
methods; 

GOG revises the public sector contraceptive pricing policy; 

GOG allocates adequate resources and conducts mv / AlDS/STD monitoring and 
prevention and control programs; 

GOG develops new dinical guidelines for family planning service delivery; 

GOG revises the Essential Drugs List and National Formulary to include all 
contraceptives and additional drugs for treatment of STDs; 

GOG establishes improved contraceptive commodity' forecasting and stocking 
procedures. 

These reforms are expected to help Ghana move toward effective and sustainable population 
and AIDS prevention programs by increasing the GOG budgetary allocation for family 
planning and STDIHIV / AIDS programs; improving public sector contraceptive cost recovery; 
reducing provider practices that impede service delivery; ensuring that all family planning 
methods and drugs for treatment of STDs are widely available; and guaranteeing that the 
commodity logistics system is adequate to handle the anticipated increase in demand for 
modem contraceptives. The Institutional and Financial Analyses indicate that the GOG has 
the capacity to implement these conditionalities. 
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• Project Assistance 

Project assistance will support increased demand for family planning services and improve 
family planning service delivery, particularly focusing on long term methods while 
continuing to expand the availability of short term methods; and improve diagnosis, treatment 
and tracking of STDs. GHANAPA will expand pre-service and in-service provider training; 
continue to strengthen the contraceptive logistics system; support multi-level Information, 
Education and Communication (IE&C) interventions; and coordinate public sector with private 
and Non-Governmental Organization's (NGO) sector efforts; and further strengthen the 
institutional capacity of the National Population Council (NPC) and of the National AIDS 
Control Program (NACP). Project funds will assist the Ministry of Health (MOH) to develop 
a system of licensing laboratories and laboratory professionals, promote safer sexual behavior 
through IE&C campaigns, and expand training for health care providers to identify and treat 
Sexually Transmitted Diseases (STDs) and HIV/AIDS. GHANAPA will also support the 
development of an· improved HIV /STD sero-surveillance system and will provide 
contraceptives to the public sector, through the MOH, and private and NGO sectors through 
the Ghana Social Marketing Foundation (GSMF). Sustainability is an underlying 
consideration throughout the program which will be developed by increasing the channels 
through which GSMF distributes commodities and establishing an endowment to ensure 
GSMF operations beyond the end of the GHANAP A program. 

C. Budget Summary 

The GHANAPA Program consists of'a $14 million Non-Project Assistance, and $31 million 
Project Assistance, which will be obligated through a $6 million bilateral Grant Agreement, a 
$11' million Operational Year Budget (OYB) transfer for contraceptive commodities and $14 
million in grants for non-governmental organizations (NGO). The Office of Population of 
USAID/Washingtort's Global Bureau has agreed to provide up to an additional $13 mil,lion for 
technical aSsistance from centrally funded cooperative agreements based on requests. 
USAID's inputs will be complemented by the equivalent of at least $6.666 million from the 
GOG and $4.666 million from NGO grantees. The total program will be the equivalent of 
$69,332 million. 

:' 
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Table 1. Summary Cost Estimate and Financial Plan (US $ 000) 

GOO 
USAlD/Ohana USAIDIW Contribution OrnER - NOOs TOTAL 

Project Outputs FX LC 
FX LC 

Non-ProJecl AIII.lance 

I. Family Planning ll,OOO 11,000 

2. HlV/AIDSISTDs 3.000 3,000 

Total NPA .4,000 14,000 

F8mlly PI.nnlng Componenl 

1. Improved Policy ISO 4,750 1,000 5,900 

2. Increased Ocmand 400 1,500 1,200 291 3,391 

3. More Services 19,705 5,350 3,500 3,000 31,555 

4. Sustainabilily 5,500 1,375 6,875 

Family Planning Total 25,755 11,600 S,700 1,375 3,291 47,721 

AIDSISTD Component 

1. Improved Policy 140 sao 66 706 

2. Behavior Change 1,150 400 400 1,950 

3. sm Diagnosisffreabnent 120 300 420 

4. Better Surveillance 856 500 '200 I,SS6 

AlDSlSm Total 2,266 1,400 866 4,632 

MonitoringlEvalu8tion 1,200 1,200 

Audits ISO ISO 

Program Support 1,629 1,629 

-
OHANAPA PROGRAM TOTAL 45,000 13,000 6,666 1,375 3,291 69,332 
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D. End of Program' Summary 

By the year 2000, nearly 997,000 Ghanaian women will be using a modern method of 
contraception (vs. 328,000 in 1993). Of this number 361,000 (40 percent) will be using 
longer term, more effective methods, such as IUDs, NORPLANT®, 'injectibles and voluntary 
surgical contraception. This means t,4at by the year 2000 the average Ghanaian woman will 
have five children in her life time, as compared to nearly six in 1993. 

Additionally, the private sector will be providing more family planning and STD prevention, 
diagnosis and treatment services to Ghanaians by expanding distribution channels and 
information networks and more people will be aware of mv / AIDS and practicing appropriate 
risk reduction behavior thereby controlling and preventing sexually transmitted diseases 
including HIV/AIDS. 

Finally, the public sector will be allocating more resources to family planning and AIDS/STD 
Prevention activities by the end of the program. These efforts, along with establishment of 
endowments, will lead to greater sustainability of Ghana's family planning and National AIDS 
Control programs. . 

E. Monitoring and Evaluation Summary 

The GHANAP A monitoring and eval~tion plan follows existing guidance from AIDIW on 
appropriate measures of program impact which place particular emphasis on people-level, 
gender disaggregated measures. The plan is built on the system currently in place under the 
Family Planning and Health Program. Crucial program performance and impact information 
will be collected through the following activities: . 

o Three Consumer Surveys planned as follow-up to the 1993 'consumer baseline survey. 
These are scheduled to take place in 1995, 1997 and 1999. The studies are 
population-based and are designed to obtain information ,on knowledge, attitudes and 
practices related to use of family planning and HIV / AIDS. The 1995 survey will be 
redesigned to include information related to STDs. . 

o A Demographic and Health survey scheduled for 1998. Data collected from this 
survey' is used to calculate total fertility rate and assess knowledge of family planping , 
methods and contraceptive practices among Ghanaians. A module will be added to the 
1998 survey to obtain more specific information related to risky sexual behavior 
leading to transmission of STDs and mv / AIDS. 

o Two Situation Analyses in health facilities planned for 1996 and 1998. These studies 
will be conducted to assess current practices by family planning service providers. 
The scope of these studies will include an assessment of SID treatment, to determine 
whether sm cases are managed as established by national guidelines. 
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The Mission will follow' program implementation and progress toward achieving project 
benchmarks regularly during semi-annual portfolio reviews and the annual Assessment of 
Program Impact. 

F. Implementing Institutions 

GHANAPA will provide $14 million in NPA to remove identified constraints and encourage 
the GOG to directly fund Family Planning and AIDS contr01 activities by the Health 
Education Unit (HEU), Maternal and Child Health/Family Planning Unit (MCHIFP), National 
AIDS Control Program (NACP) and Human Resources Development Division (HRDD) of 
the Ministry of Health (MOH), as well as the parastatal National Population Council (NPC). 

The $31 million in project assistance provided by GHANAP A will include a $6 million 
bilateral grant agreement with the Government of Ghana for: (a) analytical and operational 
research on population and AIDS topics; (b) equipment and materials, (c) short-tenn 
participant training and (d) project support, evaluations and audits. USAID will directly 
provide $14 million for (a) grants to support activities, of the Ghana Social Marketing 
Foundation (GSMF), the Ghana Registered Midwives Association (GRMA) and·the Planned 
Parenthood Association of Ghana (PPAG); (b) a cooperative agreement with the Association 

, for Voluntary Surgical Contraception (AVSC) to promote long-tenn contraceptive methods; 
. and (c) grants for endowments for the Ghana ~Iocial Marketing Foundation and an endowed 

academic chair in the autonomous Center for I'opulation and Development affiliated at the 
University of Ghana - Legon. $11 million in contraceptives will be procured through an 
OYB Transfer to the Central Contraceptive Procurement Project. 

G. Program Assistance Initial Proposal (P AIP) and Project Identification Document 
(PID) - Executive Committee Program Review (ECPR) Guidance 

... .. 
USAIDlWashington reviewed the PID and PAIP on March 2, 199~. The ECPR approved the 
original life-of-project amount of $32 million and the LOP for the program at $13 million. 
These levels were subsequently revised to $31 million and $14 million during Project Paper 
and Program Assistance Approval Document development as it ,became clear that additional 
non-project assistance resources would be required for the Government of Ghana to undertake 
the policy reform agenda. 

Following are the issues raised by the ECPR during the PIDIPAIP review as stated in the 
, ECPR guidance cable STATE 077357 dated March 24, 1994, and the Mission's response to 

each: 
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1. Project's Focus -' "The concern was raised as to the Mission's deci.'iion not to include 
child survival activities in Ihe program. While both the Mission's CPSP and the GHANAPA 
program do not focus on child survival and safe motherhood activities, Mission 
representatives noted that this is not meant to imply that these areas are not important. 
USAIDIGhana is currently conducting sqfe motherhood and breast/eeding activities through 
the Ghana Registered Midwives Association (GRMA). Although the primary focus olthe 
GHANAPA Program is family planning and HIVIAIDS control, other reproductive health 
activities such as breastfoeding will continue to be supported. USAIDIGhana will include 
general language in the PP to nole thaI they are providing assistance in these areas. The 
Mission will also include some information on what other donors are doing in these (in 
addition to providing more information on other donor activities). Additionally, the Mission 
was requested to include information in the PP discussing the impact of integrating the family 
planning and HIVIAIDS activities and to identify potential areas of overlap." 

Mission Response: 

Through the Family Planning and Health Program, the Mission will continue to support 
maternal and child health activities such as breastfeeding. Under GHANAP A, the Mission 
will support efforts to reduce total fertility in' Ghana by increasiJ;1g the availability of 
contraceptives and services, particularly with respect to long-term contraceptive methods. 

, Reducing total fertility benefits the health of mothers and children and reduces the workload 
and demands on overburdened health services. In Ghana, the first three infants born to a 
mother have a better chance of survival compared to infants born later in the birth order, and 
birth spacing intervals of two years or longer result in a better' chance of survival--not only 
for the mother, but also for the new infant and the previous child. Most importantly, child 
spacing as part of a family planning program, is a significant child survival intervention. 

Grants to GRMA and other local NGOs will provide support for reproductive health activities, 
although the major focus is on family planning services. The Ghana Social Marketing 
Foundation will also continue to promote and distribute oral rehydration salts as part of their 
ongoing social marketing program. Through non-project assistance conditionality, the Mission 
is ensuring that the Ministry of Health has sufficient funds to support GOG ,priorities, 
including child survival activities. UNICEF has been the major donor providing assistance to 
Ghana's Child.Survival and Development Program. Other bilateral donors and NGO's are 
also supporting infant and child health activities. As a result of Ghana's emphasis and 
mobilization of funds for Child Survival and Development activities the Infant Mortality Rate 
(IMR), the best indicator for the health 'of a country, has declined from 100 per 1000 live 
births in the 1970' s to 77 per 1000 live births in 1988 (DHS) and to 66 per 1000 live births 
in 1993 (DHS preliminary unpublished data). Total Immunization coverage among children 
aged 12-23 months has improved from 31 percent in 1988 (DHS) to 55 percent in 1993 
(DHS). Further information on other donor support for child survival activities is contained 
in Section VILE. of the PPIPAAD. 

The GHANAPA family planning and HIV/AIDS components are fully integrated to the extent 
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possible. For example, technical assistance to the MOH and NOO Sector's IE&C programs 
will support both family planning and AIDS prevention messages. Condoms will be 
distributed and promoted for both family planning and STD prevention. Training programs 
for all family planning practitioners will include STD and HIV prevention. Surveys will 
collect information on both issues. 

2. Other Donor Support to Family Planning and HIVIAlDS - "The Japanese 
Government will be expanding their program in HIVIAIDS and Population and has identified 
Ghana as a priority country. In this regard, USAIDIGhana is encouraged to discuss with the 
Japanese the modalities for ensuring that both programs are complementary." 

Mission Response: 

USAID/Ghana works closely with all donors to ensure complementary of programs. Through 
the Japanese-U.S. Agenda for Cooperation and Global Prospective agreement, USAID and the 
Japanese are supporting basic research on the HIV virus at the Noguchi Memorial Biomedical 
Research Institute. The Japanese fund equipment and technical assistance for Noguchi and 
USAID funds operating costs under the Family Planning and Health Program. No further 
assistance to Noguchi is anticipated under GHANAPA. The Mission understands that the 
Japanese plan to provide support to NGOs working on HlV / AIDS/STD prevention and 
control and will meet with a Japanese delegation in September 1994 to ensure that USAID 
programs are complementary. Further information on donor activities in family planning 
and AIDS is contained in Section VII.E. of the PP/p AAD. 

3. Endowment Fund - "The Mission is considering whether or not the endowment fund 
should be in U.S. dollars or local currency or a combination. USAIDIW encouraged the 
Mission to continue the design process. of the endowment fund pending the release of 
USAIDIW guidance. WhUe the establishment of the fund should be included in the project's 
authorization, the endowment may have to be approved in USAIDIW if the forthcoming 
USAIDIW guidance so requires. USAIDIW requests that they be kept abreast of activities 
during the design process of the endowment." 

Mission Response: 

USAlDIW guidelines for the capitalization of endowments issued in STATE 201880 dated 
7/28/94 requires USAlDIW approval of all endowments. The Mission has included funds for 

. establishment of the endowment in the project authorization per the ECPR cable, and will 
establish the endowment following USAIDIW approval. 
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4. CondltiOl,ality - "(a) It was agreed that Tranche One condit/onaIitY.ft!r the 
"establishment of a system for an improved public sector contraceptive pricing structure" will 
be rewritten so as 10 clearly .'Jpecify that the magnitude of the increase and the schedule for 
future price ad.iustments will be determined from an analysis of contraceptive pricing 
structures and market forces; and (b) Also in Tranche One conditionality, the third policy for 
"improved contraceptive commodity forecasting and stocking procedures, the disbursement of 
funds will be provided after the new forecasting formula has been developed "and accepted" 
by the Government and staff trained on revised procedures. " 

Mission Response: 

(a) Tranche One conditionality requires a pricing study with recommendations and 
implementation plan to determine annual prices for contraceptive commodities; and (b) 
contraceptive commodity forecasting is a tranche two conditionality which must be fulfilled 
prior to disbursement of the tranche. 

S. Institutional Analysis - "The institutional anal)!sis of the PAAD will have to address 
the capacity of the GOG to implement the program's required conditionalities. " . 

Mission RespoDse: 

The Institutional Analysis indicates that the GOG has the capacity to undertake the non­
project assistance conditionality agenda. Under the FPHP, the Mission has had nearly two 
years of experience working with the Ministry of Health (MOH) and Ministry of Finance and 
Economic Planning (MFEP) on non-project assistance conditionalities. The GOG has met 
conditions precedent for disbursement of Tranche One and Tranche Two. Tranche Three 
disbursement has been postponed due to GOG delay in establishing an operational permanent 
National Population Couiicil Secretariat. Final actions required to establish the NPC, such as 
passing the legislation, and reviewing the population policy implementation plan, are expected 
to be completed by the end of calendar year 1994. GHANAP A Tranche One conditionality 
requires th~ GOG to satisfactorily meet all FPHP conditions precedent to disbursement prior 
to disbursement of GHANAP A funds. 

6. GOG Increase in MOH expenditures - ''Although the PIDIPAIP proposes to 
encourage the GOG to increase the MOB expenditures in family planning from 25 percent to· . 
40 percent, the Mission is encouraged to monitor 'the effects of these budget transfers on other 

. sectors of the Government, especially those sectors where USAID has been actively involved" 

Mission RespoD!le: 

GHANAP A conditionality has progressed from monitoring financial resources to measuring 
GOG accomplishments viz a viz agreed upon family planning benchmarks for couple year~ of 
protection. Thus the conditionality requires the GOG to allocate adequate resources to meet 
family planning benchmarks, rather than requiring a specific allocation of GOG resources. 
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The Mission, however, will continue to monitor effects of USAID conditionality requirements 
on the GOO Broad Based budget. 

H. Summary Findlogs 

OHANAP A was designed in full collaboration with the Ministry of Health and other GOG 
and non-governmental implementing institutions. The conditionality agenda and policy 
reforms have been vetted and approved by the GOG and are feasible in the time frame 
allotted. They are consistent with Ghana's Economic Recovery Program and the Ministry of 
Health's Medium Term Plan (1993-2000). Financial, economic, institutional, technical, social 
soundness and environmental analyses confirm that the Program will have significant positive 
impact on target beneficiaries as well as the country as a whole. It is therefore recommended 
that GHANAPA be authorized and obligated in FY 1994. 
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I. BACKGROUND 

A. Country Overview 

The Republic of Ghana is located on the western coast of Sub-Saharan Africa, on the Gulf of 
Guinea, and derives its name from one of the great West African trading empires which 
flourished from the 4th-II th centuries and included the famed university city of Timbuktu in 
what is now Mali. Lying in the tropical climatic zone, Ghana has four major geographic 
zones: low-lying plains on the southern coast; tropical forest areas in the west and southern 
interior; savannah woodland and swamps in the central Volta River region and savannah in 
the North. About 19 percent of the land is used for agriculture.' The northern area is hotter 
and drier than the other regions and has experienced prolonged cultivation and soil 
degradation. Lake Volta, created by damming the Volta ruver, is the largest man-made lake 
in the world. 

In 1470 Portuguese traders made contact with the coastal population, and later developed a 
gold mining and slave trade in the area. The British gained control over what is presently 
Ghana in 1901 after 74 years of fighting the peoples of the Ghanaian interior. JOe 
Convention People's Party, under the leadership of Kwame Nkrumah, won legislative 
elections in 1951 and in 1957 Ghana gained independence from Britain. Three years later, 
Ghana became a republic and Nkrumah was elected president. Thereafter, Ghana has been 
ruled by a series of military and civilian governments. The current government, 
democratically elected in December 1992, is led by President Jerry John RaWlings. 

Ghana has a popUlation of 17 million people and is one of the more densely populated 
countries in West Africa at about 110 per square mile. Seventy percent of Ghanaians reside 
in rural areaS which are defined as villages or towns with less than 5,000 people. About 99.8 
l~rcent of the population is African, the balance being European and other non-African. 
extractions. There are over 100 different ethnic groups, each with its own language and 
culture. The Akan, which includes the Ashanti whose heartland is around Kumasi, represent 
about 40 percent of the population. Another 20 percent are Ewe, mainly in the east, followed 
by the Ga'in the south around Accra, and various other ethnic groups in the north, including 
the Gonja and the Dagomba. Due to the great diversity of dialects, no single native national 
language exists. English, the official language, is used in schools beginning in the 4th grade, 
business and government Most Ghanaians are multilingual. Christians outnumber Muslims . 
about two to one, with the Muslims concentrated more in the north. The rest of the 
population (about 35 percent) practice traditional ancestral religions. 
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B. Macroeconomic Overview 

1. Macro Environment 

Ghana, in the lute 1950's and early 1960's, hud one of the highest levels of income, as well 
as social and economic infrastructure, in sub-Saharan Africa. However, by the early 1980's, 
the standard of living of Ghanaians had declined. Industrial development based on import 
substitution and protected by tariffs and other barriers resulted in an industrial sector 
dominated by large-scale, capital-intensive and inefficient state-owned enterprises. Production 
in the agricultural sector in general and cocoa in particular, suffered from a declining market. 
Cocoa, Ghana's largest export at that time, is an excellent example: production declined from 
450,000 MT in 1974 to approxima.ely 150,000 MT in 1983. 

Responding to the rapidly deteriorating economic situation, the GOG initiated a far-reaching 
reform program in 1983 which it continues to pursue. Reforms to date include liberalizing 
the foreign exchange and trade system, increasing producer prices for cocoa, eliminating most 
price and distribution controls and rationalizing the public investment program, which in turn 
greatly improved physical infrastructure. In the first 10 years of reform, fiscal and monetary 
policies reduced inflation, while donor inflows allowed Ghana to increase her foreign currency 

, reserves and eliminate external p&yment arrears. These reforms and the resulting increased 
resource availability have helped Ghana to have one of the fastest growing African economies. 
Unfortunately, Ghana relaxed its fiscal prudence in 1992, raising a series of problems which 
have implications for GHANAP A. The following discussion summarizes how the situation 
developed. 

Fiscal Imbalance The Government originally projected a budget surplus of 0.6 percent of 
GDP for 1992. Inst~ad, the deficit, excluding foreign grants and capital expenditure financed 
by external project aid, amounted to 177 billion cedis,' or 6% of GDP. The deficit was the 
result of a 70 percent wage increase for government workers, a poor cocoa crop, and 
declining world commodity prices. For 1993, the deficit decreased to 127 billion cedis, which 
was about 3% of GDP. 

Inflation The annual inflation rate dropped to 8 percent in mid-1992. Subsequently, 
however, the large fiscal stimulus, reinforced by an increase in the ,money supply, allowed 
inflation to accelerate again. As of March: 1994, Ghana's Consumer Price Index had risen 
21.5% over the prior year. 

Fiscal Austerity In January, 1993, the Government attempted to eliminate the fiscal 
deficit by raising gasoline taxes by a dollar a gallon. Unfortunately, revenues from the 
gasoline tax were not sufficient to close the gap. A plan was submitted to Parliament for a 
further increase in the gasoline tax during 1993, but it was rejected. 
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In January, 1994, additional tax measures were announced, including a further 20% increase 
in gasoline prices plus measures to increase revenues from imported goods. Unfortunately, 
due to the rapid depreciation of the cedi, the 20% increase in gasoline price increase did little 
more than offset the increase in foreign exchange cost of purchasing oil from foreign 
suppliers. In 1994, the Government has financed the gap between recurrent expenditures and 
recurrent revenues by selling about half their shares in the crown jewel of their stock 
holdings, Ashanti Goldfields. 

Foreign Exchange Rate: A symptom of the fiscal deficit was the rapid fall in the cedi. In 
essence, by deficit spending and expanding the money supply, the Government placed qloney 
in the hands of Ghanaians, who then spent it for imported goods. In a reflection of this, the 
balance of payments position deteriorated from $471 million in 1992 to $641 million in 1993. 

The cedi depreciated rapidly between the summer of 1992 until early March, 1993 when a 
surge in donor assistance resulted in a temporary stabilization of the exchange rate at about 
600 cedis to the dollar. That rate proved to be unsustainable, and from the summer of 1993 
until the start of the sale of Ashanti Goldfields in February, the cedi fell rapidly, from 611 
cedis/dollar in June, 1993 to 930 cedis/dollar in February. With the sale of shares in Ashanti 
Gold Fields, the cedi stabilized at that level and remains close to 940 as of July 25, 1994. 

Future Fiscal Stability. In the short run, the fiscal situation will be enhanced through the 
sale of profitable parastatals. In the longer tenn, potential solutions include implementing a 
value added tax system, increased commodity prices, and budgetary restructure. 

Value added tax systems are capable of raising large increments of revenue. The Government 
is likely to try to implement such a t~ shortly. However, the VAT is difficult to adminir,t.er, 
and will have to be put in place slowly, so it will be some years before its full revenue-rf ; IlS 
capacity is reached. . 

Another possible source of revenue is higher. commodity prices. There have already been 
increases in the price of gold and cocoa. Unfortunately, it is not possible to make forecasts of 
future commodity prices with any degree of certainty or to extrapolnte past trends. 

Either of the above options offers hope, but a more fundamental and certain solution would 
be an overhaul of the budget process which would allow the Government to maintain tighter 
control over expenditures. The Government, with the assistance of the World Bank, is 
attempting to implement this alternative. However, USAID is supporting the budgetary 
refonn process by requiring the inclusion of $14 million in GHANAPA non-project 
assistance on-budget. This process will allow the MOH to adequately plan for and implement . 
family planning and AIDS activities, rather than relying on off-budget resources that are never 
integrated into the Ministry's overall budget. Attempts to gain tighter control of the budget 
will take on even more importance during the life of GHAl'lAP A. 
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2. Balance of Payments Analysis; The Need for Additional Foreign Exchange 

The Government of Ghana estimates that Ghana's trade deficit was $641 million for 1993. 
The Mission believes that the balance of payments deficit could continue to grow. This will 
require continued assistance by the donor community for balancle of payments support. The 
amount recommended for support under the GHANAP A Program will supply a small portion 
of the funds required. The actual amount programmed is limited by Mission OYB 
considerations. 

Dollar funds will either be used to support the GOG's foreign exchange reserves through its 
accounts at the Bank of Ghana or be disbursed through the existing interbank system. Since 
the liberalization of a foreign exchange system in 1986, both the World Bank and the 
International Monetary Fund have strongly urged bilateral donors to follow their lead in using 
the interbank system. Most donors do so. The Mission recommends that the cash grant 
mechanism used in FPHP be continued under GHANAPA because of the ability of the GOG 
to disburse these funds in a legitim~te and transparent manner. The great strides that the 
GOG has made in establishing a market oriented foreign exchange system should be rewarded 
by utilizing a system that has been fostered by the World Bank, IMF and international donor 
community. 

3. Health Sector Macro-Economic Issues 

NP A is critical to ensure that sufficient levels of resources are budgeted for family planning 
and AIDS prevention activities within the MOH. The MOH share of the GOG budget has 
steadily declined over the past few years, running a distant second to the education sector. 
The Ministry of Education budget as a percentage of the Government's overall budget has 
stabilized at 38 percent in 1992, 39 percent in 1993, and 39 percent estimated in 1994. The 
MOH total budget as a percent of the GOG's budg~t has fluctuated from 6.6 percent in .1992 
to 7.1 percent in 1993 and 5.6 percent estimated in 1994. Of these amounts, roughly 60 
percent of the MOH's recurrentJ budget is allocated to personnel emoluments, leaving 40 
percent fo~ actual sector programs. 

GOG percentage resource allocation to the MOH recurrent budget has ranged from 7.0 
percent in 1984 to 10.9 percent 1990 to a peak of 13.3 percent in 1992 and a decline to 9.6 
percent in 1994. Further analysis of the non-personnel recurrent costs, which are used for 
program operations of the MOH, as a percentage 'Of GOG's total non-personnel recurrent· 
budget also shows a significant reduction. The percentage has dropped from 24% in 1992 to 
14% in 1994. The total MOH budget projected for 1994 has remained almost the same, in 
cedis, as the 1993 budget, while the GOG budget has risen 22%. The MOH has attributed the 

1 Recurrent costs of the MOH is comprised of six line items: (1) personnel; (2) travel and transport; (3) gen~ral 
expenditure; (4) maintenance and repairs; (5) other recun'Cnt expenditures; and (6) subventions to organizations like 
the phannacy board. Since personnel is basically a fixed cost, budget reductions often disproportionately effect items 
2·5, which are required for operations. GHANAPA is, therefore, focussing on items 2·5. 
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reduction to cuts in pharmaceutical procurement and feeding of patients programs, but the 
concurrent increase in donor funding for the health sector, as shown in Table 2, has permitted 
the GOG to reduce its own spending in the health sector. The MOH's contribution to sector 
program is inadequate to cover all the programmatic needs. Thus, the majority of program 
activities (75 percent of the MOH's recurrent costs) are funded off-budget by the donors. 

A recent Mission-funded Deloitte & Touche report found that USAID was the largest donor 
in the family planning and AIDS area, providing 55% of the funds compared to 16% provided 
by the GOG. Seven other donors fund the remaining 29% of expenditures. Gradual 
movement of donor support on-budget will facilitate the GOG's fiscal and budgetary planning 
process. Additionally, a major conclusion to be drawn from the report is that the MOH does 
not have separate budget line. items for family planning and AIDS activities making it 
difficult to desegregate expenditures in these areas. The MOH has made a policy of 
integrating family planning into Maternal and Child Health activities within the context of 
primary health care. Thus, family planning expenditures are spread among several divisions 
such as Maternal and Child HealthlFamily Planning, Health Education Unit (HEU), Human 
Resource Development Division (HRDD), Medical Care (MC) and Policy, Planning, 
Monitoring and Evaluation (PPME). Likewise, AIDS prevention and control is also contained 
within several lines items such as Disease Control, HEll, HROD, MC and PPME. Therefore, 
the Mission has tied NP A resource allocations not to specific line items, but to programmatic 
outputs. 

Table 2 MOH Budget Showing Donor Assistance (in millions) 

MOH BUDGET 1992 ACTUAL 1993 ESTIMATE 1994 ESTIMATE 

MOH Personnel Item 1 ¢ 12,186 ¢26,365 ¢27,764 
Total GOG Personnel ¢.10S,571 ¢227,600 ¢274,554 
% of GOG 11.5% 11.6% 10.1% 

MOH Items 2-5 ¢13,372 . ¢16,864 ¢16,357 
Total GOG Items 2-5 ¢5S,524 ¢66,980 114,443 
% of GOG 24.1% 25.2% 14.2% 

Total MOH ¢33,722 ¢56,463 ¢56,960 
Total GOG ¢508,624 ¢791,135 ¢1,0l0,033 
% of GOG 6.6% 7.1% 5.6% 

Total Donor $30.23 $44.89 $71.96 

The decrease in national funding levels and increase in dependence on international donors 
places the operation of public sector family planning and AIDS programs at risk when donor 
support declines, as occurred in the early 1980s. USAID non-project assistance funds from 
the current Family Planning and Health Project are being provided off -budget, contributing to 
this fiscal imbalance. 
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GHANAPA will provide resources under the NPA cash grant to allow the GOG to adequately 
fund the non-personnel recurrent budget of the Ministry of Health during the life of the 
project, following the example of support provided by the European Union. (The EU 
protects MOH non-personnel recurrent costs by providing funds for that purpose totalling 
about SO percent of the Ministry's expenditures.) GHANAPA conditionality will require the 
GOG to make available adequate resources to the MOH to meet agreed-upon family planning 
benchmarks. This conditionality will, over time, lead to sustainability of family planning and 
HIV I AI DS/STD prevention and control activities by encouraging the Government to 
adequately plan and budget resources to accomplish specific outputs. . 

As a complement to the USAID-funded program, the World Bank is encouraging the GOG to 
reduce its personnel costs in the social sector. GHANAP A will further encourage fiscal 
responsibility by making the MOH budget more transparent, through the devolution of family 
planning and HIV/AIDS/STD services to the private sector, and by improving cost recovery in 
the public sector. . 

4. Decentralization 

The GOG is currently undergoing a process to decentralize governmental responsibilities, WId 
the MOH is in the forefront of these efforts. Over the next five years the budgeting process 
for the MOH will devolve to the district assemblies, and the central MOR divisions will no 
longer be responsible for all budgeting decisions. As a result, the type of awareness raising 
provided to policy makers by the FPHP-funded Population Impact Project (PIP) will have to 
be conducted at the regional and district levels to ensure that population and AIDS activities 
are prioritized at all levels. 

c. Exceptional Financial Requirements 

GHANAPA attempts to provide not only short term support for family planning, but also long 
term sustainability through the creation of a, $5 million endowment for the Ghana Social 
Marketing Foundation which will help support family planning programs over the coming 
decades. Implementing strategies for sustainability must be a priority if Ghana is to maintain 
a viable family planning program over the long run. 

The Mission has estimated the impact of establishing a trust fund to help the GSMF. The 
analysis assumed an initial endowment of $5 million and a rate of return of 7 percent per year 
(which uses the historical returns available from a portfolio comprised of 50 percent stocks, 
30 percent bonds, and 20 percent short term money market instruments). It also assumed that 
the endowment would not be touched during the life of GHANAP A, but rather that the 
earnings would be reinvested. 

The results of these assumptions yielded an impressive increase in the sustainability of the 
GSMF. Following the end of GHANAPA in 2000, it is no longer necessary for USAID to 
supply additional funds to support the operating cost of the Foundation. (Note that it would . 
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still be necessary for contraceptive products to be donated.) Starting in 2001, the trust fund 
would start yielding a return slightly larger than the operating cost. If that surplus was 
reinvested, by the year 2005, the endowment combined with revenue from the sale of 
contraceptives would be sufficient to pay for 10 percent of the cost of all contraceptive 
commodities in addition to covering all other operating costs. 

GHANAPA also calls for an additional $0,5 million endowment to provide an endowed 
academic chair at the Center for Population and Development in the University of Ghana -
Legon. This will help create a center of excellence which will contribute importantly to our 
success in the future. Resources to establish the endowments will be included in the USAID 
authorization, but excluded from the bilateral agreement with the GOG. 
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II. ANALYTICAL FRAMEWORK - FAMILY PLANNING COMPONENT 

A. Background 

At independence in 1957, Ghana had a population of about 5 million and one of the highest 
levels of social and economic infrastructure and income in sub-Saharan Africa. However, by 
the early 1980's, the relatively high standard of living of Ghanaians had been eroded by 
inappropriate development policies and strategies and high population growth. Real per capita 
GDP declined by an average of almost 2 per cent per year between 1965 and the early 
1980's. The Economic Recovery Program, and sustained attention to stimulation of economic 
growth reversed this situation and the real GDP has grown at an average of 5 per cent per 
year over the past five years. However, Ghana's population growth rate has remained high, 
reducing the net per capita GDP to about $400 in 1993. The current population of Ghana is 
nearly 17 million with an annual growth rate of 3.1 per cent. The average Ghanaian woman 
has six children by the time she reaches her forty-fifth birthday. At the current growth rate, 
the population will double in 24 years, stressing the social and economic infrastructure and 
services. Based on this population situation, USAID, as part of its Coun~ Program Strategic 
Plan (CPSP) in 1992, determined that reduction of fertility was to be one of its three strategic 
objectives. In that document, USAlD targets a reduction in total fertility rate from 6.4 in 

, 1988 to 5.0 by the year 2000. This reduction in fertility would 'reduce the population growth 
rate, which would lessen the burden on infrastructure and services and would increase net per 
capita income. 

Current Family Planning and Health Program fFPHP) 

Overall USAID bilateral assistance to Ghana in family planning began in 1968, but for 
political reasons experienced a hiatus in the early 1980's. This assistance can be divided into 
the following three time frames: (1) 1968-1981 when approximately $15 million was provided 
to initiate population programs contributing in an increase in the modern CPR from 0 to, 5.4 
percent; (2) 1981-1985 when severe economic and political cons~aints caused USAID and 
other donors to cease assistance resulting in contraceptive prevalence dropping to virtually 
zero; (3) 1986-1992 when approximately $18 million was provided, not including the current 
FPHP, to rebuild Ghana's population program, dW'ing which time the CPR rebounded from 0 
to 5 percent in 1988 and approximately 9 percent in 1992. 

In 1990, USAID designed the current $35 million FPHP program which is scheduled to end 
in 1996. The FPHP, comprised of project and non-project assistance, was designed to assist 
Ghana to move the program from the "emergent" phase (0-7 percent contraceptive prevalence 
rate (CPR» through the "launch" phase (8-15 percent CPR) by increasing the modern CPR 
from 5.2 percent in 1988 to 15 percent by 1996. 

A Consumer Baseline Study conducted in April 1993 suggests that Ghana has already reached 
a modern CPR rate of 14.8 percent among married women. The 1993 Demographic and I 

Health Survey (DHS) shows a more modest rise to 10.1 percent and a substantial decline in 
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fertility among women aged 15-49 as evidenced by the TFR of 6.4 in 1988 to 5.5 in 1993. 
Average contraceptive prevalence increase worldwide is slightly over 1 percent. Ghana has 
achieved at least this much of an increase in CPR. Worldwide experience has shown that a 
reduction in TFR of one child requires an increase in contraceptive prevalence of 15 
percentage points. While there seems to be a lack of intemal consistency in the DHS, factors 
such as abortion, periodic abstinence, post-partum abstinence, breastfeeding and others may be 
responsible for the decline in fertility without the concomitant rise in contraceptive 
prevalence. This issue is discussed more fully in the Technical Analysis (Annex F). The 
reduction in fertility is a remarkable achievement in a period of five years compared to other 
family planning programs worldwide, and an outstanding accomrlisiunent for sub-Saharan 
Africa. 

This achievement was accomplished by concentrating on the provision of short-term 
contraceptive methods such as condoms, pills and vaginal foaming tablets, through the MOH 
and the Ghana Social Marketing Program (GSMP) (low cost, private sector promotion and 
distribution), and initiation of long-term contraceptive methods such as IUDs, injectables and 
sterilil..ations in MOH facilities. These efforts have been coupled with strong information, 
education and communication (IE&C) campaigns in the public, private and NGO sectors. 
Based on analysis of the 1988 DHS, the 1993' DHS and the 199~ Consumer Baseline Survey, 
it appears that additional factors such as abortion, post-partum abstinence, marital patterns, to 
name a few, may be significantly contributing to the substantial fertility decline. This is 
discussed more fully in the Technical Analysis (Annex F). 

At the same time, the FPHP has effectively utilized Non-Project Assistance (NPA) for policy 
reform to develop a supportive policy environment for population and family planning 
activities, as evidenced by frequent public statements by top government officials, especially 
the President and First Lady. The most notable policy reforms are: (I) acceleration of the 
establishment of the National Population Council, the highest advisory body to government on 
population issues, which helps to ensure the participation of the private sector, coordinates and 
monitors all population activities ~d represents the Government to donors and the 
international community on population issues; (2) revision of the National Population Policy 
which establishes the legal and regulatory framework, to include responsibility for' 
implementation of the population program; (3) removal of restrictions on the sale and 
distribution of contraceptives, which greatly expands availability of services; and (4) 
liberalizing the' advertising of contraceptives, which increases overall awareness and 
knowledge of family planning. 

The FPHP has successfully used project assistance to strengthen Ghanaian public and private 
institutions involved with population activities. These include the National Population 
Council, the Ministry of Health's (MOH) Health Education Unit, Maternal and Child 
HealthlFamily Planning Division, and the National Traditional Birth Attendants (NTBA) 
Secretariat, the Ghana Social Marketing Foundation (GSMF), the Ghana Registered Midwives 
Association (GRMA), and the Population Impact Project (PIP) of the University of Ghana. 
During the final two years of the FPHP, thes~ institutions will continue to be strengthened 
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through long-term technical assistance, allowing them to be able to function with limited 
short-term technical assistance under the new Program. Additionally, I~PHP will continue 
expanding services, particularly of short-term methods, renovating facilities for delivery of 
long-term methods, working with NODs, and training of service providers. 

The success of FPHP has led USAID/Ghana to a decision to substantially increase its 
commitment of resources for family planning now rather than wait lmtil the expiration of the 
FPHP. This is being done to take advantage of the progress·that has been made and to move 
the program through its next phase of development. This also supports the Ministry of 
Health's Medium Term Plan (1994-1996) which has family planning, in particular long-term 
and permanent methods, as one of its top priorities. Recent analysis shows a growing demand 
for long-term methods as well as a need for strengthened institutional development. 
Therefore, the Mission decided to initiate the design and implementation of GHANAP A while 
seeing FPHP through to its conclusion. In preparation for the GHANAP A program, 
USAID/Ghana developed a population strategy in October 1993 which forms the background 
and framework for the increased level of assistance in this sector to the year 2000'. 

B. Sector Constraints 

Ghana's recent success in family planning has been steady and it appears from the 1993 DHS 
, that fertility has started on a strong downward trend. Worldwide experience indicates that all 

population programs evolve through five phases before reaching replacement level fertility. 
Based on modem contraceptive prevalence rate, these five phases are emergent (0-7 percent), 
launch (8-15 percent), growth (16-34 percent), consolidation (35-49 percent) and mature (>50 
percent).3 

As Ghana's program consolidates the launch phase and enters the growth phase, emphasis will 
need to shift to meet new challenges. Current service statistics indicate that 80 percent of all 
family planning acceptors utilize short-term methods and only 20 percent use long-term 
methods. In order to achieve further declines in fertility, an emphasis will need to be 
placed not only on increasing the total Dumber of contraceptive users, but also shifting 
demand to greater use of long-term methods. Supply or delivery of long-term methods, 
defined in this program as injectables, IUDs, subdermal implants (i.e. NORPLANT), and 
sterilization, which, while the most effective, require greater inputs in terms of demand 
creation, training, equipment and facilities. 

Constraints to achieving both an overall increase of users and a shift to a more effective 
'method mix in Ghana consist of the following: 

2 USAID/Ghana Population Sector Strategy, October 1993 

JPrinciples for Family Planning Service Delivery in the Nineties, Family Planning Services Division, Office of 
Population, USAlD, 1990. 
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o ~: disparity in commodity pricing for short-term methods between the public and 
private sectors disproportionately burdens the public system and adversely affects 
sustainability in both sectors; customary practices impede the provision of services; 
inappropriate public sector commodity forecasting and stocking practices lead to 
imbalances throughout the system; inadequate public sector resource allocation to family 
planning results in disproportionately fewer resources at the national, regional and 
district levels of the family planning program; exclusion of certain types of 
contraceptives and drugs for effective treatment of sexually transmitted diseases (STDs) 
from the Essential Drugs List and National Formulary limits their overall availability, 
and; lack of a focllsed research and training program in population at national 
universities limits the development of political and popular support for population 
programs. 

o Demand: magnitude of effort required to reach 20 percent modem CPR entails more 
than a doubling of the current number of contraceptive users and converting desire to 
space children or limit family size into demand for family planning services. 

o Supply: insufficient numbers of trained personnel and inadequate equipment and 
facilities for provision of clinical methods hampers increased overall use and shift to 
long-term methods; limited services to certain target group's, e.g. men and adolescents, 
prevent expansion to currently undeserved popUlations; lack of systematic referral 
prevents potenthll users from rece~ving the most appropriate method. 

o Sustain ability: over-reliance on' donor support for f:!.'Ilily planning in the pUblic, NOD 
and private sectors reduces viability of the national program; low user fees and current 
commodity price structure limit potential for self-financing. 

The following sections elaborate on the constraints outlined above and provide an analytic 
framework for developing the strategic approach of OHANAPA. 

I. Policy Analysis 

The policy climate in Ghana for population programs has significantly improved over the past 
five years. Increased awareness of population issues at the highest levels of government and 
among opinion leaders has greatly facilitated program success. Further improvement in the . 
policy arena will include awareness raising efforts at all levels, strengthening of the capacities 
of the NPC Secretariat, reform of customary practices, adjustment of contraceptive commodity 
prices, and increased resource allocation to the National Population Council and the Ministry 
of Health in support of popUlation and family planning activities. The following sections 
identify constraints which will require attention under GHANAP A: 
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u. National Swzvorl (or and Coordination 'lU)OQuialion A!-'lIvilies 

Although there are clear indications that political support for popUlation programs is 
improving in Ghana, awareness must be raised and consensus established on the new 
population policy throughout all leve's of the political system in order to support u strong 
population and family planning program. Some policy makers, community leaders, and even 
health service providers are uninformed (or misinformed) about family planning and other 
broad population issues. Such commitment and awareness must be increased significantly if 
expanded popUlation programs are to be successful. 

Therl'! are, understandably, inconsistent perceptions of the respective roles of the ministries 
and NPC Secretariat as a coordinating body. Effective policy implementation requires a 
technically capable NPC Secretariat that can provide leadership for the overall program and 
facilitatlo! and coordinate program efforts. These activities are diverse and require a large 
pool of analytic and technical skills which must be identified, developed and sustained. 

Another key issue is that of Secretariat support for policy implementation at the regional and 
district levels. The Secretariat should, ideally, be able to assist the districts and provide 
leadership and guidelines for district population coordinating groups. In order to achieve this, 
NPC itself should have (or have access to) the financial resources and analytical and technical 
capacity to provide such assistance. In addition, linkages to the district level from the NPC 
must be strengthened. 

While popUlation studies are available at the University of Ghana, Legon in the Geography, 
Sociology and developing School of Public Health, and at the Regional Institute for 
Population Studies (RIPS), thereis no focused program available for Ghanaian scholars 
leading to a concentration in population studies and research. Such a program would lead to 
higher visibility and status of popUlation issues and improved policy environment. 

b. Commodity fOrecasting and stocking policy 

The current system of cOlltraceptive commodity distribution, forecasting and stocking in the 
public sector leads to imbalances of contraceptive supplies throughout the system. The 
dispensed-to-client data based on a single month at the subdistrict .level or a single quarter at 
the district and above leads to significant fluctuations which become magnified at higher 
levels in the system. Requests at each level also include the requirement to "top off' stock at 
each level below in order to meet the current policy of 4 months' stock at the service delivery 
point; 6 months' stock at the district level; 9 months' supply at the regional level; and 12 
months' supply at the central medical store. This leads to an in-country pipeline of 31 
months (4-6-9-12). At each level of the system, orders reflect not only need, but also the 
quantities necessary to maintain the respective pipeline requiremerlts. Together, these policies 
lead to perceived shortages although sufficient quantities of commodities may exist, and to 
overstocking and product loss due to shelf-life limitations. It would be more appropriate to' 
establish a policy which shortens the pipeline and forecasts need on the basis of quarterly data 

'- 12-



at the sub-district level and scmiftunnual dntu at higher levels. Such u policy would eliminate 
imbalnnces throughout the system, reduce the chance uf product expiry or damage in storuge, 
and reduce the appnrent periodic fluctuations by smoothing the commodity requirements over 
a longer period of time. Analysis of MOH's storage w1d transport capacity shows that the 
current system is sufficient for the growth projected under GHANAI'A if the resupply policy 
is changed. 

c. ContrgceDtlve prlcin~ Dolicv 

Price!; in the public sector have not been increased since 1988, while the Ghana Social 
Marketing Foundation and NOOs such as PPAG have gradually raised the prices of their 
products in line with inflation. The disparity in prices of contraceptive commodities sold in 
the public and private sectors creates a flow of patients away from the private sector into the 
MOH delivery system. Furthermore, this price differential encourages some private sector 
suppliers to obtain their products through a Ministry or Health outlet rather than through the 
Ghana Social Marketing Foundation distribution system. Revision of the pricing structure is 
required to achieve a more sustainable market segmentation in which the private sector 
assumes a greater role, thus relieving an already overburdened public sector system. 

d. Government of Ghana resource allocation to family plannin~ 

Currently, it is estimated that donors provide three times the GOG allocation for recurrent 
costs of the family planning program. While the GOG budget covers the cost of personnel and 
other capital costs, inadequate GOO resources are available for implementation of program 
activities. This ha~ led to over-reliance on donor support reducing future viability of the 
national program in the event that donor support ceases or is greatly reduced. This situation 
is exacerbated by the fact that donor B."lsistance has been separately budgeted (extra­
budgetary). This results in the inability of the GOG to adequately plan for required family 
planning and AIDS activities through the normal annual budgetary process. 

e. Expansion gl the Essential Drugs List 

The exclusion of certain drugs and contraceptives from the Essential Drugs List is also an 
issue that requires attention. The Essential Drugs List and National Formulary (EDLNF) 
specifies a limited number of drugs which are procured and available in public sector 
facilities. Inclusion on this list assures that these drugs receive priority ordering, customs 
clearance and distribution throughout the public sector system. NORPLANT®, a subdermal 
implant effective for five years, has recently been approved for general use in Ghana, yet has 
not been added to the EDLNF. In order to increase choice and assure that subdermal 
implants can be stocked in the public sector stores, they must be placed on the essential drugs 
list. 
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f. E.rQvlder arll1r1i.w 

Certain restrictions or provider practices designed or intended to ensure high c\uality have the 
effect of limiting access to family planning services without necessarily improving quuiaty. 
Results from the Situation Analysis Study of Family Planning Service Delivery Points in 
Ghana (1993) suggest the presence of provider bias in service delivery in Ghana because the 
providers are misinformed about the safety or efficacy of the method." Table 1 shows 
provider biases regarding eligibility criteria. Nearly 90 percent of the providers interviewed 
who had provided family planning methods in the past three months would not provide any 
method to a woman with fewer than three children. Many providers would not provide 
family planning to unmarried clients or without the spousal consent of the married clients. 

There are abo age restrictions placed on provision of certain methods: 

• 10 percent of 'providers .:ited 20 as the youngest age they would provide the injectable; 
another 12 percent said the lowest age wOllid be 25; a further 10 percent reported that 
the lower age limit was 30 

• 25 percent of providers would not provide foaming tablets to clients under 18 

• 65 percent of providers would not provide the progestin-only pill to women over 35. 

There are additional practices which result in denied access or high discontinuation rate:;. For 
example, provision of one cycle of oral contraceptives per visit or requiring a brief medical 
exam, even if the client is a continuing user with no 2dverse side effects or complaints, can 
result in a client suspending use of the, method. Similarly, restrictions on who can provide 
certain methods may result in fewer users. These are simply examples of the current practices 
that must be addressed to ensure wider access to services, as well as a broader range of 
methods . 

.. The Ghana Statistical Service, with technical assistance from the Population Council (a USAID contractor) 
conducted a Family Planning Situation Analysis in May 1993. Nearly 400 facilities were v;sited and inventoried, 
with over 650 interviews with family planning clients, over 1600 interviews with MCH clients, 783 staff interviews, 
and observations of the client/provider interaction. : 
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Tobie 3: fJ'Oyider Elhdbilitv Restrictions on Method Usc by Method and Restriction 

METHOD PARrrV· MARITAL SPOUSAL 
STATUSb CONSENT 

Progestin-only pill 85 26 31 

Combined pill 87 27 40 

Condom 83 5 35 

VFTs 86 5 34 

IUD 90 44 36 

Injectable 88 39 32 

• percent of providers who wlll not provide method to women with fewer than three ·children 
b percent of providers who will not provide method to unmarried women. 

2. Demand Analysis 

Under GHANAPA, the Mission is proposing to move from 10 percent to 20 percent modern 
CPR with a shift to long-term methods. In order to appreciate the magnitude of this increase 
comprised of 60 percent short-term and 40 percent long-term methods, the following table, 
generated by the TARGET MODELs (see Annex F), provides the current and projected 
number of users by method: 

s-rARGET Model, Stover, J., Knowles, J., Wagman, A., Nortman D.: TARGET COST - A Model for Projecting 
the Family Planning Service Requirements and Costs to Achieve Demographic Goals, The Futures Group, 1991. 
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Table 4. ~ctcd Numbt;l QfJ)J!~i Modern M£1brul:i 

If 

II 
1993 2000 

Percent Number Percent Number 
(OOO's) (000'5) 

Condoms 46 15t 27 244 

Oral Contraceptives 30 99 27 244 

Vaginal Tab;~ts 6 19 6 S4 

IUD S' 16 9 81 

NORPLANT 0 0 I 9 

Injectable 11 36 25 226 

Female StetiJization 2 7 5 45 

TOTAL USERS 100 ~28 100 903 

TOTAL CYP6 350,000 955,000 

Sources: TARGET Model (see Annex F), Consumer Baseline Survey, The Futures Group, 
1993,. and Quarterly Service Statistics, USAID. 

To meet the 20 percent CPR goal, the GHANAPA program projects nearly tripling the 
current number of total users of any modern method, including a five-fold increase in the 
number of Iur ~sers, effecting a six-fold increase in the number of users of inje~tables and 
achieving a six-fold increase in the number of female sterilizations. The model is based on 
current method mix in Ghana and assumptions about relative changes in the method mix over 
time. 

Although these targets may seem high, overEill desired family size has dropped over the last 
five years from 6.4 to 5.3 children per woman, indicating that the potential for new users of 
contraceptives is significant. The 1993 Consumer Baseline Survey' (CBS) .indicates that 28 
percent of women wish to postpone their next birth, but are not currently contracepting. 
This suggests high unruet need for family planning. An additional 23 percent of married 

6Couple Y~ars of Protection· contraceptive protection for a couple for one year. For I:xample, four doses of the 
injectable, Depo Provera, annually yield one CYP. There arc standard values used for each method which account for 
various factors which permit comparison of programs, although country- or region-specific values need to be incorporated 
to reflect local circumstances. For example, if women are sterilized on average at age 38, as they are in Ghana, they will 
not benefit from the full 12.5 average years of protection associated with sterilization. In this paper, the following values 
are used: Condoms -100/CYP; VFTs - 100/CYP; IUDs - 2.S CYP; NORPLANT® - 3.S CYP; Injectables - 4/CYP; 
Sterilization - 8 CYP; and Oral Contraceptives - 13/CYP. CVP data is collected quarterly through service statistics. 
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women wont no more children, thus suggesting that the potential demand for steri1i7.ation is 
very high. More than half of all women report that they are likely to usc some form of 
contraception In the future. These data clearly indicate that attitudes about family size have 
changed over the past five years, that there is a desire on the part of Ghanaian women to 
reduce their fertility and, that there remains high unmet need for contraception. 

In order to translate this unmet need into increased demand and thus expand the use of 
effective contraception, potential users must move along a continuum from awareness Wld 
knowledge through interest/motivation, trial and assessment to retrial/commitment. The data 
below show a gap between triai (ever use) and current use suggesting the need to improve 
continuity. 

Table 5. Percent of All Ghanaian Women Wbo Have Ever Used and Currently Use 
Contraception 

Ever Used (%) Current Use (%). 

Any Modern Method 31.9 14.8 

Pill 11.6 5.0 

Condom 18.2 5.9 

Vaginal Methods 5.0 1.0 

Injectable 2.6 1.8 

IUD 1.3 0.8 

VSC <1 <1 
• one pct'tCII\ of all users are currently using multiple methods. 

Source: Consumer Baseline Survey, The Futures Group, ,1993 . 
. . 

Lack of infonnation on temporary methods is a major constraint to movement from trial 
(ever-use) to current use. The marked difference between current use and trial indicates that 
there is substantial method discontinuation. Fonner users report that they are not 
contracepting because of lack of knowledge, as well as because of fear of side effects (Table 

·4). This finding underscores the need for more method-specific information to increase 
knowledge and reduce health concerns. Partner disapproval of contraception indicates the need 
to educate men about the benefits of contraception. 
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Table 6. Rensons for Non-Usc of Fnmily.f.W~ 

Never Users (%) Former Users (%) 

Lack of knowledge 35 21 

Fear of side effects 14 21 

Partner disapproval 7 13 

Religion 5 2 

Other 27 25 

Don't Know 12 15 

Source: Consumer Baseline Survey, The Futures Group, 1993. 

The environment of acceptance and demand for clinical methods is much'less developed than 
for the non-clinical methods. Awareness and, knowledge of long-term methods is quite low as 
is knowledge of where to obtain these methods. Numerous myths exist, about IUDs and there 
is little acceptance of even the concept of sterilization among either males or females. 
Therefore, demand generation activities must allay misplaced fears and improve acceptance of 
methods. Provider biases against certain methods also form a constraint which could severely 
limit acceptance and use of a method. Acceptance of sterilization, especially in a culture that 
reveres fertility, is a long term effort, requiring gradual shifts in attitudes with increased 
exposure from as many sources as possible and an e~phasis on interpersonal and community 
based commu,nication efforts. , 

The current referral system for long term methods is underutilized. Community outreach, 
CBD, pharmacists, and others 'Nill have to be trained to refer potential clients to an 
appropriate source. The development of referral systems will ~so be important to stimulate 
demand and trial of long-term, clinical methods. 

Additional constraints to increasing demand for family planning services concern ,the agencies 
responsible for- implementing IEC activities. Often these organizations do not have separate 
IEC units and these activities are handled by program officers who do not have the requisite 
training in communications. There is the absence of coordination and collaboration of the 
numerous organizations responsible for lEe activities, resulting in ad hoc implementation of 
activities and much overlap. 
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3. fieo-lce Delivery Anoln's 

A major emphasis of the GHANAPA progl'tlIll is to assure the supply of short-term me~hods 
and gradually increase the private sector's shure of providing these methods, thereby reducing 
the financial burden on the public sector. The current and projected overall method mix is: 

Table 7 

Methods 1993 2000 . 
Short-term 80% 60% 

Long-term 20% 40% 

The private sector currently supplies a majority of the short-term methods as shown in Table 
7. During the course of the project, GHANAPA will promote increased use of long-term 
methods, from 20 percent of total method mix to 40 percent, and use of the private sector to 
deliver these methods, in order to foster increased sustainability. This is elaborated upon 
further in the Sustainability Analysis section of this document. 

. Table 8. Current and Projected Method Mix by Source 

1993 2000 

Short-term Long-term Short-term ·Long-term 

Public 35% 85% 25% 75% 

PrivatelNGO 65% 15% 75% 25% 

Overall, there are several service delivery gaps in the current program which constrain the 
ability to make family planning services more accessible and more available to a wider group 
of individuals desiring these services: 

• program for adolescents which provides information, counse~ing and services. 

• post-abortionJpost-parturn services 

• MCH clients 

• males 

• rural clients 
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Consideration of service delivery constraints follows separately for non-clinical methods (pills, 
condoms, vagina foaming tablets) and clinical methods (surgical contraception, IUDs, 
injectables, and subdermal implants). 

a. liJln-clinical methods 

In addition to the public sector, short-term methods (pills, condoms, vaginal foaming tablets) 
are provided through a variety of private sectorlNGO channels including the GSMF, GRMA 
and PPAG. Of the sixty-five percent of short-term methods supplied by the private sector, 
GSMF provides nearly 84 percent, the remainder being provided by PPAG, ORMA and other 
NGOs. Following is a brief description of the three major private sectorlNGO organizations 
involved in the Mission's famiiy planning activities, as well as information Oi1 other NGOs 

'that receive assistance under ~'::>HP and are expected to continue under GHANAP.A. 

o Ghana Social, Marketl)i ~~ .l.rulr~ dation 

The Ghana Social Markr J".~ :~-:'olmJ~.~ion, established as the Ghana Social Marketing 
Program in 1985, is a n.r.,~:;, ;': ~~, ,; ',orporated, private sector organization dedicated to 
improving the quality of \~,: .... f': ,iduals and families through the provision of affordable 
and accessible family plc •. n> :,~;;, 1';",' ,"~,(:!rnal and child health products and services. The 
nr3anization became a priVl;&I"" "m:'i'll:'."y in 1993, governed by a board of directors, is now 
the largest provider of prb~ite '.I~',:':"" .. ,ntraceptives in Ghana, and is a leader in 
coordinating private sect(/i >,~'V )hf'';.~i~(_: in social issues. 

GSMF has been rece:;'iip;:; E~"F': ;i:LiJUIPPOrt and donated contraceptive commodities from 
USAID/Ghana umJ.n both th~ Contmct.~ptive Supplies Project and the FPHP. Under FPHP, 
GSMF has received significant training and technical assistance which has strengthened the 
organization's financial management and administrative capabilities, established 
procurement procedures, and improvl:d overall accountability. Technical assistance will 
continue through the completion of It;'PHP at which time' GSMF will be ready to become a 
direct grant recipient of USAID fund~\. 

GSMF capitalizes on the efficiency of the private sector to improve existing distribution 
channels to extend access to family planning products and services, and currently sells to 
over 4000 pharmacy and chemical retail shops throughout Ghana. GSMF currently sells 
two brands of condo'ms and one brand each of oral contraceptives, vaginal foaming tablets 
and oral rehydration salts. 

By using three different distributors for their products, GSMF has now expanded their 
client base to include private midwives, supermarkets, gas stations, packaged goods stores, 
local markets and hairdressers with a goal of reaching 10,000 retail outlets by 1996. Plans 
call for the inclusion of injectables and IUDs to be sold to private doctors and clinics as the 
program emphasis shifts to long-term methods. GSMF engages in extensive product 

. : 
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promotion to increuse awareness and knowledge about the benefits of the products, and 
training to ensure that retailers can provide correct information about the products. 

As indicated from Table 9, the USAID-fundcd social marketing program has quadrupled 
its total sales since 1986. Sucb a significant increase demonstrates tbat consumers are 
willing to pay for contraceptive supplies and speaks to the future sustain ability of the 
program. GSMF currently recovers 15 percent of its recurrent costs through sale of 
products. FPHP project assistance covers the remaining 85 percent. By the year 2000, 
OSMF projects increasing it share of recurrent costs to 54 percent. 

Table 9. Social Marketing COmmodity Sales AccordinK to Method by Year 

CONDOMS FOAMING ORALS TOTAL 
TABLETS 

1986 1,323,600 - - 1,323,600 

1987 2,519,100 544,200 284,900 3,348,200 

1988 3,501,100 614,500 350,000 4,465,600 

1989 3,214,300 724,700 431,300 4,370,300 

1990 3,586,500 1,602,172 451,082 5,639,754 

1991 3,748,300 1,911,332 453,839 6,113,471 

1992 4,026,651 2,190,392 379,09t 6,596,140 

1993 4,289,765 2,027,416 373,815 6,690,996 

% INCREASE 224% 272% 31% 405% 

• the decline in oral sales noted in 1992 and 1993 is a result of (1) supply problem due to start-up of new USAIDIW 
contract for procurement of contraceptives; (2) difficulties with the local distributor. The worldwide contract is now 
in place and distribution has been expanded to include three local distributors. 

Source: GSMF Quarterly Returns, 1986-1993. 

o Planned Parentbood Association of Gbana CPP AG) 

PPAG is a private, NGO and is the local affiliate of the International Planned Parenthood 
Federation (IPPF). PPAG is the largest NGO provider of family planning services in 
Ghana, and currently provides 14 percent of the total short-term methods in the 
privatelNGO sector. PPAG receives the majority of its commodities through IPPF with , 
additional funding from the World Bank, and delivers them through a system of 
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community-based distribution (CBD). as well as through its family planning clinic!i. At 
times, PI' AO has experienced commodity shortages or outages due to delays in the 
provision of these goods. PPAG is currently in the process of developing a 1995-2000 
strategic plan which calls for the expansion of delivery of short~term methods particulnrly 
through ita con program, as well as an increase in the delivery of long-term methorlA 
through its family planning clinics. PPAO places a particular emphasis on target groups 
such as adolescents and men. GHANAPA program plans to provide a grant to PPAO to 
expand its family planning programs, particularly with regard to long~term methods, and to 
reach undeserved populatio~s. 

o Ghana Registered Midw!ves Association (GRMA) 

GRMA is a non-governmental organization which consists of 500 registered nurse 
midwives, who serve as private practitioners and provide pre~natal, delivery and family 
planning services to women throughout the country. Under the cw:rent FPHP, 
USAID/Ghana is providing funding to GRMA for the training of its members in general 
family planning information, and the provision of short and long-term methods. To date, 
275 of the 500 have received training in family planning and currently receive commodities 
through the MOH and OSMF; 4S have been trained in IUD iilsel1ion. USAID funding to 
ORMA began in 1987 through a grant from REDSO/wCA to strengthen the organization~ 
while USAID/Ohana funding through FPHP began in 1992 to help establish appropriate 
administrative and financial management structures. While thus far GRMA accounts for 
only a small percentage of the overall NOO provision of family planning services, it has 
provided approximately 40,000 new family planning acceptors. Over time ORMA will 
increase its overall share of family planning, further devolving provision of these services 
to the private sector thereby increasing program sustainability. 

o Other NGOs 

Under FPHP, USAID/Ohana currently provides funding for.training in counselling and 
referral, IE&C materials, and contraceptives through the OS'MF to 10 local NOOs as part 
of the community-based distribution program. The NOOs are selected based on their 
involvement in providing family planning services and refelTals and on their ability to 
utilize messages developed under the IE&C activities of FPHP. This relationship is 
expected to continue under OHANAP A. 

A major accomplishment will have been achieved if at projed's end a substantial 
portion of the procureme'ilt and distribution of short-term methods is financially self­
sufficient. 

- 22 -



b. CJ.iJJ.ical methods 

In order to achieve a significant decline in fertility a shift to long-term methods must take 
place during the growth phuse of Ghana's population progrwn. This requires increasing the 
current number of users of long-term methods from 59,000 in 1993 to approximately 361,000 
by the year 2000. 

The following table shows the annual numbers of long-term procedures projected to meet 
these targets. While these nwnbers project a rapid growth, they are consistent with the 
demand analysis presented earlier. For these targets to be met, there must be a significant 
increase in the number of service delivery points for long-term methods and numbers of 
personnel trained in counselling and performing these procedures. 

Table 10. Numbers of Procedures Projected Annually by Type of Procedure 

VSC NORPLANT* IUD 

1994 4,050 921 15,140 

1995 4,920 1,341 18,820 

1996 5,850 1,830 23,010 

1997 .6,870 2,409 27,710 

1998 7,950 3,067 32,980 

1999 9,130 3,813 38,820 

2000 10,310 4,560 44,660 

)ource: TARU.ET Model (see I\nnex t) 
• In some years, TARGET requires fewer NORPLANT(J) insertions because the denominator (women of reproductive 
agl:) is increaSing at a faster pa~e than the numerator ( percent of method mix). 

The service delivery capacity for provision of clinical contraceptive methods is not well 
developed in the public, NOD or private sectors. To date the major emphasis has been the 
training of public sector providers to deliver these. services, although there has been limited 
private sector training. . 

Those who have been trained have the capacity for far more procedures than they currently 
perform, since many have other duties and access to clinical facilities may be limited. There­
fore, the actual capacity is reduced. Additionally, the geographic coverage of the training has 
been very limited. Many areas have no capacity to provide any of the clinical methods to 
potentially interested women. 
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The training that has been done has also not been well orchestrated and documented. Some 
provide.rs have been trained in general family planning, others in IUD insertion, others in 
sterilization. Space in the t .. aining courses for clinical methods is limited by the availability 
of clients for the prac.'ical training. More providers could be trained if additional training 
sites were established a( locations with amplc case loads. There is no clear record of IUD 
trainees, where they are, or whether they are currcntly practicing. Since future efforts require 
the development of demand concurrently with the development of a service delivery capacity, 
it is critical to be able to identify and locate past and present trainees. 

An analysis of training requirements to perform the number of clinical procedures necessary 
indicates that a total of one-hundred additional doctor/nurse teams are needed for sterilization 
and subdermal implant insertion procedures, approximately 600 trained and practicing nurse­
midwives for IUD insertion, and a minimum of 125 personnel for counselling and referral. 
Since 1991, pre-service training in IUD insertion has been included for all nurse-midwives 
and public health nurses, of which there are a total of 250 graduates each year. However, not 
all of the nurse-midwives assigned to the public sector are given IUD kits and not all are put 
in clinical service wilts where they can practice. A full assessment of public service 
midwives will need to be . conducted to ascertain how many are currently performing IUD 
insertions, and how many additional will need kits to perform these procedures. In the private 
sector, 275 of the approximate 500 registered nurse-midwives have been trained in general 
family planning, and forty-five of those have received clinical training· and are currently 
performing IUD insertion. 

There are currently fif\een sites providing sterilization procedures throughout the country. In 
1993 the Association for Voluntary Surgical Contraception (A VSC) conducted an assessment 
of 100 additional service delivery points to determine their suitability as sites where long-term 
(clinical methods) could be offered. These sites consisted of university teaching hospitals, 
regional, district, military and missionary hospitals as well as polyclinics, NGD clinics and 
private physician facilities. The assessment included an analysis of services offered, space 
requirements, equipment and supplies, and training needs, and concluded that of the 100 sites, 
35 require major renovation ( > 3.5 million cedis [approximafely $4,000 at the rate of ¢915 = 
$USD1]) and 20 require minor renovation « 3.5 million cedis)~ The remaining ·sites require 
equipment only, no assistance at all, or renovation is not possible because the space is rented. 

The analysis indicates that once renovated and equipped, tilese 100 sites plus the existing 
fifteen will be adequate for providing the required number of procedures. However, these 
facilities are also utilized for other types of surgery and operating room access for family 
planning procedures has been cited as a constraint by providers. This issue will be addressed 
by reaching agreements with each facility regarding availability for provision of long-term 
family planning methods. 
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4. Systninnbility Annlysis 

As discussed here, a financially sustainable program is one that generates sufficient revenue to 
recover its recurrent costs. Strategies directed towards building long-term financial 
sustainability in family planning or in other sectors typically focus on two potential national 
sources of funds to sustain activities: budgetary support from the government at various 
levels; and cost recovery mechanisms, which require beneficiaries to pay for services. 

In 1992, based on available estimates, donors provided three times the OOG contribution, or 
$9 million of $12 million in recurrent costs. While the GOO primarily covered personnel, 
which is a significant contribution on the part of the Government, minimal resources remained 
available for implementation of program activities. 

In addition to budgetary allocations, the Ministry of Health also utilizes a system of user fees 
and charges for most drugs, including contraceptives, to recover costs for all' health-related 
services. Pilot studies have shown that clients are able and willing to, pay for general health 
services: the MOH surpassed 15 percent recurrent cost recovery within a,two year period and 
20 percent within a four year period in two tested districts. However, the experience with 
cost recovery for family planning commodities has not been as successful. Due to the current 
public sector prices of commodities, which have remained const8nt since 1988, the MCHlFP 
division estimated that the contribution from commodity sales in 1992 amounted to only 5.5 
percent of the total cost of commoditie~ (MCH 1992 Annual Report). This reinforces the 
need to establish a more consistent pricing system between the public and private sectors as 
discussed in the Policy Analysis section. 

In order to increase the overall viability of the MOB family plaDning program, a 
combination of strategies needs to be utilized: the Government of Ghana's contribution 
to recurrent costs for family planning activities must be significantly increased; pricing 
for contraceptive commodities must be adjusted; and a shift of family planning activities 
to the private sector must take place as w.ell as a shift from ~hort to longer-term 
methods. 

As indicated previously, the private sector currently supplies and will continue to supply the 
majority of short-term family planning methods, and is anticipated ,to take on an increasing 
share of long-term methods in the future. Within the private sector, the GSMF provides the 
majority of the commodities for short-term methods. As in all social marketing programs, the 
Foundation receives donated commodities. GSMF is currently recovering 15 percent of all 
recurrent costs including advertising, training, research, warehousing and packaging, and 
personnel. By the year 2000 it is anticipated that the Foundation will recover 54 percent of 
these costs through income generated by sales. Under a second scenario, with additional 
financing through means of an endowment or trust, it is projected that GSMF would be able 
to recover all recurrent non-commodity costs by 2001, addressing the sustainability of a major 
portion of the national program. 
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Given maximum utilizution, long-term methods arc more cost effective thun short-term 
methods, thus contributing to overall program sustainability. However. shifting from short- to 
long-term methods requires additional resources for training, equipment and clinic renovation 
as outlined in the: Supply Analysis section. In addition to an overall transition to more 
effective methods. a shift from the public to the private sector needs to occur in order to 
move towards increa.'Ied program sustainability. Based on an wlaJysis of service delivery 
statistics, 85 percent of long-tenn methods are currently delivered through the public sector. 
By increasing the use of private practitioners arAd NOOs, the deRired shift in the delivery of 
services can be accomplished, thus reducing the burden on the MOB. However, this 
transition will be gradual and the MOH will continue to provide the major share of long-tern I 
methods for the toreseeable future. As the shift begins to take place, the program will muve 
from approximately $IS/CVP (USAID investment) in 1993 to $10/CYP. by the year 2000 at 
project's end. 

Experience in successful family planning programs worldwide (e.g. Thailand, Indonesia, 
Colombia) has shown that given prolonged low contraceptive prevalence levels, subsidy is 
necessary for an extended period of time. The experience in Ghana follows this same pattern. 
Despite recent improvements in the economy, it seems'unlikely that family planning service 
delivery in Ghana~-in the public or private sector--will become fully sustainable in the near 
future. nonor resources will continue to be needed. However, implementing strategies for 
sustainability, as outlined above, must be a priority if Ghana is to maintain a viable family 
planning program over the long run. 

C. Program Strategy 

Evidence from worldwide family planning programs indicates that as countries move from the 
launch to the growth phase, the challenge is to make family planning information and services 
more broadly available and continue to increase prevalence. Despite the initial successes in 
Ghana, in which demand for family planning has significantly increased, there is a need to 
consolidate these efforts and maintain the momentum. GHANAP A will focus on improving 
the overall policy environment for family planning which includes consolidating national 
support arid reducing barriers to service delivery, continuing to expand short-term methods 
consistent with demand, while increasing the sustainability of the supply and shifting the focus 
from short-term to long term methods which entails ~l shift in relative supply source from the 
public to private sector. Sustainability will be enhanced as a result of increased budgetary 
outlays for family planning flowing from budget refonns linked to GHANAPA conditionality, 
establishment of a private sector endowment and an endowed chair at the Center for 
PopUlation and Development at the University of Ghan.alLegon. At the same time, the 
consumer will be asked to bear a growing share of the cost of service provision, even though 
some subsidies are expected to continue into the next dl~cade. 

To assist the GOG in undertaking budgetary reform, shifHng from short term to long term 
methods and devolving more activities to the private sector, the GOG will require additiorial 
resources. Given that the majority of resources in both family planning and AIDS is provided 
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by the donor. long-term sustainability can only be m:hieved if the GOO hegins planning and 
budgeting appropriately to fund activities. NPA is therefore nn integral component. of the 
Mission's strategy in assisting the GOO. The GHANAPA strategy with respect to NPA is 
based on the OOG's increasing need to devote more resources to family planning and AIDS 
activities. Since resource allocation in both family planning and AIDS is difficult, if not 
impossible, to desegregate, conditionality is bused on the GOG meeting output indicators 
related to CYPs and process indicators that allow for approprillte planning and budgeting 
rather than on specific lUllounts allocated to family planning and AIDS. 

D. Program Des~r'ption 

I. froKraDl GOII and Purpose 

The I.Ul of the family planning component of the GHANAPA program is the same as the 
Mission's strategic objective in this sector, i.e., to reduce Ghana's fertility rate. The goal 
level performance indicator is to reduce the total fertility rate from 5.5 to. 5.0 by the year 
2000. 

The pumose of the family planning component is to increase the use of modern and 
·effective family planning methods as measured by an increase from 10 percent to 20 percent 

. in the modern contraceptive prevalence rate (CPR) and a shift in long-term methods from 20 
percent to 40 percent of overall method mix:. 

The component will consist of the folloWing elements: (1) improved policy environment; (2) 
increased demand for family planning services; (3) improved service delivery; and (4) greater 
sustainabili ty . 

2. Program Elements 

Under GHANAP A. activities in the private sector will be supported directly with grants to the 
NGOs, while public sector activities will be supported through the bilateral grant agreement 
and non-project assistance (NPA). Additionally, contraceptives procured from the United 
States will be provided for both the public and private sectors. Release of NP A funds will 
be contingent satisfactorily meeting conditions precedent to five tranche disbursements. NP A 
and conditions precedent for release of funds are discussed fully in Section VIII. 

a Improved Policy Environment 

As discussed in the Constraints section of this document, six: key policy issues are to be 
addressed in GHANAP A which will contribute to an improved policy environment for family 
planning. 
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(J) /ig,tkJ.twlsupVQrt 4nd cOQrdina/lQn O(VQVUlatiQf «C(~: 

Effective policy RUpport requires Icadcrship and c()ordillation of all program efforts. The 
Notional Population Council (NPC) hns taken the lead in revising and building consensus for 
the new Population Policy and will be responsible for implementing the policy in its capacity 
as the highest advisory body to government on population issues. Through its Secretariat 
(established during FPHP), the NPC will be responsible for guiding and coordinating plans of 
action for policy implement.ation; promoting the integration' of population into development 
planning; maintaining a population data bank to promote exchange of information on 
population issues; interacting with donors and coordinate donor input; and generally providing 
national leadership on population issues so that there are strong supportive working 
relationsh,ps among implementing agencies. To implement its role as the primary 
coordinating body for family planning, the NPC will chair a Population and AIDS 
Cool'dinating Committee (PACC) comprised of the implementing entities under GHANAPA. 

The PACC will coordinate a1~ ,}HANAPA activities and, to be effective, will be chaired by 
the NPC and include members from the NPC, Ministry of Health, Ministry of Finance, 
Accountant and Controller General, USAID, GSMF, GRMA, PPAG, CHAG, AVSC, and 
Population Impact Project (PIP) at the University of GhanalLegon. The PACC will be a 

. consensus forming body that will review annual workplans of implementing entities, review 
quarterly progress and make recommendations on project implementation. 

To do this, the NPC needs to be strengthened as an organization to help build a national 
consensus on population policy through effective policy implementation; coordination of 
activities in the private as well as public sectors; monitoring of all popUlation activities; and 
overall leadership for family planning ~ctivities. The NPC will receive population policy 
formulation technical assistance from the PIP at the University of Ghana at Legon. PIP, 
partially funded undt;r FPHP, has the sole aim of making Ghanaians, especially policymakers, 
opinion leaders, and researchers aware of the impact of rapid population growth on 
development. PIP organizes workshops, seminars, RAPID (Resources for the Awaren~ss of 
Population Impacts on Development) presentations, and materials for dissemination, ~IP 

will work with the NPC to raise leadership awareness of relationships between population 
growth and development and about the positive socio-economic and health effects of lowe.' 
fertility. 

Both the GOG and USAID will fund activities focused on strengthening the NPC. Five 
technical advisory committees have been established within the NPC to assist the organization 
in developing a coherent and effective strategy for national consensus building. Those 
committees include: Resear~h coordination, monitoring and evaluation (RCME); Population 
information, education and communication (PIEe); MCHtFamily Planning services; Training; 
and Population policy and programs (PPP). Other NPC activities planned to be undertaken 
during GHANAP A include: 
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• Workshops and seminars at the regional nnd district levels to raise awareness nbout 
population issues employing RAPID-type presentations; 

• IEC campaigns at the regional and local level to ruise awareness about the newly 
promulgated population policy among local government officials and the general publio; 

• Observational study tours for influential policy makers to other developing countries which 
have successful population authorities. 

• Strategic planning workshops, formulation of annual workplans, training NPC staff and 
developing their capability to administer the MIS developed under FPHP. 

The GOG budget will support capital, personnel and other recurrent expenditures (Le. short 
term local technical assistance) of the NPC and its secretariat. NPA Conditionality will be 
used to ensure that the GOG meets annual obligations to the NPC including for population 
policy formulation "ased on annual .workplans and training plans reviewed by the PACC. 

The GHANAPA project will support study tours for approximately eight NPC secretariat staff 
and council members ($100,000) and limited equipment such as computers, fax machines, 
photocopiers, etc. ($;0,000), bringing the project contribution for this activity to $150,000. 

Additional resources, outside of the GHANAPA Program~ will be available to supplement 
project activities. Demandnc!riven technical assistance will be made available to the NPC and 
PIP for policy formulation and implementation. During ihe six year life of project, up to fifty 
three person months (at an el>1imated cost of $1,325,000) of technical assistance will be 
available from the centrally"funded Options for Population Policy Project (OPTIONS) and 
RAPID projects to assist the NPC and PIP. OPTIONS activities are designed to support.the 
policy development process and help countries formulate comprehensive national population 
policies that endorse and encourage family planning. RAPID raises leadership awareness of 
relationships between population growth and development and about the positive socio­
economic and health effects of lower fertility. 

(ii) Commodity forecasting and stocking policy,· 

A recent assessment of the MOH contraceptive logistics system advised that changes in the 
resupply polity were required to ensure the adequacy of the system for the increase in 
commodities projected under GHANAPA. This policy includes both the length of the 
pipeline (stocking at all central, regional, district and clinic levels) and the method for 
forecastmg future requirements. Recommended changes include shortening of the pipeline to 
21 months (9 central- 6 regional- 4 district- 2 sub district) and forecasting need based upon 
quarterly data at the clinic level and semi-annual data at higher levels. 

GHANAP A conditionality will require the development of a new forecasting and stocking . 
policy which will adjust the pipeline to 21 months by Tranche Two and implementing 
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forecasting udjustments implemented by Tranche Three. Principal nursing officers, district 
and regional health management teams as well as MCH/FP staff in Accra will be trained in 
stocking procedures and the Logistics Management Information System (LMIS) and the 
corresponding forms will be revised. Evaluation of the new pipeline policy will take place 
during the third year of GHANAPA. 

Additional resources, outside of the GHANAPA Program, will be available to supplement 
project activities. Demand~driven technical assistance will be made available to the MOH for 
policy development, training and evaluation of the stocking policy. During the six year life of 
project, up to fifty three person months (at an estimated cost of $1,325,000) of technical 
assistance will be made available from the centrally-funded Family Planning Logistics 
Management (FPLM) Project.. FPLM helps improve the capability of developing country 
public and private sector organizations to administer more effective and efficient contraceptive 
logistics systems. The FPLM project will not only be available to work with the public 
sector, but will also be available to provide Iim.ited assistance to grantees (GRMA and PPAG) 
with forecasting and MIS development. 

(iii) Contraceptive pricing policv: 

. A key policy objective of GHANAPA is the establishment of a system for a new public sector 
contraceptive pricing strucnue. Once in place, this pricing policy will have the effect of 
alleviating some of the client burden in the public sector (by devolving more to the private 
sector), increasing cost recovery, and diminishing the leakagt of public sector products into 
the private sector outlets. With FPHP assistance, the NPC has initiated a pricing study with 
technical assistance from the Options for Population Policy (OPTIONS) project to develop a 
new pricing structure and a schedule of annual price adjustments. The policy will be 
developed collaboratively by the NPC, the MOH, the GSMF, and other key service providers 
such as PP AG and the GRMA. The study will address and make recommendations to the 
NPC concerning the following: 

; -: .... -:. .-
• effect of price increase on utilization in the public and private sectors; 

• relationship between income and demand for products (based on the Ghana Living 
Standards Survey); 

• cross-elasticity, i.e., consideration of how price changes in one product affect demand for 
other products (method switching); 

• 'clients' switching between public and private sectors following price changes; 

• impact of price increases on cost recovery for the public sector; 

• impact of price increases on diversion of product from the public to private sector. 
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OHANAPA tranche one conditionulity will support the establishment of a new contraceptive 
pricing structure and a new price schedule. Each successive year tranche requires that the 
contraceptive. pricing structure be reviewed and anaJyzed and adjuRted as per the policy. Up 
to four person months (estimated at $100,000) of demand-driven technical assistance through 
the centrally-funded OPTIONS Project will be made available to nssist the NPC conduct 
evalulltions of the pricing policy in the third and fifth years of the Program. The evaluations 
will examine: (I) the extent to which the new pricing structure has been adopted; and (2) 
the effect of the policy on demand and product leakage. Recommendations will be made 
regarding the need for additional policy changes, if any, concerning the pricing structure. 

(iv) Government QfGhana resource allocation tQ family planning.' 

Currently, GOG resources available for program activities in family planning are insufficient 
to achieve program goals~ Donor assistance to the MOH has often been accessed through an 
extra-budgetary process (off-budget), thereby eliminating the need for carefut budgeting and 
advance planning of activities all levels. Through GHANAPA NPA conditionality, the GOG 
will now be required to provide adequate resources to the MOH to achieve agreed-upon 
family planning benchmarks for couple years of protection. This represents a major shift in 
the budgeting process for the GOG and is expected to lead to greater overall sustainability . 

. Gradually, it is hoped that the other donors will begin to move their resources on-budget 
which will allow the MOH to adequately plan and budget for priorities within the sector, 
thereby improving overall budget management by linking fiscal responsibility with 
expenditures. As part of the conditionality agenda, annual work plans and training pl~ will 
be required from the various units within the MOH charged with implementing family 
planning (as well as AIDS prevention) activities. This element also ties in with the cost 
recovery activities discussed above under "contraceptive pricing structure" and with the 
conditionality mentioned earlier concerning finQllcing of NPC activities related to "national 
support and coordination for family pl81ming." . 

The MOH family planning benchmarks are based on CVP calculations generated by the 
TARGET Model (Annex F) which estimates method mix and quantities required to reach 20 
percent CPR. In 1993, S9 percent of all CVPs were provided by the public sector; 48 percent 
of short term methods and 87 percent of long term methods were delivered by the MOH. In 
order to simultaneously shift emphasis to the private sector and to more effective methods, by 
the year 2000 it is expected that the public sector will decrease its share of the short-tenn 
CYP to 25 percent and the long-tenn to 75 percent. To accomplish this, thl! GOG must meet 
the following CYP benchmarks: 118,000 in short-term methods and 112,000 in long-term 
methods in 1995; 130,000 and 145,000 in 1996; 137,000 and 185,000 in 1997;143,000 and 
231,000 in 1998; and 145,000 and 283,000 in 1999. 

(v) Expansion ofessentiai drugs list: 

NORPLANT® has already been approved by the MOH for general use in Ghana. However, 
the MOH will need to add NORPLANT® and other subdermal implants to the Essential 
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Drugs List (EDL) to ensure that the contraceptive is widely available in MOl-( facilities 
nationwide. To do this, the MOB will need to revise the EDL which requires an analysis 
and approval by the Pharmn.cy Board and other GOG agencies involved in pharmaceutical 
purchasing, distribution and use. GHANAPA conditionality will require the MOB to develop 
a plan of action to include subdermal contraceptive implants (as well as additional STD drugs) 
on the EDL by Tranche One, and actual inclusion of the implants on the EDL and distributed 
to all MOB providers by Trwlehe Two. Technical assistance to conduct the study is being 
provided under FPHP, and actual implementation will not require additional resources under 
GHANAPA. 

(vi) fl:!l..vider urge/ices.' 

Changes in provider practices that serve to restrict access to services or to specific methods of 
contraception are critical to the success of Ghana's family planning program, An important 
objective of GHANAP A is the elimination of misinformation that impedes the provision of 
services. The MCHlFP of the MOH will playa key role in activities directed towards 
improving provider practices which' have worked to limit access to contraception or to certain 
methods, for example, because of the age, marital status or parity of the client.. Specific 
activities under this area are outlined below: . . 

• Clinical Guidelines 

MCHlFP is in the process, under FPHP, of harmonizing the currently existing service delivery 
and tr~ining guidelines, establishing a task force to review and revise the guidelines to ensure 
that they are up-to-date and uniform among all service providers. Initial dissemination of the 
guidelines through training of trainer workshops in three regions will be followed by 
subsequent workshops in the remaining seven regions. Training in turn will be done at the 
level of the regional and district health management teams, and also through incorporation 
into the pre-service training curriculum. All training will be completed by the end of 1996. 
The impact of the new guidelines then will be documented and evaluated to determine 
whether practices have changed and how training and supervision of service delivery 
providers improves adherence to the guidelines. Additionally, changes in access to family 
planning that result from dissemination of guidelines and training will be documented through 
small surveys. MCHlFP wiil publish and distribute the new guidelines. They will produce 
4,000 handbook-sized copies, and 1,500 desk-sized copies to ensure that each health worker . 
receives a copy, and that there are sufficient copies available in schools, libraries, teaching 
institutions and other locations. This activity was initiated under FPHP and will continue 
under GHANAPA. 

MCHlFP will help organize contraceptive technology updates (CTUs) seminars that will be 
addressed to three groups: policy and program leadership at national, regional, and district 
levels; key clinical trainers and service providers from MOH, NGOs and private sector 
facilities; and pre-service faculty from health training schools. These seminars will provide 
the most recent information on specific methods, management of side effects, and suitability 
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of methods for certain clients resulting in increased method-specific knowledge and increased 
access to a fuller range of methods. CTUs will be held fhr at least 400 doctors and 2,000 
midwives. 

Some of the CTUs may be carried out in conjunction with a proposed Anglophone West 
Africa regional workshop on medical barriers that would be organized by one or more 
centrally funded projects to provide the most accurate, current infonnation available on 
methods and their side effects. This workshop will be for service providers and program 
managers from anglophone West African countries to acquaint them with the concept of 
"medical barriers" and provide a forum for information exchange. Participants from the 
workshop would then disseminate the information learned through the regional and district 
provider network . 

• Study of Provider Practices 

An in-depth study of provider practices will be conducted under GHANAP A to add to our 
knowledge concerning the existence and nature of such practices and the ways in which they 
limit access to the full range of contraceptive methods for certain groups of potential clients. 
Although there is information available from the recently conducted Situation Analysis 
concerning restrictiol1s on the provision of contraceptives to certain categories of clients, the 
reasons for such provider attitudes and behaviors were not addressed. To understand the basis 
for these practices and adequately address them through training and contraceptive technology 
updates, a provider survey will be conducted. This study will form the baseline for the 
evaluation of these changes. It is anticipated that the NPC and MOH will work with the 
Ghana Statistical Service to conduct this study. Additional analyses of the Program 
Managers' Questionnaire from the Situation Analysis (1993) also will be conducted to further 
elucidate these provic;ler practices. Up to forty person months of demand-driven technical 
assistance will be made available to the MOHlNPC from each of two (total of 80 person 
months) centrally-funded projects (INTRAHIPRIME Project and Family Health International) 
to develop and disseminate the guidelines and to conduct the CTU seminars and study. The 
estimated cost is $2.0 million. Approximately $100,000 will be made available in Project 
costs to publish and disseminate the results of the various policy studies and guidelines. 

Summary of USAID Assistance: Improved Policy Environment, 

In summary, to improve the policy environment for family planning activities, $250,000 in 
GHANAPA project assistance will be provide for study tours, equipment and materials. 
Approximately $4.75 million in demand-driven technical assistance from centrally-funded 
projects will be made available at the request of GHANAP A implementing entities. 
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b. Increased Demond fur .~amily PlonoinK ScorteD 

As indicated in the constraints section, OHANAPA projects more than doubling the current 
number of total users of any modern method. Demand generation for both short- and long­
term methods requires a concerted effort to increase general awareness and method specific 
knowledge with an emphasis on long-term methods and develop client referral systems. To 
increase awareness and knowledge, OHANAPA will support the development of information, 
education and communication (lEe) campaigns and materials to focus on provider biases and 
misperceptions, and client fears and misconceptions about specific methods. Client referral 
systems will be developed through extensive training exercises targeted at providers and 
counselors to ensure that clients are aware of facilities that offer family planning services. 

The NPC is responsible for overall coordination of all activities in the popUlation sector at 
the national, regional and district levels. The technical advisory committee on Population 
Information Education and Communication (PIEC) has developed an implementation plan that 
will guide the development of the national IEC and training strategy for both the public and 
private sectors, thus alleviating some of the coordination and oversight issues experienced in 
the pa~t This strategy will be the cornerstone of all demand creation activities under 
GHANAPA for message design and material development including print, television, video 
and performing arts media; emphasis on special target groups such as males and youth; and 
emphasis on long-term and permanent methods. 

Public Sector 

In the public sector, the MOH Health Education Unit (HEU) is the implementing entity for 
the public sector in collaboration and concert with other relevant groups, such as the Ministry 
of Education, Ghana Institute of Journalism, Ministry of Information, and the Ghana Social 
Marketing Foundation. Emphasis will be placed on demand generation for groups not 
specifically targeted under FPHP for whom service delivery gaps have been identified . 
including adolescents, men, maternal and child health clients; and post-partum and post­
abortion women. HEU's communications strategy will include reinforcing target audiences' 
intentions to use modem contraception and encouraging them to actually begin use; providing 
method specific information in messages and materials targeted to specific groups; and 
moving the target audiences to discussion with a family planning .provider and to 
communication with sexual partners about family planning. HEU will conduct research, 
including focus groups, as appropriate in the development of these campaigns. 

In implementing its communication strategy, the HEU will develop multi-level interventions 
that utilize mass media campaigns, as well as community mobilization and clinic-based 
outreach to MCH clients. National campaigns will be thematic" such as the "We Care" 
campaign launched in 1990, so that media strategies are harmonized and clients and providers 
can associate family planning information and services with a concept that is easy to 
remember and can be built upon. Specific national and regional health education activities 
will include the following: 
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• Conduct focus group rcsearch to detcrmine the nature and extent of method-specific 
misinformation particularly regarding long term methods; 

• Conduct one workshop per year for representatives of the HEU, MCH/FP and other 
relevant health personnel from regional and district levels to review current information on 
client KAP, discuss new messages and plan lEe activities; 

• Conduct one workshop per year for regional health officers and program managers to 
design messages and materials that are culturally acceptable, ensuring that all materials 
support and complement each other; 

• Design and conduct at least one thematic national-level IEC campaign per year of the 
project; 

• Produce and disseminate copies of all new print medium materials to public sector service 
delivery points; 

• Provide adequate supplies of new IEC materials to private sector outlets and NGOs at 
economic cost; 

• Increase the use of videos/folk media to raise the level of awareness and educate the 
general public on popUlation issues; 

• Expand the netwol'k of IEC motivators by training satisfied users, agricultural extension 
and other community workers in each region; 

• Train 2500 'providers (250 in each of 10 regions) on community mobilization techniques, 
counselling and IEC skills; 

• Train 1300 providers (130 per region) in communication and counselling skills 

All concepts, themes, and messages will be de~igned to complement and support IEC 
activities in the private sector; Le.: method-specific approaches developed by HEU will 
complement and reinforce private sector brand-specific initiatives. Partnerships will also be 
maintained between the national and regional levels. Specifically, the national level will 
coordinate ideas ana l.&l.;;.~rtake mass production of high quality materials suitable for the 
regions. The regional level will contribute ideas, message requests, and adaptations of generic 
sample materials and plan regional IEC campaigns. Particular attention will be directed 
towards estimating the quantities of materials required and to ensuring adequate distribution to 
all end users. The new lEe Resources Center, to be located at the Korle-Bu complex, will 
playa major role in making such materials available to all regions, along with lEe materials 
from elsewhere in Africa and the world. 
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Private SeClJll. 

An integral component of sociul marketing is advertising Wld marketing. GSMF will 
collaborate closely with HEU in developing Wld disseminating information in line with the 
national lEe strategy. In addition to purticipating in method-specific advertising/lEe 
activities, OSMF will also develop Wld conduct brand-specific marketing and advertising 
through its network of retail outlets and NODs. OSMF will also contract for consumer 
research and surveys; retail audits, pre-testing of advertisements and promotional items 
including brand and method-specific consumer research (e.g., focus groups, point of purchase 
surveys). OSMF will also conduct one new advertising campaign each year to promote the 
social marketing products. 

Both the Planned Parenthood Association of Ghana (PPAG) and the Ghana Registered 
Midwives Association (GRMA) will carry out demand generation activities in conjunction 
with service delivery. For example, GRMA will include lEe message delivery in its basic 
training program for 200 nurse-midwives, and as a component of the ,Community-based 
Distribution (CBD) training to be provided to 500 maternity home attendants. 

Further, it is expected that both PPAG and GRMA will participate fully in national and 
, regional IEC campaigns, both method and brand specific, as weU as those campaigns targeted 
to special populations. As appropriate, both groups will also participate in research (e.g., 
focus groups) to develop these campaig,ns and supporting materials. 

PPAG, which currently operates in 7 of Ohana's 10 regions, will focus primarily on special 
populations: undeserved rural areas, adolescents, and males. Demand generation through IEC 
will form a part of activities for all three groups. For rural areas, CBD training will include 
attention to outreach, community mobilization and IEC motivation for 385 new agents, and 
reproduction and distribution of lEe materials as part of national campaigns in conjunction 
with the HEU. The adolescent activities will include designing innovative, locality-specific 
IEC strategies and dissemination techniques, based on the resul~ of Knowledge, Attitude and 
Practices (KAP) studies, and carrying out a range of lEe activities targeted to youth. 
Similarly, specific lEe activities will be carried out directed towards males, as follows: 

• Developing targeted lEe materials; 

• Carrying out special IEC activities, including home visits, lectures, groups discussions, and 
symposia for target groups; 

• Organizing 2 one-day seminars in each of seven regions with PP AG presence for opinion 
leaders, including traditional and religious leaders to gain support for the family planning 
program; and 

• Organizing family planning IEC and services for the Driver's Union and 2 Auto Garages in 
each of the seven regions included in this project. 
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SummAn or JJSAID AsslstApce; Incregsed Uem80d (or t'omJly .-1800101 Services 

The OHANAJ>A project will support $100,000 for short-term overseas training for 
approximately 10 individuals from the MOB and private seclor to attend programs such as the 
Johns Hopkins University Program for International Education in Reproductive Health aud 
$300,000 for lEe audio visual equipment and materials, bringing the Pr~ject contribution for 
this element to $400,000. 

The public sector, through the HEU, may receive up to 60 person months (totalling $1.5 
million) of demand-driven technical a.c;sistance made available through the centrally-funded 
Jolms Hopkins University Population CommunicatiOI)s Services (PCS) Project. PCS supports 
communications projects in developing countries in all stages of commwlication program 
design and implementation, including audience identification, message design, modia mix, 
production of materials, interpersonal communication and evaluation. Some technical 
assistance may also .be made available to the private sector. 

c. Exponded Provision of FamJly Planning Services 

In order to achieve the increase in contraceptive use and concomitant lowering of fertility 
targeted under GHANAP A, substantial attention will be given to increasing access to family 
planning services. Efforts will continue to expand delivery of the temporary, supply methods 
(oral contraceptives, condoms, VFTs), but increased emphasis will be placed on assuring 
access to permanent and long-term methods, including injectables, IUDs, subdermal implants, 
and voluntary surgical contraception (VSC). This change in emphasis is expected to result in 
a shift in the long-term methods, share of total method mix from 20 to 40 percent. 

Simultaneous attention will be focussed on the strengths of the privatelNGO sector in service 
delivery; this will be accomplished through grants to three local organizations: Ghana Social 
Marketing Foundation, Ghana Registered Midwives' Association and Planned Parenthood 
Association of Ghana and $10 million in contraceptive commodities (an additional $1 million 
in condoms is committed to .J\IDS/STD prevention activities described later). All three 
private sector organizations will be required to participate as members of the P ACC. 
Participation will include annual submission of work plans (inclusi.ve budgets and training 
plans) for PACC review, attendance at regularly-scheduled meetings, presentation of quarterly 
service statistics and analysis of factors affecting achievement of private sector family 
planning targets. 

(i) Non-Clinical (Shorl-term) methods 

While many of the constraints to short-term delivery methods (orals, condoms and VFTs) are 
being addressed under the FPHP, expansion of availability nationwide through new 
distribution channels will require additional pre-service and in-service training of providers in 
counselling and service delivery to target groups such as adolescents, males, post-partum, 
post-abortion clients. For short-tenn methods; the private sector is the major provider of 
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services und will continue to leud in this area where it is important that those with the 
necessary skills and facilities be nble to provide complete reproductive health care for 
Ghanaian women. 

II Public Sector 

OHANAPA will cont;nue to provide $5 million in contraceptive commodities (hulf of the 
total $10 million) to the MOB for distribution to over 600 facilities. As discussed in the 
policy section, NPA conditionality will require the OOG to provide adequate funds to the 
MOH to meet agreed-upon eyps annually (see Conditionality Agenda). The MOB from its 
own budget will be responsible for: 

• pre-service training on contraception and family planning services for all nursing students 
at the 7 midwifery schools and 10 nursing schools; 

• contraceptive technology updates (CTUs) for 100 nursing, midwifery and public health 
nurse (PHN) tutors per year. 

• in-service training on interpersonal relations, counselling and referral for at least 150 family 
planning providers per year; 

• pre-service training for all nurse midwives and public health nurses in counselling and 
referral. 

• Private Sector 

In the private sector, GHANAPA will provide direct grants to GSMF, GRMA and PPAG to 
expand service delivery to groups not currently being reached under FPHP. Following are 
descriptions of the planned activities by organization: 

• Ghana Social Marketing Foundation 

Currently the largest provider of short term methods, GSMF will. continue to be a major 
implementing organization. GSMF was formed under FPHP and has received significant 
training and technical assistance to strengthen the organization's financial management and 
administrative capabilities, establish procurement procedures, and improve overall 
accountability. Technical assistance and provision of donated commodities will continue 
through the completion of FPHP at which time GSMF will be ready to become a direct grant 
recipient of USAID funds under GHANAP A. 

GSMF will continue to supply condoms, orals and foaming tablets and will continue to 
contract with GIHOC Pharmaceuticals for central level warehousing and repackaging. 
Further, GSMF will maintain its agreements for distribution of commodities through its 
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networks with DANAFCO, STAR WIN nnd Johnson. Additional distrihutors will be engugcd 
for non-traditional outlets. 

By the end of OHANAPA, the OSMF will be expecf.ed to have expanded its base of providers 
to 12,500 outlcts or service delivery points, including pharmacies, chemical retail shops, gas 
stations, supermarkcts, packaged goods stores, local murkets and hairdressers. Additional 
commercial outlets may include hotels, kiosks. or other types of retail shops, particularly those 
that are likely to reach into the rural areas. 

In addition to commercial outlets, OSMF will continue to expand social marketing through 
linkages with NOOs. NOOs can play an important role in creating a supportive environment 
for the use of family planning by providing a forum for reaching women and men to increase 
knowledge about methods and to encourage them to try various contraceptives. 'GSMF is 
currently working with ten local NGOs which were selected on the basis of geographic 
distribution Wld their specialllccess to important undeserved populations. Under FPHP, the 
centrally-funded Center for Development and Population Activities (CEDPA) Access to 
Family Planning through Women Managers project has provided technical assistance to 
organizations such as the YWCA . 

Under GHANAPA, up to 10 months ($250,000) of demand-driven technical assistance will be 
made available to NGOs from CEDPA to reach new contraceptive users through women's 
networks, alternative development insti~tions and private sector organizations. OSMF will 
continue to coordinate the NOO program and distribute commodities to the participating 
organizations as well as expand the ptogram to 10 additional NOOs. The OSMF grant will 
fund workshops, training of trainers, opinion leaders sensitization sessions; administrative 
costs; and limited equipment procw'ement. Specifically, OSMF will: 

• Recruit and train 8,000 new and existing commercial providers; 

• Provide limited, local, technical assistance with program lIian~gement, supervision and 
logistics to NOOs. 

• Provide financial support to start-up 10 new NOO-CBD programs and maintain existing 10 
NOO programs; 

• Conduct training for 1,000 CBD agents and supervisors affiliated with the NOOs; and 

• Reproduce and distribute method-specific and general family planning and STD 
infonnation materials to all 12,500 service delivery points (SOP). 

In March 1995, US AID will provide a grant to GSMF for $3,000,000 to cover personnel, 
training, advertising, marketing, equipment, research, warehousing, packaging and 
distribution, and support to NOOs, and approximately $5 million in contraceptive 
commodities for distribution to the private an~ non-profit sectors. GSMF is expected to 
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achieve 160.000 shorHcrm CYP by the end of (iIIANAP A. They nrc nlnently not involved 
in distrihuting long·t~rm methods, but plan to add these methodR for provision to private 
practitioners. 

Up to seventy five person months ($ 1 ,875,Oo(» of dcmand~drivcn technical assistanc" will be 
made available to 08MF from the centrally-f1mded Contraceptive Social :v1arketing III 
(80MARC) pr~ject. SOMARC focuses on u:.dng techniques and resources of coml1llerchd 
enterprises to increase the availability and use of contraceptives. Together with the CEDPA 
assistance to local NOOs and SOMARC, available centrally-funded projects total $:!, t 25,000. 

• GbJna Registered Midwiyes Association 

Under GHANAPA, GRMA will continue to develop and support the efforts of the privat~ 
midwives to provide fwnily planning services for women in their communities. GRMA will 
prepare current members (currently 500) for an active role in providing iamily planning 
services througn: 

• basic training for an additional 150 private midwive's in long and short term methods, 
counselling, lEe message delivery, and contraceptive management and logistics, bringing 
the total to 600 midwives trained in short term methods and 300 trained in long term 
methods; 

• providing up to five days of continuing education on contraceptive technology updates and 
training in the proper treatm~nt of STDs for 200 midwives over the life of the project; 

• training 500 maternity assistants as CBD agents and training of a core of 30 CBD trainers. 

To augment the outreach activities of the midwives, GRMA will also train 500 maternity 
home attendants as CBD agents (including IEC motivational training) to greatly reduce missed 
opportunities with potential clients. GRMA will select 30 midwives, 3 from each region, to 
organize the training of maternity home attendants. This. core group will work with selected 
trainers of'CBD agents from PPAG to complete the training of maternity assistants. 

GHANAPA will continue to supply and distribute subsidized contraceptives for GRMA 
members through the GSMF network. Dwing the life of the grant (commencing in FY 1996), 
GRMA is expected to distribute 435,740 condoms., 165,160 cycles of pills and 250,148 VFTs, 
achieving 31,000 CYP per year by project's end, or a total of 125,000 CYP over the life of 
the project representing a four-fold increase over their current program. 

Upon completion of FPHP-funded activities in January 1996, USAID will provide a grant 
totalling $1,000,000 to GRMA to cover the costs of reviewing and updating of management 
systems, conducting annual workshops and bi-anlllAal meetings for 40 regional representatives 
to upgrade skills and enhance performance in monitoring and supervision; observational st1.1dy 
tours for two GRMA members per year and expanding membership of the organization. 
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(Currently FPHP·f1mdR long-term tel~hnical assistance through the American College of Nurse 
Midwives. This cooperative a~recmcnt will cnd in N(}v~mher J 9(5). In additIOn to the 
OfIANAJ'A·funded grant. twelve persOl. months ($300,O()()) of demand~drivcn technical 
assistance from the ,;entrnlly··funded Fall1ily PIMning Management Development (FPMD) will 
be made 8.vailable to ORMA. FPMD will help to institutionalize effective management, 
quality 88surance and sustainability principles which serve as 0 foundation for organil..8tional 
deveJopment processes of family planning organizations. 

• PIaDDId..Parepthood Allodlttmutt Ghana 

In the course of developing the population sector strategy, several gaps in service delivery 
were identified that would benefit from additional resources. In addition to rural areas, which 
can be addressed through CBD programs, other special populations or target groups for 
attentiorl in GHANAP A inclu~'.: adolescents and males. PPAG has recently completed a 
strategic plan covering 1995-~~1)(;0 which calls for the expansion of delivery of short-term 
methods particularly through its CBO program, a focus on adolescents and males, and an 
increase in the delivery of 10lig~term methods through its family planning clinics. 

PPAG will be given a grant by USAID to expand delivery of short-term methods through 
. thrr.e specific areas: CBD, services for adolescents, and special attention to the role of males 

. in family planning. IEC activities dircctcd towards these populations were addressed in the 
Demand Generation section abo ie. 

Community Based Distribution: PPAG currently has 815 CBD agents, 82 supervisors and 60 
trainers. With support from GHANAP A, PPAG will increase the number of agents to 1,200 
by 1997, and the number of supervisors to 120. Activities will include: initial training of 385 
new CBO agents. 38 new sup;.rvisors and continuing education for all 1,200 caD agents 
throughout tlie nfe of the project. . . . . 

Adolescents: The need for more accessible jnformation and services for adolescents will be 
addressed in GHANAPA prirnarily through support to PPAG. Currently, PPAG operates a 
Family Life Education (FLE) Project in five regions: Greater Accra, Eastern, Ashanti, 
Central and Western. FLE Clubs and four youth centers (in Accra, Akropong, Cape Coast 
and Kumasi) have been established to provide a forum for both in-school and out-of-school 
youth for information Ll'ld discussion about adolescent reproductive and sexual health related 
issues. GHANAP A support to PPAG will include the following: 

• Upgrading the four existing youth centers to enable them to provide adequate and quality 
family planning sel'vices; 

• Establishing four new centers in Takoradi, Sunyani, Tamale and Ho that will provide the 
full range of IEC, counselling and family planning services for adolescents; 
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• Conducting 2 baseline KAP stutiies (onc in ench group of '()Uf regions) of in-school and 
(l'Jt-of-school youths to investigate the socio-cultural factors affecting reproductive and 
sexual hel1lth~ 

• Providing group counselling sessions; 

• Conduc.~ting home visits to recruit new family planning acceptors among the adolescents; 

• Maintaining adequate backup and referral systems between the adolescent centers and 
PP AG clinics. 

Male /nyolvemw: Working in the seven regions where PPAG has a presence, the 
organization proposes to undertake activities to improve knowledge about contraception and 
to increase the use of modem family planning methods among men in tho~e regions. Support 
under GHANAP A will cover the following activities: 

• Conducting a KAP study among the Daddies Clubs, Industrial centers, and functional 
literacy groups before the introduction of project activities; 

.• Strengthening Oaddies Clubs in three regions, and fonning new clubs in the other fow 
regions, so that there will be three clubs in each region by 1997; 

• Pilot studies of factory-based family planning service delivery in four industrial cp.nters in 
each region (in addition to employee· based programs sponsored by GSMF); 

• Conducting a workshop on family planning for 10 facilitators in each of six regions who 
are affiliated wit'.1 functional literacy groups for males. These facilitators will then form 
the link between PPAG and their own groups, and will also provide family planning 
~rvices to their members. 

• Conducting a five·day training workshop for HIj,el Managers (S for each of 7 regions) to 
enable PPAG to provide nonprescriptive methods through these hotels; 

• Carrying out a pre/post test assessment of knowledge and attitudes of participants in the 
seminars and workshops; 

• Maintaining an adequate backup and referral system between these activities and PPAG's 
clinics. 

In carrying out these activities to expand service delivery, it is anticipated that the majority of 
the required contraceptives commodities will be obtained by PP AG directly from International 
Planned Parenthood Federation (IPPF). However, as needed, GHANAPA will provide 
commodities to PPAG through the GSMF, thereby assuring PPAG of a constant supply of , 
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short-term methods, lind further increasing the commercial dislrihulion of ~hort-tcrm 
commodities. 

USAID will provide a $1.5 million grunt to PI'AO to undertake th" above activities and to 
cover personnel, equipment, vehicles, rent, and local and external technical assistance in 
program manugcment, operations rest"'arch, financial and strategic planning, and logistics 
man"f;clfcnt. it is expected that some of the technical assistance would be provided as direct 
support from IPPF /London to the affiliate. Up to ten (10) person months of short-term 
demand -driven technical assistance from the c~ntrally~tunded PPLM project will be made 
available for commodity forecasting and management. AdditionaHy, up to seven (7) person 
months of operations research assistance from the Population Council's Operations Research 
Technical Assistance Project will also be made available. The estimated cost of 17 months of 
technic:}1 assistance is $425,000, bringing the total package to PPAG to $1.925 m.iIlion. 

(ii) Clinical (Lon,-t"m~ Metho!b.i. 

Service delivery capacity for long term methods remains the most significant constraint to 
shifting the method mix. GHANAP A requires increasing the current number of users of long­
term methods from 48,000 in 1993 to approximately 236,000 by the year 2000. The public 
sector currently provides 85 percent of the long term methods and has the largest number of 
facilities compared to the private sector. In order to achieve the shift in method mix with 
more emphasis on long-term methods, GSMF will expand and diversify its product line to 
include Depo Provera and IUDs (and possibly NORPLANT®) and the number of trained 
providers and facilities will also be increased. As service delivery sites for clinical methods 
expand, there will be a need to ensure that high standards of quality are maintained. Through 
a cooperative agreement with AVSC and centrally-funded technical assistance from Johns 
Hopkins Program in International Education in Reproductive Health (JHPIEGO), quality of 
care will be addressed by (wersight of clinical ,practice sites to ensure infec~ion control, 
medical moniLoring mid 'tupervision, and management information. ' 

II Increased Training 

Training providers in the delivery of long-term methods (IUDs, implants and VSCs) requires 
classroom and practical experiences in appropriate training sites to ensure that correct clinical 
procedures are 'followed. Pre-service training for health professional students Bud in-service 
training tor health professionals will be provided under GHANAP A. Pre-service training is 
the responsibility of the MOH's HRDDand in-service training is handled by MCHlFP. Both 
divisions collaborate in developing and revising curricula for the various courses. The MOH 
budget will also support the expansion from 5 to 10 new regional MOH training centers for 
ICIng-term family planning service delivery. 

In addition to GOG supported training activities, the Association for Voluntary Surgical 
OJntraception (A VSC) "/m be a major player in the expansion of training and delivery sites 
fo;r long-term methods in both the public and: private sectors. AVSC is a U.S. non-profit 
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organizati('n nnd irccognizcd world leader in the field of clinical fumily planning service 
provision. particularly with respect to voluntary sterili2'.ation services. A VSC will support the 
MOH in designing and conducting training programs. Approximately $4 million will be 
provided to A VSC from two USAID sources to support these efforts. The Mission will award 
a cooperative agreement totalling $3 million to primarily support the A VSC Ghana office, 
training, technical assistance for clinical facilities expansion and other capital and recurrent 
costs. The centrally-funded A VSC project will make available up to $1 million for ancillary 
technical assistance from the home office. 

Under FPHP, JHPIEGO assisted the MOH in establishing the majority of IUD service 
delivery capability in Ghana. In order to maintain the quality of training and care for IUD 
insertions, JHPIEGO will assist A VSC and the MOH in developing an overall standardized 
training system which includes reviews of protocols and training materials, development of 
training strategies at the regional level, and ensuring quality of care. Up to sixty (60) person 
months (estimated at $1.5 million) of demand-driven technical assistance from the centrally­
funded JHPIEGO project will be made available to support these activities. 

In consultation with MOH, the following training will be conducted either through the GOG 
budget, the AVSC cooperative agreement or JHPIEGO technical assisU:U1ce: 

• pre-service training in IUD insertion for 200 midwifery students; 

• training for clinical supervisors at the IUD practicum sites to ensure standardization pf 
practice and quality assurance. 

• training in IUD insertion for "160 n~se-midwives and doctors per year (including 20 private 
midwives each year); 

• clinical training for 340 physician/nurse teams in the public and private sector in 
performing mini-lap (VSC) under local anesthe~ia. A total of 39,000 mini-laps are 
anticipated dwing the project period. 

• clinical training of approximately 110 nurse midwives and 20 doctors jn post-partum IUD 
insertion, half of whom will be in private sector. 

• training in subdermal implant insertion and removal f<if 40 doctors and 200 nurse 
midwives. Approximately 13,000 women will receive implant services. 

Expansion of Service Delivery Sites 

Service delivery site expansion if, a critical element for training and performance of actual 
procedures. There are currently 15 sites for VSC procedures in Ghana. Since VSC sites have 
sp\~cial requirements and can be used for other clinical procedures as well, GHANAP A, 
thro·ugh the A VSC cooperative agreement, will bring the total number of VSC sites to 115 

- 44-



including 31 privilte facilities and 7 PPAG clinical sites. A VSC will provide techniclll 
IlSsistance, equipment, and supervision fol' renovating or rehabilitating the site!! and training in 
actual clinical procedures. Thr. GOG budget will finance the construction materials, labor, 
architectural and engineering contracts nnd maintenunce of the sites. I . 

In addition to the 10 regional MOB truining sites for clinical methods, the GRMA will 
establish three sites for IUD clinical training. This will all.ow the organization to raise the 
number of training slots available to their members from the current level of 20 per year to 
S4 per year starting in year three of the Project. In consultation with the MOB, A VSC and 
JPHIEGO will assist GRMA to oversee infection control, medical monitoring and supervision. 
By the year 2000 approximately 200 private midwives will have completed supervised clinical 
experience in IUD insertion at the new sites. The sites will be located at maternity homes 
with high IUD insertion rates in the Southern, Mid and Upper belts of the COWltry. The MOH 
has agreed to accept additional private midwives into the didactic training sessions, if these 
sites are established and meet their training standards. They will also provide preceptors for 
the practical training. 

Summary of USAID Assistance; Expanded Provi,iOn of Family Planning Services 

In summary, to ensure the expansion of service delivery, USAIDlWashington will make. 
available up to $5.35 million in technical assistance from centrally-funded projects. The 
GHANAP A project will provide S 1 ° million in contraceptive commodities, $8,500,000 in 
grants and cooperative agreements, $505,000 for short-term training, study tours and 
conferences/seminars, and $650,000 in equipment such as mini-lap kits, IUD kits. computers 
and printers, bringing the total project contribution to $25,055,000. 

d. Greater Sustainabilitv 

Financial and technical sustainability are critical to the success of the family planning program 
in Ghana. The two basic principles set forth in GHANAP A whi~h will achieve greater 
financial sustainability are a shift to long .. term, more effective·methods of contraception and a 
greater role for the private sector in the delivery of family planning services. GHANAP A 
will support the establishment of a $5 million endowment for the GSMF to cover operational 
costs and commodity procurement over time, and a $500,000 endowed chair for the Center 
for Population' and Development at the University of Ghana/LE:gon to promote population 
policy development and research. The endowment grants will be made to a U.S. based non­
governmental organization as required by USAID Washington regulations, separate from the 
bilateral grant agreement. 

Technical sustainability will be achieved through the grants to GSMF, GRMA lind PPAG 
described above which will provide technical assistance in strategic planning, management 
training, financial planning and management, commodities marketing/advertising/packaging 
and warehousing, and contraceptive logistics management. 
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The estimated cost of this clement is $5.5 million (exclusive of the GOG's conditionulity 
requirement). 

3. lroiect Qutputs and End of Project Status 

Discrete project outputs for each element of the program arc outlined in the log frame matrix 
in Annex B. The end of project status indicators will quantify progress related to the overall 
goal and purpose of the family planning component. The following indicators will be used to 
measure the succes!II of the program: 

... Reduce TFR from 5.5 to 5.0 

... Increase CPR for modem contraceptive use among women in union from 10% to 20%. 

II< Increase percent of CPR derived from longer lasting methods from 20% to 40%. 

... Increased percent of total demand satisfied for all contraceptive methods rises from 26.4 
percent to 50 percene . 

... Incref.sed public sector cost recovery for contraceptives rises from 5 percent to 15 percents. 

71993 Consumer Baseline Survey, Futures Group 

8 Rtlpublic of Ghana, Ministry of Health Maternal and Child Health/Family 
Planning Division 19S2 Annual Report. 
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III. ANALYTICAL FRAMr~WORK - HIV/AII>S/ST[) PREVENTION ANI) CONTROL 
COMPONENT 

A. Background 

Unlike other communicable diseases, AIDS most affects young adults between the ages of 14 
and 45. AIDS is already the leading cause of adult deat.'l in a number of African cities 
causing social, economic and political disruption. The econemic impact is noted in the World 
Development Report (1993)9: " ... AIDS will cause a slowing of growth of income per capita 
by un average 0.6 percentage points per year in the ten worst-affected countries in sub­
Saharan Africa." 

Since the first AIDS cases in Ghana were confirmed in 1986, the Ghanaian government has 
been candid in reporting on the HIV / AIDS epidemic;' Although the HIV epidemiological 
surveillance system will not be fully functioning until late 1994, the limited data generated 
indicate that HIV prevalence in Ghana is low compared to other African countries. HIV 
seroprevalence data based on blood samples from four pilot sentinel sites indicates that the 
1992 HIV rate among the general popUlation was between two and four percent. By contrast, 
the Cote d'Ivoire HIV prevalence was this rate five years ago but is now estimated at 10 
percent. However, it is clear that the HIV/AIDS pre-epidemic phase is completed and that a 

"sharp increase in HIV incidence should be expected in the next five to six years. To slow the 
rise in the prevalence rate of HIV infection in Ghana, focused Md quick action needs to· be 
taken to change sexually risky behavior and treat SrDs which can put an individual at 
increased risk (two to nine fold) of contracting HIV/AIDS. . 

In the first years of the epidemic, many cases in Ghana were imported from neighboring 
countries, especially by commercial sex workers returning to their villages after becoming 
infected in the cities of the Cote d'Ivoire. Women accounted for 70', percent of the cumulative 
cases, and more people were affected in the semiurban and rural areas than in the urban core. 
The Ashanti and Eastern regions accounted for the highest proportion of reported AIDS cases 
in 1992, with estimated incidence rates of 22 and 14 per 100,000 respectively. Another study 
reported 18 percent mv seropositive in women in an Eastern re'gion village due to a large 
number of women who had recently returned after becoming ill. ., Greater Accra and Brong 
Ahafo follow these two regions in the proportion of reported AIDS cases. With the increase 
of transmission within Ghana, the national epidemiological pattern is shifting to the urban 
areas and to a more equal male/female rtt.tio. However, women continue to be 
disproportionately affected by the AIDS disease. As of September 1993, women accounted 
for 70 percent of the reported cumulative AIDS cases. According to the National AIDS 
Control Program (NACP), as of December 31, 1993, a total of 12,303 AIDS cases had been 
diagnosed, but this is believed to be a major underestimation of AIDS cases in Ghana. 

9World Development Report 1993. Investing in Health. The World Bank. Oxford University Press. 
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In recognition of the compelling datu from other African countries und the opportunity to 
limit the spread of 1IIV I AIDS while the rates nrc comparatively low, the Government of 
Ghana established the NACP in 1988 and finalized the Medium~Term Plull for HIV/AIDS the 
following year. The objectives of the medium-term plan include: 

• determining the extent and pattern of HIV infection. 

• providing information to the public concerning the epidemic and promoting condom usc 
for prevention. 

• developing a national program for the control of sexually transmitted diseases (STDs) 
which are a cofactor for infection with HIV. 

• providing adequate clinical management and social support to affected individuals. 

• providing adequate laboratory. services for the diagnosis of HIV infection. 

• ensuring safety of blood transfusions. 

• establishing a monitoring and evaluation system for the AIDS prevention and control 
program. 

The MOH's NACP coordinates the HIV/AIDS control activities of the MOH and other 
gove~ent ministries and NOOs. The Health Education Unit (HEU) of the MOH is 
conducting AIDS awareness campaigns in coordination with the Ministry of Information and 
Ministry of Education. The Public Health Laboratory Program and Epidemiology Division 
are developing a HIV and STD sero-surveillance system. T-ht: STD control program operates 
two STD clinics in major urban areas and the National Blood Bank program screens for. HIV 
in the blood supply. 

According to the NACP, approximately 80 percent of MOH non-personnel expenditures for 
AIDS/SrD control activities are funded by external donors, including WHOIUNDP, EEC, the 
Dutch, Oerman and British governments, with USAID being the largest contributor through 
the FPHP NP A. The remainder of these expenditures are covered by the MOH. The MOH 
projects a total 1994 recurrent and capital budget of $6.7 million for AIDS/Sm control. Of 
this amount, $4.9 million represents donor financing, and the remaining $1.8 million, MOH 
expenditures. USAID provides $4 million, roughly 91 percent of total donor resources in 
AIDS/SrD control; that figure includes approximately $3 million in capital expenditures and 
technical assistance for the laboratories. Total r~current AlDS/STD expenditures for 1994 
are estimQLed at $3.7 million. This level is expected to increase slightly over the next few 
years. 
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USAID assistance to Ghana's AIDS Control Progrum began with $1.3 million for discrete 
prevention activities (1988-1991) through bUyMins to the AIDSCOM and AJDSTECH projects. 
In recognition of the potential negative effects of the epidemic on Ghana's economic 
development. HIV / AIDS control was included as a target of opportunity in the 1992·1996 
Country Program Strategic Plan. The FPHP was amended August 19. 1991 to add $S million 
for an AIDS control component. Many interventions required for lIIV/AIDS control could be 
built upon those already being provided in the population sector, such as social marketing of 
condoms, IE&C activities, message development workshops. and training of health providers . 

The purpose of the FPHP AIDS component is to increase the effectiveness of HIV / AIDS 
prevention and control efforts through expanded activities in lEe, laboratory services and 
health information systems. 

The FPHP has provided a resident advisor and funding for lEe campaigns with the MOH and 
in the private sector, which have successfully raised the awareness of Ghanaians to the AIDS 
problem. lEe activities are being conducted by the Health Education Unit of the MOH and 
the GSMF. Under FPHP fifteen NO Os will receive training and promotion materials in order 
to incorporate AIDS control activities into their ongoing programs. The GSMF has 
distributed low cost condoms throughout the country through pharmacies, chemical sellers and 
'Community based distributors, resulting in a twenty fold increase in the lise of condoms. 

The FPHP has provided a resident laboratory technical advisor for the development of a 
public health laboratory system and the construction of a system of four Public Health . 
Reference Laboratories (PHRL). The advisor is also training public and private laboratory 
technicians in HIV testing techniques and general laboratory management skills. A 
serosurveillance system for determining prevalence rates of HIV and syphilis is also being 
developed with FPHP assistance and should be functioning in 1994. (Further discussion 
under Sero-surveillance System.) 

The FPHP has conducted several studies concerning HIV / AIDS in Ghana. These surveys 
provide considerable information. on Knowledge, Attitudes and Practices (KAP) of Ghanaians 
concerning AIDS. The results of those surveys, which are discussed in technical analysis 
(Annex F) indicate that, although there is general awareness i'l the general population 
concerning AIDS, more effort needs to be placed on getting Ghanaians to see themselves as 
personally at risk to encourage behavior change. 

A high potential exists for rapid expansion of the AIDS epidemic through heterosexual 
transmission since the presence of sexually transmitted diseases increase susceptibility to and 
infectiousness of HIV two to nine fold. Although the private sector is treating more STDs 
than the public sector, almost all support to SID prevention and control has been to the 
public sector. Theoretically all MOH health facilities are capable of managing STD's, but 
most Ghanaians go to phannacists or private sector providers for treatment. 

. , 
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The preliminary results of a recent facility-based survey of private sector sexually transmitted 
disease diagnosis and treatment suggest that STDs arc common in Ghana. In the pructices of 
private doctors, midwives and in mission hospitals, patients with possible STJ)'s accounted for 
over four percent of all outpatient visits. This contrasts with less than one percent of' all 
outpatient visits in the public health centers. 

The Christian Health Association of Ghana (CHAO) mission hospitals saw the most patients 
(98 patients per hospital in four weeks) followed by doctors (23 patients per practice in four 
weeks) and midwives (10 patients per practice in four weeks). Drug vendors (Pharmacists 
and Chemical Sellers) also see substantial numbers of poatients with possible STD's. 

Based on these data, it is estimated that a minimum of 400,000 SrD cases ate treated in the 
private and private health facilities annually. This represents an estimated incidonce of about 
2000 cases per 100,000 population. However, it is generally believed that many srD cases 
go unreported because the majority are treated in the private sector (e.g. pharmacists and 
chemical sellers) where there are no case records. Thus, the incidence of SrDs is probably 
much higher that 2000 cases per 100,000. 

Only thirty-four percent of all potential 8m clients had seen a health care provider before 
coming to the drug vendor, suggesting that two-thirds of possible STD cases were seeking 
primary STD care from the drug vendors. 

The AIDS component under FPHP successfully targeted messages to the general population to 
raise awareness of AIDS. The NACP must build on the successes of FPHP in promoting 
AIDS awareness and developing a means to track the epidemic. The NACP will have to shift 
its focus to prevention of transmission of HIV by reducing high-risk sexual behavior, 
treatment of srDs and continuation of an effective surveillance system to track the epidemic. 

B. Sector Constraints 

Individuals who have many sexual partners are both more likely to acquire HIV and transmit 
it to others. Computer models'o II have shown that: (1) HIV irtfection through contaminated 
blood, although tragic, is not a major factor in the epidemic; (2) casual sexual partnerships 
may give rise to a self-sustaining epidemic, but spread will be slow; (3) groups with high-risk 
behaviors will greatly accelerate the spread of HIV infection throughout the remainder of 
society; and (4) a reduction of high-risk behaviors not only protects the lives of the 
individuals involved in those behaviors but has the potential to slow significantly the spread 
of the epidemic throughout society. The issues surround not only education concerning 
behavior change but the appropriate political environment in which to initiate new programs 

IOAuvert B, Moore M, Bertrond WE. et at: Dynamics of HIV infection and AIDS in a central African city. 
Intemational Journal of Epidemiology, 1991. 

II Anderson RM, May RM: Epidemiological parameters of HIV transmission. Nature 333:514-519, 1988. 
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and replicate successful ones. l
1. Th(~ presence of ot.her STDs hus recently been shown to 

.. reatly incrca.'1c the likelihoocJ of heteroscxual transmission of IlIV. 

To slow the HIV prevalence rate, greater emphasis must be placed on decreasing sexually 
risky behavior by using condoms, reducing the number of sexual partners and treatment for 
SrDs. Constraints to encouraging less risky sexual behavior and treatment for srDs consist 
of the following: 

1. Policy Analnis: The unpredictable nature of long term donor support, dependency on 
external donors and inadequate public sector resource allocation result in public sector 
AIDS and SrD control activities which are both insufficient and unsustainable; and 
exclusion of certain STO treatment pharmaceuticals from the Essential Drugs List limits 
their overall availability. 

2. Sexual Behayior Analysil: Misconceptions concerning HIV transmission, and belief 
that they are not at personal risk of contracting AIDS constrain individuals' willingness to 
make required behavior changes to prevent HIV an~ SrD infection. 

3. Sexually Transmitted Disease Analysis: Lack of knowledge of adequate SrD 
diagnosis and treatment by many health prov,1ders, especially in the private sector; 
unavailability of effective drugs to treat STDs in the public sector, and their high costs 
constrain the ability tr. provide treatment; lack of perceived seriousness of STDs by the 
general public restricts their willingness to seek treatment. 

4. Monitoring and Sutyeillance: The lack of good STDIHIV prevalence data limits the 
ability to plan and program resource~; insufficient information on disease patterns and 
SrD drug resistance reduces effective diagnosis and treatment; inadequate laboratory 
capability limits the effectiveness of clinical and public health diagnosis. 

The technical analysis (Annex F) elaborates on the constraints outlined above and provides an 
analytical framework for developing the strategic approach of OHANAPA's HIV/AIDS/STD 
control component. -

c. Program Strategy 

There is a fair amount of worldwide experience with interventions designed for AIDS 
prevention. These interventions have been successful in assisting people to change their 
behavior and in improving community response to the epidemic. Studies have demonstrated 
improvement in consistent condom use from less than 10 percent to over 70 percent; decrease 

12potts, M and Feldblum, PJ: Changing Behavior: Banier Methods in High-Risk Populations in Heterose~ul!! 
Transmission of AIDS. cd. Alexander, NJ, Gabelnick, HL, Spieler, JM, 1990. 
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in STO monthly incidence ratc from 13 percent to n.s pcrcent; decrcases in annualized ratc~ 
of HIV from 15 percent to 3 percent. IJ 

Voluntary counseling and testing hIlS been shown to induce behavior change in Rwanda and 
Uganda. An evaluation study conducted in Uganda by CDC at the AIDS Information Center, 
showed that the program was able to induce positive behavior change among seropositive and 
seronegative clients i.e. reduction in sexual partners and increased condom use. 

The most effective communication programs have been those with peer education activities. 
wherein special attention is paid to the selection and training of the counselors. Successful 
mass media campaigns have been ones in which entertainment is used and in which there is 
i.ncorporation of AIDS messages into "normal life." 

The policy of USAIDIWashington on HIV/AIDS emphasil.eS the need to develop a 
multi-sectoral approach to HIV / AIDS prevention and control. Because substantial reSQurces 
are required for AIDS prevention and control, USAID's policy stresses investment in 
interventions considered to be most cost effective. Decreasing the sexual transmission of HIV 
remains the cornerstone of the Agency's program by concentrating on the following combined 
interventions: 

• policy dialogue with host country decision makers; 

• promoting safe sexual behavior through information, education and communication; 

• increasing the demand for, access to and use of condoms; and 

• controlling STDs through improving the provision of STO diagiiusis and treatment services. 

In line with international experience and USAlD/Washington policy. GHANAPA will build 
on the FPHP momentum in raising HIV I AIDS awareness, fostering appropriate linkages 
between the family planning and AIDS prevention and control components. and supporting 
the laboratory network to monitor the epidemiological progression of AIDS. GHANAPA will 
add major elements of changing risky sexual behaviors and controlling STDs in order to 
actually affect, the course of the disease in this next phase. 

Because other donors are supporting the National Blood Transfusion Service's protection of 
the blood supply in Ghana, (the Dutch :Govemment is providing $230,000 through WHO, and 
the European Union $98,000 for laboratory reagents and supplies in 1994, and the African 

13Gary Slutkin, Effective Interventions for Prevention: Key Elements of Success, World Health Organization Global 
Program on AIDS, 1993. 
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Development Bank is negotiating further NUpport), GIIANAPA has not been asked to provide 
further 8.lJsistancc in this urea. 

The program will support STI) and IIIV I AIDS prevention Rnd control activities ll11tionwide, 
while encouraging emphasis in the four region~ which are currently the most affected and arc 
not receiving significant support from other donors: Eastern. Ashanti, Brong Ahafo and 
Greater Accra. 

D. PROGRAM DESCRIPTION - HIV/AIDS/STDS COMPONEN~' 

I. lrggram GOlllind Pumou: 

The &UI of the GHANAP A AIDS component is to help reduce the rate of increa.,e of HIV 
prevalence in Ghana by the end of the program by maintaining the average annual rate of 
HIV incidence at no more than 1 percent among the adult population during. the next s;.)( 
years. For the purpose of establishing program targets, it is assumed that the current HIV 
prevalence is 3.36 percent in 1994. Progress toward the goal will be measured through the 
sero-surveillance system which will begin in late 1994 for baseline data, and thereafter will 
provide accurate information on the progression of the epidemic each year. 

The pumose of the AIDS component is to increase awareness and practice of risk reduction 
behaviors. This will be measured by increasing the proportion of respondents who report 
using a condom during the most recent act of sexual intercourse with a non-regular partner to 
50% and increasing the proportion of people citing at least two acceptable ways to prevent 
HIV infection from 61 percent to 75 percent. The baseline for condom use will be 
established in the 1995 Consumer Survey. The baseline for knowledge about HIV prevention 
was established by t~e 1993 Consumer Baseline Survey. Progress will be monitored through 
the consumer surveys planned for 1995, 1997 and 1999. 

The HIV / AI DS/STD component of GHANAP A will consist of the following elements: (1) 
improved policy environment; (2) promotion of iafe sexual behavior; (3) better diagnosis and 
treatIl'ent of sexually transmitted diseases; and (4) improved HIV/STD laboratory and 
surveillance systems. Most of the support will be provided to the NACP through the GOG 
budget tied to NP A conditionality, complimented by specific project funded technical 
assistance, condoms, and other inputs. STO programs in CHAG institutions will 11150 receive 
funding given GHANAPA's strategy of supporting non-governmental organizations and the 
fact that Ghanaian's choose to use CHAG facilities for STD treatment. 

2. Program Elements: 

a. Improved Policy Environment 

To address weaknesses in the policy environment with regards to HIV I AIDS/STD Control, the 
project will focus on increasing public sector resoW'ce allocations to HIV / AIDS/STD Control 
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activities, expanding the Essential Drugs List and National Formulary, and uccrcditing Puhlic 
und Private Laboratories. 

(I) Public ,vector resource allocation 10 HIJlIAIDS/L\'TD prowams 

OHANAPA will assist the MOH to address the resource allocation iSRues by enabling the 
GOO to increase and sustain the budgetary allocation to MOH. NPA will be provided to the 
OOG conditioned on the availability and expenditure of nOA"personnel recurrent expense 
funds by the MOH. As di$Cussed in the family planning section, OHANAPA conditionality 
will require the OOG t") fund the MOH nonnpersonnel recurrent cost budget at 16% of the 
OOG total non-personnel recurrent budget. This will ensure that sufficient budget allocations 
are available to implement the national HIV I AIDS program at all levels of the system. The 
MOH will provide the resources required by the NACP Program Management Unit to prepare 
policy, plan programs and coordinate the national effort. The GOG will insure that 
HIV I AI DS/STD control activities are prioritized in budget guidelines issued to regional and 
district level planners. The MOH will further analyze the effects of decentralization on the 
HIV I AI DS/STD control program and disseminate information to policy makers, opinion 
J.eaders ~d representatives from other ministries, NGbs and the commercial sector through 
four regional workshops in each year of the project. 

In view of the NACP's limited staff and MOH's need for additional expertise in HIV/AIDS , 
short-term local technical assistance will be ftmded by !he MOH to assist the Program 
Management Unit of the NACP and the regional and district AIDS committees to plan and 
conduct program planning, coordination and policy development activities such as the 
following: 

• collaborative program planning, development and coordination among the relevant divisions 
of the MOH, regions, districts, NGOs, selected Ministries and the private sector; 

• development of a strategy for educating policy makers and community leaders about 
critic&1 . AIDS issues and their relevance for Ghana; . 

• adaptation, with the assistance of PIP, of generic AIDS simulation models to Ghanaian 
conditions and development of presentations for key policy makers and opinion leaders; 

• development of clear-cut policies on HIV I AIDS related counseling and testing, rights and 
responsibilities of seropositive and AIDS patients, guidelines and algorithms on STD 
diagnosis and treatments etc.; 

It development of a strategic framework and analytical agenda for resc:arch, analysis and 
information dissemination on mv I AIDS and STDs; and 
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• completion of ~tudies on HIV I A (fJS/STD legislation and policies indllding~ testing nnd 
counseling; advocacy for people living with HIV/AIDS; program managemcnt ami 
coordination; illtcrsf"ctoral collaboration. 

(ii) E.fSenlial Drug.\' List and National Formuiary (EDLN"): 

Another importnnt problem which will require policy direction is the absence of effective 
STn treatment drugs on the Essent,ial Drugs List (EDL) and NBtional Formulruy (NF). The 
EDL is the approved list of drugs which can be purchased h} '.:,e MOH Centnl Medical 
Stores for public sector pharmacies. ~nle NF provides treatITu:)',t guidance for all MOB 
physicians and paramedical workers. and can only recommend pharmaceuticals which are 
included 011 th~ EDt. The EDL and NF are published together in one volwne which is used 
as a reference book for practicing providers. pharmacists and in training institutions. 
Therefore, the absence of appropriate STO treatment drugs in the EDL significantly reduces 
the opportunity for patients to receive effective treatment. 

Currently, there is a general agreement on the urgent need to revise the EDLNF taking into 
account recent data on sm drug resistant patterns in Ghana and in the region. Of particular 
importance are rlnlgs that are effective against penicillin resistant gonorrhea, gonorrhea in 

. pregnant women, chlamydia in non-pregnant women as well as syphilis in men and 
gonococcal ophthlllmia in neonates. 

The NACP is currently recommending that the following drugs be included in the EDLNF: 
Ceftriaxone, Ciprofloxacin. and Cefixime. Other drugs such as doxycycline. clotrimazole and 
kanamycin are also being discussed among experts. Since an important policy objective of 
GHANAP .. \ is to make effective STD treatment available, the MOH will be required through 
Non-Project Assistance conditionality to: 

• Prepare a plan of action to revise the EDL to include additional effective STD drugs for 
the first tranche; 

• Revise the EDL to include additional effective STD drugs and include the NACP 
recommended treatment guidelines in the NF. develop a program of action for training in 
the use of the NF, and produce and distribute 2500 copies of the combined EDLNF in the 
public health facilities in Ghana for the second tranche. 

The inclusion of effective STD drugs in the EDLNF should increase their availabiiity and 
affordability for patients seeking care in the public sector, since the Ct.ntral Medical Store 
purchases only drugs listed in the EDLNF. 

CHAG institutions, which see the largest number of SID patients in Ghana, will also benefit 
from this action since they are pennitted to buy drugs from the MOH medical stores. Patients 
seeking care in the private sector should also receive more effective treatment as a result of 
the change in the national treatment guidelines. 
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Under OHANAPA conditionality, the MOB will revise and disseminate STD treatment 
guidelines to the public and private sector and trnin healt.h providers in the updated treatment 
protocol. In this regard, projcc.;t funds will be allocated under the family planning component 
for the production and distribution of 4000 copies of the EDLNF and to train health care 
providers in the private lector. 

The 000 will also finance a study to be commissioned by the MOH on the availability and 
use of the newly introduced SID drugs in the public and private sector and their effect on the 
Central Medical Store budget and the private sector STD drug market. OHANAPA will 
encourage other donors to assist the MOH in the procurement of the STO drugs. Extensive 
training and education of the health providers will be conducted to limit the misuse of these 
drugs.- . 

The OHANAPA project will fund $100,000 in short-term training and study tonrs and 
$40,000 for tViJ studi~s on socio-economic impact of AIDS, bringing tt.~e project total to 
$140,000. Up to twenty (20) person months of demand-driven technical assistance 
(estimated $500,000) wi.ll be made available through the centrally-funded Family Planning 
Management Development Project to support ~ activities. 

h. PromoUon olSJI.(e Saua/Mavlor 

Misconceptions concerning HIV transmission, and perceptions concerning personal risks of 
contracting HIV remain constraints to reducing individual risk prevention through behavior 
change. The major focus of OHANAPA'B HIV/AiDs/sm component will be to promote 
safer sexual behavior in order to reduce the spread of the epidemic. 

The MOH and the . private sector will use the following information, education and 
cOlTmunicaticm (lEe) strategies to reduce the number of sexual partners, promote proper and 
consistent use of ~ondoms and to seek treatment for STDs. 

(i) lEe Co:mpaigns 

The NACP will assist the HEU of the MOH to plan and design coordinated lEe campaigns 
on FP and AIDS/STD prevention and control. Aftt.r r;onsultation with the Regional and 
District AIDS committee and, in collaboration with the HEU, the NACPs program 
management unit will organize an annual planning and consultation workshop. The purpose of 
the meeting is to prepare and budget an integrated plan and guidelines for national and 
regional IEC campaigns. 

The HEU will include and refine the following message themes: HIV and its transmission 
routes. individual vulnerabiht), to HIV, the need for behavior change to reduce exposure, 
propel' condom ur" -. d ,(, p",'vide can,; and support to HIV positive individuals and AIDS 
patients and the :~;'. ::,: ·:dJ1Ce" IJf s-:eking treatment for STDs. 
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In cr.,lIaborntion with the Mini!'ltry of Information (MOl) and OSMF. the HEU will manage II 

coordinated family planning and AIDS/SID annual nationwide awareness mass mediu 
campaign. This will involve the development and placement of educntioflul radio and TV 
spots and articles in the newspapers. 

The NACP and HEU in collaboration with the Ministry of Education (MAE) School Health 
Unit and Curriculum Development Unit will develop AIDS and STO educational programs in 
Junior and Senior Secondary Schools to supplement the UNFPA sponsored Family Life 
Education programs. The MAE and HEU will develop an action plan for the development of 
the curricula and training materials and guidelines for tht: students and teachers. Technical 
Assistance to support HEU activities will be provided by the centrally funded PopUlation . 
Communications Services Project budgc:ted under the family planning component. 

The Re.:1iona1 and District AIDS Committees (RDAC) will work with the Regional and 
District Health Management Teams to plan coordinated campaigns on FP and AIDS/STD, 
taking into account tlle specific lEe related AIDS and STD needs at the regional and district 
level. An annual budgeted detailed regional and district IEC implementation plan will be 
developed/updated. 

The Regional and District Health Campaigns committees will manage regional and district 
lEe community-based campaigns, supported by regional and district educational radio 
programs and messages in local language, as available. Community based interventions will 
be conducted through outreach activities by health care providers of the MOH, community 
health. educators such 3S traditional leaders"{Chiefs and Queen Mothers), teachers, assembly 
men and women, church leaders, community development officers, peer groups and NOOs. 

Target audience segmentation will be included as additional behavioral and HIV / AIDS and 
STD epidemiological data become available. Up to twelve person months (estimated at 
$300,000) of demand-driven technical assistance will be made available through the centrally­
funded PCS project to help the NACP and HEU d_evelop the· AIDS and SID related IEC 
strategy. 

(ii) Trainin~ 

Since April 1991, the UNDP has supported the. NACP efforts to strengthen the psycho-social 
c!?unseling skills of health care providers. This effort has resulted in the establishment of 
health facility based counseling' units in each of the ten regions, SO counselor trainers, 400 
counselors placed throughout the regions, a manual for training counselors, a manual on 
infection control for health workers and clinical management guidelines for AIDS patients. 
Despite this effort, the 1993 Situation Analysis reported that 44 percent of health care 
providers would not provide information and counseling on AIDS to family planning clients. 

Building on its proven experience in IEC/counseling training and in consultation with the 
Regional and District AIDS Committees (RD~C) and the Regional Training units, the NACP 
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PMlJ will organil.e an annual plunning and consultation workshop with lIEU und I-Iuman 
Resources Development Directorate to plWl, budget and integrate the specific lEe training 
needs of the NACP with the counselling in HEIJ's annuol work plan. 

NACP will assist the HEU of the MOH in the development and update of training materials 
including: 

- customized AIDS and STD IEC training materials for health care providers in the private 
and ·public sector and; 

training modules on AIDS and STD counseling for health core providers, community 
groups and NOOs. 

The Regional and District AIDS committees (ROAC) will work with the Regional and District 
Health Campaign Committees in planning and budgeting for AIDS/STD training needs of the 
health care providers in the public sector. The training manuals and guides developed by the 
HEU and NACP will be available for use by the regions and districts. 

Up to four person months (estimated at $100,000) of technical AssistBnce will be made 
: available to support NACP and HEU in specific AIDS and STn strategic planning and 
material development through the centrally-funded PCS Project. 

(iii) Increased AccesS and CQmmodity Distribution in the Private SectQr 

An important part of the behavior change interventionq supported under GHANAP A will be 
the promotion of correct condom use which has begun under FPHP. Since the 1988 DHS in 
Ghana there has been a dramatic increase of condom use among married women increasing 
from 0.3 percent in 1988 to 5.9 percent in 1993. Nearly 20 percent of men rerll'rt current use 
of condoms. The GSMF has used social marketing techniques of promotion and distribution 
to double its total sales of condoms in recent years; approximately 8.9 millior.\ condoms were 
sold in Ghana in 1993, up from 4.0 million in 1992. 

Condoms will be made available through the GSMF and the MOH in sufficient quantities t{) 
meet the expected growing demand. A total of 85.5 million condoms will be provided by 
GHANAP A for both family .planning and AIDS/SID control. The value of these condoms 
provided for the HIV/AIDSIHIV control is approximately $1 million (roughly 20 million 
condoms). The condom social marketing activities will target all sexually active populations 
for family planning and AIDS/SID prevention. Individuals practicing high risk behaviors 
involving multiple partners will also be tar~;,;(ed. 

GSMF's pl81l for promoting and advertising condoms will be based on the established targets, 
result of prior ana' r;ew surveys, as well as marketing and sales objectives. Promotional 
messages will inciude ~"PCcific brand advertising with emphasis on the correct use of condoms. 
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In addition to commercial outlets, OSMF will continue to work to expand social marketing of 
condoms through linkages with the GRMA, 12 locol NOOs nnd 5 cumpanies and thruugh 
closer tics with private medical practitioners. NOOs cnn piny un important role in creating a 
supportive environment for the usc of family planning and AIDS/STI) prevention by 
providing a forum for reachinu women and men to increase. knowledge about methods and 
encouraging them to try various contraceptives. The capacity of the selected NOOs and 
companies to provide formal and informal training will be strengthened and that a cadre of 
AIDS resource persons will be available at the community level by the end of FPHP. 

OSMF will continue to inclr~de updated AIDS/SrD education in its regular training package 
and will organize one-day training sessions on AIDS and sros for the 5000 pharmacists and 
chemical sellers. 

About 250,000 leaflets and 10,000 posters on sros will be provided to the pharmacists and 
chemical sellers for the infonnation of the sros patients by the OSMF. GSMF will receive 
technical assistance for the development of the training moterials through the centrally funded 
SOMARC project as budgeted in the family planning component. 

PPAO, GRMA and CHAO will also participate in efforts to promote safer sexual behavior. 
rhe NOOs will use their grant funds to purchase promotional materials developed by the 
HEU. This will include posters, brochures, pamphlets and video and radio ca.'9settes, and 
complement the public sector IEC activ~ties. 

Summary of USAID Assistance; Behayior Change 

In summary, the GHANAPA project will provide $1 million for condoms, $130,000 for IEC 
study tours and $20,000 for audio visual equipment. USAIO/Washington will make available 
up (0 $400,000 in technical assistance for behavior change. 

(,', fMyased Diagnosis and Effective Treatment of Sexual Iv Transmitted Diseases 

sro control can be divided into prevention and treatment efforts. GHANAP A will encourage 
all family planning services to provide sro prevention services to their mostly female clients, 
in the fonn of counseling and condom promotion for those considered at high risk. 
OHANA? A will support improved sro treatment in all MOH and CHAO health facilities 
through training. ORMA, private practitioners, pharmacists and chemical sellers will also 
receive training in order to provide better treatment for people with sros. 

(i) Public Sector Tra;nin~ 

The NACP in collaboration with the training unit of the MOH and private organizations such 
as CHAO, ORMA and PPAO will build on its proven experience with STO control and 
develop a customized training program including training materials on the proper prevention, 
diagnosis and treatment of SIDs for the various categories of health care providers. The 
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tmining program will be designed and updated every yellf taking into account the training 
requirem~.l!!! and peculiarities of the various target groups Imd organizations. 

The MOH, from it.q own resources, will orglmim training for health providers and n system 
of continuing education on STOs in the public sector. The NACP will organize the training 
of trainers for CHAO, ORMA, WId PPAO by training a total of 2S trainers for these 
orglmizations. 

(ii) Private SectQr TrqinJu 

In the private sector, it is envisioned that each orglmization will be responsible for training its 
health providers, huilding on its trained trainers and using the training mlmuals developed by 
the NACP. 

• ~bristian Health Association of Ghana (CHAO) 

The Christian Health Association of Ghana (CHAO) maintains 107 mission hospitals 
throughout Ohana and treats more srn patients per facility than any other type of facility. 
CHAO institutions are subvented, with the MOH budget providing salaries for CHAG 
personnel but currently making no provision for other recurrent expenses. Other non­
personnel recurrent costs are covered by CHAO. . 

Because STn diagnosis and treatment is an essential element of HIV / AIDS prevention and 
CHAG institutions have such a high STn patient load, NPA conditionality will require the 
GOG to provide direct funding for CHAO non-personnel program activities in order to 
!;trengthen and support the CHAO health institutions that wish to participate in srn clinical 
management and coll;liseling. The CHAO secretariat is an established and well known body 
which facilitates and coordinates the purchasing pf drugs and coordinates training for its 
associated Mission hospitals and clinics. The MOH has establish~d strong linkages with 
CHAO, whose facilities function as District Hospitals in sm.le districts. 

Under GHANAPA, the MOH will assist CHAO to improve srn services by providing 
resources for program activities and training programs. With ilie firumcial assistance provided 
by the GOG through GHANAPA NPA, CHAO will organize the formal and inform~ t.aining 
of 120 medical officers and lOSS professional and 2140 non- professional nursing personnel, 
as appropriate. It is anticipated that an average of 2 five-d-:-.y training workshops for the 
medical officers and 4 five-day workshops for the medical assistants will be organized on 
~rD care annually. 

Specific training on counseling and partner notificatior! will be conducted for an average of 
four nurses in each of the 107 CHAG health facilities. GHANAP A will support two 
workshops for 2S professional nurses annually; and will provide training of trainers for 20 
professional nursing personnel annually; . 
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Training materials und equipment such as overhead projectors, flip churt casels and color 
video monitor, as well as educational materials will be purchased by CHAO with GOO funds. 
NACP personnel and two person-month of local consultants per year from the project will 
assist CJ lAG in the supervision and monitoring of the training activities. 

• GhQpa Social Marketina Foundation COSMF) 

OSMF will include an update AlDS/STD education package in the training for 5000 
pharmacists and chemical sellers and facilitate the training of trainers for the private 
prru:titioners as part of its grant. It will support four seminars on STDs per year and provide 
educational materials for the private medical and dental practitioners. 

OSMF will also benefit from Project funded local and external T A provided through the HEU 
and NACP for the regular update of the training package. Approximately 250,000 leaflets 
and 10,000 posters on STD will be provided to the pharmacists and chemical sellers for the 
information of thl'; srn p:thmts. 

The GSMF will collaborate with NACP and HEU to develop messages and materials for 
private sector pharmacists, chemical sellers and health care providers. OSMF grant funds 
discussed in the family planning section will be used to undertake these training activities. 

• Ghana Reaistered Midwives' Association 

GRMA will organize formal and infonnal training of its members using the five trainers 
trained by the NACP in STD care. GRMA will develop and include a training plan on SID 
in its on-going activities. lEe/counseling training modules and guidelines develoJK¥~ by HEU 
and NACP will also be included in the STD training. GRMA will incorporate ~TD training 
into the refresher training provided to its members. The GRMA grant discusS':..d in the family 
planning section will fund these training activities. 

The GHANAPA project will provide $120,000 for overseas short tenn training for STD 
program managers. 

d Improved HWIAIDSI STP Sero-Surveillance Systems and Laboratory Capability 

FPHP has established an HIV / AlDS/STD sero-surveillance system in 10 regional laboratories. 
The system allows for the collection of 1,500 blood samples per region per year (15,000 
yearly total) to track trends in the HIV/AIDS and SrD incidence covering high (STD 
patients), medium (tuberculosis patients) anr: low (antenatal patients) risk populat~ons, 
Information from the sero-surveillance sys(em wili help identify areas with high HIV /STD 
prevalence rates requiring focused campaigns. Also, effective operation of the system will 
improve the GOG's ability to plan and target for AIDS/STD interventions nationwide. As 
part of GHANAPA NPA conditionality, the MOH will annually report on the sero­
surveillance system, including analysis of its ~esu1ts, to track sero-incidence trends. 
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OHANAPA will ,,)so continue USAID's support for 1I1V and STD laborutory diagnostic 
capability In Ohann. 000 resources will be made available for the operation of the Public 
Health Reference Laboratory (PHRL) system which includes the nationall'cfcrencc laboratory 
at Korlc Bu Hospital, two zonal bronches of the PHRL in Kumasi and Tamale, the reMional 
laboratory at Sekondi-Takoradi and other health laboratories. Under FPUP, n long-term 
laboratory technical advisor ha.q assisted the Health Laboratory Services of the MOB to 
improve management, strategic planning and quality and infection cOlitrol. As indicated in 
the Environmental Examination, the MOH has established proper disposal facilities and 
techniques for blood samples used in the diagnosis of STDs, or HIV testing. 

Summary of USAID AlI1,tancei Sero-Surveillance System aDd Lab. Capability 

The GHANAP A project will provide a total of $821,000 for this element to fund six person 
months of expatriate short-term technical assistance ($150,000) for laboratory management, 
strategic planning and quality control; short term training ($230,000) in laboratory techniques 
for regional lab supervisors, epide~iologica1 surveillance; a needs assessment ($35,000) of the 
cost effectiveness of voluntary testing services; and selected reagents and other chemical 
supplies ($441,000) that cannot be purchased in-country by the MOH for the functioning of 
the HIV ISTD serosurveillance system. (It is estimated that over the six year life of project, 
reagents for about 150,000 screening HIV tests will be provided and another 46,20{J 
confirmatory HIV tests.) 

The centrally-funded Populadon Council Operations Research Project will make available up 
to 20 person months (estimated at $500,000) of operations research to test and analyze 
intervention approaches and services related to integrating HIV / AIDS activities into family 
planning programs. 

3. End of Project St.atus 

Discrete project outputs for each element of the program are outlined in the log frame matrix 
(Annex B). The end of project status indicators will quantify progress related to the major 
elements of the STD! AIDS component: improved policy environment, decrease in risky sexual 
behavior, improved treatment of STDs, and improved laboratory surveillance of STDIHIV 
pt,,:valence. 

The Goal level indicator is: 

• The average rate of annual HIV incidence maintained at no more than one percent as 
measured by the national sero·surveillance system. 

The End of Project Status (EOPS) indicators at the purpose level are: 

• The proportion of respondents who report using a condom during the most recent act of 
sexual intercourse with a non-regular partner increases to 50%. 
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• The proportion of people citing at least two ucccptuble woyn to prevent HlV infection rises 
from 65% to 75%, 

Other indicators which will be used to monitor progress in HIV I AIDS/STD prevention lmd 
control at the output level include: 

• The proportion of pregnant women aged 15·24 who test seropositive for syphilis in the 
national serosurveillance system is reduced by 50% against the 1994 baseline figure. 

• Reported consistent use of condoms by men with multiple sexual partners increases from 
25% to 50% 
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IV. DISCUSSION OF KEY ASSUMPTIONS 

The key progrwn ossumptions ur\~ taken from the logical framework in Annex D. If the 
OHANAPA Progrllm goal of redu~!na fertility is to be achieved, political stability nnd 
er.onomic growth must continue in OhWl8 and neighboring countries. Without regional 
stability, Ghana could become overwhelmed with refugees from other countries, many llf 
whom may carry the HIV virus. Indeed, this assumption is valid for all levels of analysis for 
if Ghana returns to a period of great political and ~conomic instability as occurred in the early 
1980s, the profJosed program may not be able to meet any of its targets. However, the 
program in itself, through balance-of-payment support provided by the NP A, and the social 
impact it will have in reducing population and HIV/AIOS pressures, will have an affect on 
stabilizing the economy and political environment. The goal level also includes assumptions 
about continued political support for family planning and AIDS control activities.and about 
the current HIV prevalence rate in Ghana, estimated at between 2-4 percent. The Mission 
will have more accurate data on HIV prevalenr.e through the epidemiological surveillance 
system which will be in place and operating in December 1994. 

If GHANAPA's purpose of increasing the use of modem and effective family planning 
methods and knowledge and use of HIV I AIDS preventive practices, is to be accomplished, it 

. is assumed that other donors' support for family planning and AIDS activities will continue. 
Although USAID is the largest donor in both areas, other donors play key roles in supporting 
activities that incre~ the effectiveness of USAID's program. 

It is assumed that men, who contribute to the decision making process in detennining family 
size, will support family planning efforts. It is also assumed that better information and 
counselling about modem methods ofr:ontraception, including post-partum and ·post-abortion 
services, will lead to modem contraception among those who want to control their future 
childbearing. Further, it is assumed that those ·who wish to limit their fertility, or to space 
their births, will use modem methods of contraception to the extent that those methods are 
readily available. Likewise. it is assumed that practitioners will respond positively to better 
information and training and will change their .current nractice of restricting choices for 
potential users of family planning services. Evidence to date has shown that the predominate 
mode of HIV transmission in Ghana is sexual contact, and it is assumed that this will not 
change in the foreseeable future. 

Assumptions for achieving an improved policy en\'.~ronment for family planning are based on 
the need for continued political and financial support for family planning in both the private 
and public sectors. The national government is currently very vocal in supporting hese 
activities; such a commitment must be instilled at the local level. Government pohdcal and 
financial commitment to promoting family planning is critical to the long-tenn viability of the 
program. GHANAP A has identified several policy areas that require additional government 
attention. Alleviating contraceptive price differences between the public and private sector is 
a significant reform that will increase revenues for the public sector and contribute to futute 
financial sustainability of the program. Whil~ the higher prices might initially result in 
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decreased dcmand for services, the Mission experience with social marketing indicates thllt 
Ghanaians are willing to pay for contraceptivctl at a market-determined rate. Thus, we assume 
that price increases will not act 1\8 a disincentive to the demand for services. 

Additionally, regulations and practices that impede the provision of family planning services 
and inefficient forecasting and stocking practices will be addressed. This implies that training 
and nrow clinical guidelines are sufficient to improve practitioners' provj~ion of appropriate 
family planning services and that these interventions will be effective. Finally, greater 000 
financial contributions to family planning activities are essential if the family planning 
program is to continue beyond the year 2000. In order for this to occur it is assumed there 
will be close cooperation and coordination between the Ministry of Health and the Ministry of 
Finance and Economic Planning. 

One of the major outputs of GHANAP A is to increase demand for family planning. 
A vailable data indicate that there is substantial unrnet need for effective family planning 
services, particularly for long~term methods. The challenge for the Program is to ensure that 
the increased demand does not outstrip the supply of services. Thus the asswnption is that 
supply will keep pace with demand . 

. Sustainability involves both the financial and institutional future of the family planning 
progrwn. In that regard, a number of assumptions are made about increased user fees for 
contraceptives, the capacity of the private sector and the GSMF's ability to recover recurrent 
costs and commodities. Essentially, with a new pricing structure in place the cost of . 
contraceptives will be greater, but with greater control over family size, there will be more 
disposable resources available and more demand for effective, long-telm and pennanent 
family planning services. Furthermorc::, we assume that the private sector is able to respond to 
the increased demand for selVices and that with the assistance of an endowment, the GSMF 
will continue to be a major supplier of family planning commodities in Ghana after 
GHANAPA's end in the year 2000. 

The Mission has estimated the impact of establishing a trust fund to help the GSMF. The 
analysis assumed an initial endowment of 55 million and a rate of return of 7 percent per year 
(which uses the historical returns available from a portfolio comprised of 50 percent stocks, 
30 percent bonds, and 20 percent short term money market instruments). It also assumed that 
the endowment would not be touched during the life of GHANAPA, but rather that the 
earnings would be reinvested. 

The results of these assumptions yielded an impressive increase in the sustainability of the 
GSMF. Following the end of GHANAPA in 2000, it is no longer necessary for USAID to 
supply additional funds to support the operating cost of the Foundation. (Note that it would 
still be necessary for contraceptive products to be donated.) Starting in 2001, the trust fund 
would start yielding a return slightly larger than the operating cost. If that surplus was 
reinvested, by the year 2005, the endowment combined with revenue from the sale of 
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contruceptivclR would he ~uff1cient to pay for to percent of the cost of ul! contraceptive 
commodities in addition to covering all other operating costs. 

The most significant Ilssumption for the AIDS/STD component of OHANAPA involves the 
HIV prevalence rate in the general population. Ghana's neighbors, particularly the Ivory 
Coast, are experiencing fates as high an 10 percent of the general population. Insufficient data 
are available on actual prevalence in Ghana, but based on ante-natal sentinel sites conducted 
in 1992, indications are that Ghana's Hi V prevalence is under 5 percent of the general 
population in most parts of the Ct'uotry, although some pockets are as high as 18 percent. 
More definitive data prevalence will be available near the end of 1994 when the 
serosurveillance system is operational. It is assumed, therefore, that the HIV I AIDS situation 
in Ghana has not already reached epidemic proportions and that the Ghanaian population, in 
general, can be convinced of its vulnerability and will change risky sexual behavior. 
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V. MONITORING ANI) EVALlJATION PLAN 

.4.. Introduction 

The GHANAPA monitoring and evaluation plan follows existing guidance from AID/Won 
appropriate measures of program impact which places particular emphasis on people-level. 
gender disaggregated measures. The plan is built on the system currently in place WIder the 
Family Planning and Health Program; most of the data collection activities proposed for the 
GHANAPA Program are already in place in the existing project. The most significant 
changes are (I) a proposed series of populationybased studies which are intended to give 
more detail on knowledge. attitucies and practices with regard to HIV / AIDS and sros and (2) 
two facility-based studies of STD case management. Under FPHP, several local 
organizations, such as the Ghana Statistical Service, have participated in conducting 
monitoring and evaluation activities. In an effort to continue building local capacity. these 
such loral organizations will continue to implement most of the studies under GHANAF'A. 
with technical assistance when necessary. 

The M&E system for the GHANAP A program will undergo a shift in emphasis for 
monitoring program impact. Because data is collected from both service delivery facilities 
and the population, more attention will be paid to the question of linking facility data to 
population data. Planning for data collection activities will ensure that information from 
facilities and populations located within the same census enumeration areas. 

Under GHANAPA there will be a moVe in the direction of ensuring that data collected for the 
Program will be referenced by a geographical unit (such as the census enumeration areas or 
by district) for analysis of data by distribution and density. This tool will help identify areas 
that might be under~rviced and make sure that Program interventions are targeted. 

Based on the Evaluation Schedule and Budget (Table 11), the USAIDIW centrally-funded 
OR~ T A project and the DHS III project will contribute 51.4 million to undertake evaluation, 
monitoring, special studies and the 1998 DHS. The GHANAPA project will fund $1.2 
million for the 1997 and 1998 Consumer Surveys, local cost,; of the 1998 DHS, commodity 
pricing studies, special studies, and mid-term and fmal evaluations. 

B. Monitoring Program Impact 

The impact monitoring system will include the tracking of betlchmarks indicating the status of 
program performance in these areas: 

- creating a policy environment for improving planning and policy for family planning as 
well as AID/SID activities; 

- increasing the use of modem, more effective family planning methods; 
- increasing awareness and approval of f~i1y planning methods; 
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* c)(llandlnglimproviflg Uf.:cess tn ami availability of family planning service!;; 
. improving sustainabilty of the J·'amily Planning and AIDS Control Prngrnms in hnth the 

private and puhlic sectors; 
* increasing knowledge and practite of HIV/AIDS risk rcdm;tion behavior; 

improving diagnosis and troatment of STDs: and 
improving HIV/STD surveillance, 

Both the policy-ba.~d program 8S8istance component and projert assistance component 
contribute to achievements in these areas. The program assumes a correlation betw(len the 
planned policy changes on the one hand and, on the other, incr~d availability of family 
planning services as well as improved prospects for overall sustainability of the family 
planning and AIDS efforts in Ghana. 

Grantees under the OHANAPA as well as the Ministry of Health are expected te, collect much 
of the data which will be used to assess program perfonnance on a quarterly ba.;~':,s, that is the 
service provider statistics used to calculate couple years protection. Other ip'f'orm~tion ~;} 
program performance and impact will be collected under contracting arrangements at time 
intervals as specified in the tables contained in Annex L. The tables contain the performance 
monitoring plans for (1) the Mission Strategic Objective, reduce fertility and for (2) the 
Target of Opportunity. to increase knowledge and practice of HIV I AIDS risk reduction 

. behavior. Information on progrlUJ'i benchmarks will be collected 'and reviewed internally by 
USAID on an annual basis. This information will in tum be reported to USAIDIW in the 
Assessment of Project Impact. 

The Logical Framework (Annex 8) contains specific Object~vely '/enl:~h}e Indicators to 
measure progress towards achieving the program purposes and benchmarks Ilt IDle output level. 

C. Users of Information 

The major infonnation users under GHANAP A will be all organizations represented on the 
Populations and AIDS Coordinating Committee: USAlO and all beneficiary organi7ations. 
This includes: the Ministry of Finance and Economic Planning (MFEP), the Ministry of 
Health (and relevant units such as MCHIFP, HEU, NACP, HROD, HRU, the Phannacy 
Board, PPME and others), the National Population Council (NPC). the Ghana Registered 
Midwives Association (GRMA), the Ghana Socia! Marketing Foundation (GSMF), the 
Christian Health Association of Ghana (CHAG), Planned Parcilthood Assocj~,ion of Ghana 
(PPAG), the Association fur VolWltary Surgical Contn~ception (A VSC) and the University of 
Ghana- Legan. 

D. Monitoring and Evaluation Responsibilities 

The responsibility for monitoring rests with USAID through its Health, Population and 
Nutrihon Office, md with the 000. This includes all the implementing agencies: the 
Ministry of Health (MOH), the National Population COWlcil (NPC), the Ghana Social 
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Marketing Foundation (flSMF). Planned Parenthood Association of Ghana (PPAG). the OIuma 
Registered Midwives I\!;blo{;iation (ORMA). the Assodation f(lf Voluntary Surgical 
Contra~eption (AVSC) and other ~rantces undf.:r the program. 

tlSAID. through the UPN office, and the GOG, through MOil and MFhP. arc responsible for 
overall monitoring of program performance and impact. The HPN offire of tISArD will track 
project and program Wlsistanl.;c benchmarks through reports received from MFEP. MOH. all 
granteeR and through special analysis and evaluation. 

The Population and AIDS Coordinating Committee (pACt). which IS comprised of the 
relevant. technical implementing agencies, is responsible for monitoring progress in: (1) 
fulfilling the program a.Clsistance grant conditions precedent; (2) providing financial and in­
kind inputs from the 000; and (3) program impact. 

The National Population Council, which under OHANAP A plays an exp?nded role in 
popUlation activities. will be responsible for keeping PACe informed on achievement of 
policy benchmarks. maintaining statistics on population and family planning, along with 
initiating certain special studies planned under OHANAP A, most notab!!, the commodity 
pricing studies. 

The MOH will be responsible for dissemination of new policies and procedures as well as key 
data needed for programming decisions to the regional and district levels. 

The NPC Secretariat will take over respon~ihility fm the management information system 
developed under the Family Planning and Health Project. NPC will collaborate with 
USAID/HPN and th~ MOH through the PACe to ensure that all key famUy planning and 
m:ltemaJ and child health data is routinely generated, updated, analyzed md integrated. 

All ~articipating grantees and other implementing organizations will maintain records on the 
implementation of their activities and will provide the NPC Secretariat with statistics on the 
changes in project benchmarks (related to eyp, expansion of service outlets and tr&.\''ling of 
service providers). 
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E. Monitoring and' Evaluation Strategy 

Semi-Annual Portfolio Review 

USAID will conduct an in-house evaluation two times a year to examine progress in program 
implementation and progress toward end of project benchmarks. These semi-annual portfolio 
reviews are conducted for the periods October I - March 30 and April I-September 30. The 
Mission will report to AlDIW for the period ending March 30. Data collected for the period 
ending September 30, will include information on program performance and impact which is 
reported to AlD/W in the annual Assessment of Program Impact. 

Mid-term External EVll.luation 

The mid-term evaluation is planned about 30 months after the signing of the program and 
project agreements .. 

The evaluation will review the following: 

- management of inputs; 
status of outputs,' 
progress in attaining purpose-level objectives; 

- any management changes required for timely fulfillment of the policy program and 
project objectives; 

- adequacy of benchmarks and indicators for assessing overall impact at final evaluation 
and recommended modifications in baseline monitoring (if these are required); 

- technical assistance requirements and progress toward institutional self-sufficiency of 
GSMF,' 

- technical assistance requirements and ability of P P A G to continue playing an 
increasingly greater role in project implementation; 
technical assistance requirements and ability of GRMA' to continue playing an 
increasingly greater role in project implementation;. 

- instilutional questions and relationships 
- impact of program assistance /ranches on policy changes. 

- ... ~~ 
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Final External Evaluation 

The final evaluation will take place seven months before program completion. The evaluation 
will review the following: 

review of the number of benchmarks achieved: 
review of progress made in allaining purpose-level objectives and progress of the policy 
and project components in realizing input and output targets: 

- analysis of the macro-impact of the policy changes brought about the by 
accomplishment of the program conditionalities, especially those which are aimed at 
improl ling sustainability of family planning efforts in the private sector: 

- assessment of impact on beneficiaries due to increasing numbers of service providers, 
availability and accessibility of supplies and increased information,' 

- assessment of project success in moving toward sustainability (with regard to program 
interventions targeted to both the public and private sectors) and reducing subsidies on 
commodity prices: 

- assessment of the impact of price increases, reSUlting from the removal of subsidies, on 
the demand for contraceptives: and 
assessment of both the allainment and potential for attainment of sub-goal and goal-
level objectives. ' 

F. Sources of Data for Program Outputs and P.opulatioD Outcomes 

1. NPA Conditionality documentation 

Outputs related to improvements in the policy environment for FP activities {for details 
see policy matrix (Annex A~ and discussion under NP A in section IX) 

2. FP S,ervice Statistics and Commodities Data 

QuarterlY service statistics from MOH, PPAG, GSMF, GRMA,AVSC 
FPLM reports from annual TDY visit (information on reported stockouts and pipeline) 

3. Facility Based Data 

Situation Analysis (to assess FP service delivery and STD case management in private 
and public sector facilities) - 1996~ 1998 (GSS in coordination with NPC, and NACP 
PMU) 

4. PopUlation Based Data 

Consumer surveys 1995, 1997, 1999 to provider information on knowledge, attitudes and 
practices related to family planning, mv / AIDS and STDs (collaborative effort between 
NPC, GSMF, NACP) DHS 1993, 1998 (GSS) 
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Information in attached table II provides information on institutional responsibilities for 
collecting and disseminating data. 

G. Special Studies 

A pricing study to determine income and price cross elasticities for commodities and serve as 
a basis for revising current MOH commodity prices will be carried out under the FPHP. 
Commodity prices will then be reassessed in years 3 and year 5 of the GHANAPA project to 
confirm that annual price adjustments as conducted under the new contraceptive pricing policy 
are appropriate. Additional studies include: 

Study of bio-hazardous waste disposal in Ghana according to guidance provided by Africa 
Bureau Environmental Officer. 

Two KAP studies will investigate socio-cultural factors affecting reproductive and sexual 
health among adolescents 

Pilot studies of factory-based family planning service delivery will be initiated in four 
industrial centers in each region. 

A KAP survey on family planning among Daddies Clubs, Industrial centers and functional 
literacy groups will be conducted. 

Studies on community-based t,istribution will compare different approaches to service delivery 

Assessment of alternative stratt;lgies for supervision and retraining in the case of CBD agents 
and service delivery by GRMA' .. 
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H. Evaluation Schedule and Budget 

Table 11 

EVALUATION DATE TYPE AGENCY COST COMMENTS 
ACTIVITY 

COMMODITY 1995 Special NPC FPHP FPHP (OPTIONS buy-in) 
PRICING STUDY Study funded 

Study of Bio- 1995 Special USAID $25,000 GHANAPA Project funded 
hazardous waste Study 
disposal re lEE 

CONSUMER 1995 Special NPC in FPHP Modules on ORS and 
SURVEY study coordination funded treatment and prevention of 
Family PllMing. with GSMF malaria which were 
A1DS/STDS and NACP included in the 1993 

, survey will be dropped. 

A module will be included •. 
which is designed to gather 
infonnation on attitudes 
and practices related to 
HIV I AIDS and STDs 
(identical to the module to 
be included in the DHS) . 

KAPSTUDY 1995 Special PPAG $50,000 OR-TA project 
AMONG study centrally-funded 
ADOLESCENTS 

PILOT STUDY OF 1995 Operations PPAG $35,000 OR-TA project 
FACTORY-BASED Research Centrally-funded 
FAMILY 
PLANNING 
SERVICES .,-

KAPSURVEY 1995 Special PPAG $40,000 OR-T A project 
AMONG MEN ON study centrally-funded 
FAMILY 
PLANNING 

COMPARISON OF 1996 Special GSMF/GRMA $50,000 OR-T A project 
DIFFERENT Study centrally-funded 
APPROACHES TO 
SERVICE 
DELIVERY USING 
COMMUNITY 
BASED 
DISTRIBUTORS 
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EV ALUA'flON DATE TYPE AGENCY COST COMMENTS 
ACTIVITY 

ASSESSMENT OF 1996 Special GRMA $25,000 OR·TA project 
ALTERNATIVE Study centrally-funded 
STRATEGIES FOR 
SUPERVISING 
AND TRAINING 
COD AGENTS 

SITUATION 1996 Operations GSS $200,000 OR· T A project 
ANALYSIS Research centrally-funded 
FP provider practices 
STD case management 

CONSUMER 1997 Special NPC in $65,000 GHANAPA Project 
SURVEY study coordination 
Family Planning - with GSMF 
AIDS/STDs and NACP 

COMMODITY 1997 Special NPC $75,000 GHANAPA Project 
PRICING STUDY study 

MID-TERM 1997 External USAID $165;000 GHANAPA Project 
EVALUATION program 

evaluation 

SITUATION 1998 Operations GSS $200,000 OR-T A project 
ANALYSIS Research centrally-funded 
FP provider practices 
STD diagnosis & 
treatment 

DHS 1998 Special' GSS $800,000 DHS III project 
study centrally-funded 

$5~,000 GHANAPA Project 
(local costs) 

CONSUMER 1999 Special NPCin $65,000 GHANAPA 
SURVEY study coordination 
Family PlaMing -, with GSMF 
AIDS/STDs and NACP 

COMMODITY 1999 Special NPC $75,000 GHANAPA Preject 
PRICING STUDY study 

FINAL 1999 External USAID $165,000 GHANAPA Project 
EVALUATION program 

evaluation 
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VI. FINAL FEASIBILITY ANALYSES 

Several analyses were undertaken in preparation for the preparation of this document. They 
are attached as annexes, or are available on file in the HPN Office of USAID Ghana and the 
Africa Bureau of USAIDlWashington. The conclusions of these analyses are summarized 
below. 

A. Economic Analysis Summa." (Annex H) 

GHANAPA is a six year project totalling over $75 million U.S. This includes project 
assistance, non-project assistance, donated commodities, technical assistance and host 
government contribution. The benefits of the program, which has lowering of fertility and 
stabilization of the HIV I AIDS epidemic as its goals, include increased resources for health and 
education resulting from the reduced population growth rate. It is estimated that program 
efforts will result in a population which is 2 million fewer by 2010 than would be expected in 
the absence of the program. This, in turn, would result in reduced poverty and socjal 
inequity, the empowerment of women, improved nutritional status and increased rate of 
economic development. The analysis estimates that this reduction in fertility would reduce 
annual GOG expenditures on health care by $8 million USD and on primary education by $30 
million by the year 2010. It is estimated that the HIV/AIDS component of the project will 

'. result in the prevention of 20,000 cases of AIDS over the next twenty years, resulting in a 
contribution of $120 million USD to the Ghanaian economy by these individuals. 

B. Financial Annlysis Summa." (Annex H) 

Financial sustainability is a major principle of GHANAP A which is expected to be realized 
through a shift to more effective m~~thods of contraception and assumption of a greater 
program role by the private sector. Non-project support will provide a policy environment 
conducive to increased private sector participation, through commodity pricing changes, 
harmonized clinical guidelines to be used in the public and private sectors, and support to the 
National Population Council which is the coordinating body for all population activities in 
Ghana. 

MOH has recently seen its share of the GOG recurrent non-personnel budget decline from 
24% in 1992 to 14% in 1994. This may be a function of additional donor support. Program 
assistance will encourage increased budgetary support to the Ministry of Health for family 
planning and AIDS/STDs activities, another factor contributing to financial sustainability. 
The non-project assistance funds will no longer be extrabudgeUiry-- a phenomenon in the ., 
previous project (FPHP) which has resulted in the view that these funds "augment" the regular 
GOG allocation. The GHANAP A funds will be "on budget" and be pm of the regular 
budgeting and planning process, so that as and when donor support diminishes, family 
planning and AIDS activities should be adequately budgeted for through the established 
procedures. The Ministry of Finance and Economic Planning has the capacity to provide and 
track the level of support required in the NP A conditionalities. 

- 75 -



.1Ii 

• 

• 

The commodity pricing changes mentioned above will also permit the Ministry to recapture a 
more favorable percentage for purchase of commodities. Currently, all commodities are 

, donor-provided, and sold at subsidized prices, either in public sector clinics or through various 
channels of the Ghana Social Marketing Foundation such as pharmacies, chemical sellers and 
community based distributors. 

A sustained commitment to family planning and AIDS activities in concert with increased 
government revenues should result in increasing budgetary commitment to the sector which 
will render sufficient resources beyond the completion of GHANAPA in the year 2000. 

c. Institutional Analysis Summary ( Annex G) 

The major emphases of the GHANAPA family planning comp0~lent will be to effect two 
shifts in the program: ( 1) a move to more effective long-term and permanent methods of 
contraception; and (2) an increased role for the private sector in the delivery of family 
planning services. In addition to ~e Ministry of Health, the organizations in the privatelNGO 
sector which will receive direct support under GHANAP A are the Ghana Social Marketing 
Foundation (GSMF), Ghana Registered Midwives' Association (GRMA), and the Planned 
Parenthood Association of Ghana (pPAG). The AIDS component of GHANAP A is 
comprised of three elements: behavioral change, improved treatment ~d diagnosis of sexually 
transmitted diseases, and improved monitoring and surveillance. The National AIDS Control 
Program is responsible for the public sector activities; the Christian Health Associatio!1 oJ 
Ghana (CHAG) will be a major participant in the privatelNGO sector. 

• Ministry of Health 

The issues which pertain to the public sector are much the'same as they were when the 
current family planning and health project beg'an. These include the lack of financial, ' , 
institutional and manpower resources. Government has relied on donor assistance to fund the 
majority of program activities (recurrent budget). Much of the MOH's recurrent budget is 
allocated for curative rather than preventive programs. The MOH has recently undergone a 
reorganization in which decentralization plays a major role. The regions and districts are now 
responsible for budgeting and planning of all activities. At this level of the system, the 
commitment of MOH to implementing Ghana's population policy, needs continuous 
reinforcement so that adequate funds are set aside to conduct the required activities. This 
project will address these constraints through conditionality requiring budgetary commitment 
to the MOH to accomplish program activities. Technical assistance will be provided to assist 
the Ministry Units in various aspects of the program including strategic planning, 
management, IEC, and policy, training and commodities logistics management. Provided with 
the financial resources and T A, the MOH is capable of meeting the impact indicators and 
other NP A conditionalities. 
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• Ghana Social Marketing Foundation 

The Ghana Social Marketing Foundation (GSMF) is a non-profit private sector organization 
dedicated to improving the quality of life for Ghanaians through the provision of affordable 
and accessible family planning products and services. GSMF has received significant technical 
and financial support from USAID since 1986. Since that time, GSMF has quadrupled its 
sales of ~ontraceptive commodities. GSMF sells to 5000 pharmacies and other outlets; at the 
completion of GHANAPA this is envisioned to be 12,500 which should not be difficult as 
there are currently three distributors operating with the possibility of further expansion. 
GSMF is planning to reorganize by adding long-term and clinical methods manager, a public 
relations manager and a financial manager to its current staff of three. As an organization 
they will require technical assistance in fmancial management, strategic planning, some 
limited assistance with social marketing (particularly as the organization expands its product 
line to include long-term methods), and market research. Much of this technical assistance is 
envisioned in the years one and two prior to or early on in the direct grant/endowment. 

• Ghana Registered Midwives Association 

The Ghana Registered Midwives' Association in an NGO with nearly 500 members who 
'provide prenatal, delivery and family planning services. Support to GRMA started in 1988. 
and has continued to support training in general family planning, clinical methods (IUD 
insertion), management, and business skills. Prior to this period of time, GRMA was a civic 
organization; it has now blossomed into becoming a major channel for the delivery of services 
in the private sector. As an organization GRMA has begun the process of strategic thinking 
and envisions a quadrupling of its family planning coverage during the life of the project. 
There is currently a resident advisor in.place from the American College of Nurse Midwives 
through whom support from USAID is received; in preparation for the advisor's departure in 
late 1995, GRMA will require strengthening in ma1lagetnent"'~lls, strategic planning and 
financial management. 

• Planned Parenthood Association of Ghana 

The Planned Parenthood Association of Ghana currently serves the largest number of clients 
in the privateINGO sector. It is an affiliate of the International Planned Parenthood Federation 
(IPPF), based in London, and receives support from IPPF, World Bank and other donors. In . 
the past two years, a new executive director has joined PPAG, providing a vision of how the 
organization can impJement its four-pronged strategy of increasing knowledge and acceptance 

. of contraception; ensuring wider availability;, particularly in the rural areas; improving staff 
and volunteer capacity; and sensitizing decision makers on population issues. 

PPAG's comparative advantages include its programs for youth, males and its community­
based distribution program. This will interface well with the identified gaps in service 
delivery. PPAG will require some strengthening in commodity management, MIS, lEe and 
research which will provided under GHANAP A as part its technical assistance plan. 
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• Christian Health ASsociation of Ghana 

The Christian Health Association (CHAO) mission hospitals see more STD patients than 
private doctors or midwives. There are 107 CHAO facilities in Ghana, and therefore CHAO 
becomes a critical player in a strategy designed to change behavior and improve diagnosis and 
treatment of STDs. In some districts, the CHAO hospital serves as the district hospital, hence 
the linkages between CHAO and the MOH already exist. The MOH provides for CHAG 
personnel, but does not support recurrent expenses. Through NPA funding, MOH will support 
strengthening of CHAO's STD clinical procedures, management and counselling. 

D. Technical Analysis Summary (Annex F) 

1. Family Planning 

The 1994 mid-year. population of Ghana is estimated to be 16.9 million, with an annual 
growth rate of 3.0 percent. This implies a doubling of population in twenty three years, 
putting tremendous pressure on already overstretched social and economic infrastructure and 
services. Currently, a Oluinaian woman will have an average of 5.S children by the time she 
reaches her forty-fifth birthday. Factors contributing to this high rate of fertility include early 
age at marriage, a youthful age structure, low contraceptive prevalence, and falling mortality 

. rates. 

A Consumer Baseline Study conducted in April 1993 suggests that Ohana has already reached 
a modern CPR rate of 14.8 percent among married women. the 1993 DHS shows a more 
modest rise to 10.1 percent. Nevertheless, the DHS suggests a substantial decline in fertility­
from a TFR of 6.4 in 1988 to 5.5 in 1993. This is a remarkable achievement' in a period of 
five years compared to ,,'titer family planning programs worldwide, and an outstanding 
accomplishment for sub-Jaharan Africa. Average contraceptive prevalence increase worldwide 
is slightly over 1 percent. This is equivalent to a reduction in fertility from an average of six 
and a half children per woman in 1988 to an average of five· and one half children in 1993. 

This achievement was accomplished by concentrating on the provision of short-term 
contraceptive methods such as condoms, pills and vaginal foaming tablets, through the Ghana 
Social Marketing Program (GSMP) (low cost, private sector promotion and distribution), and 
initiation of long-term contraceptive methods such as IUDs, injectables and sterilizations. . 
These efforts have been coupled with strong information, education and communication (IEC) 
campaigns in the public, private and NOO sectors . 

.. Policy 

Although there are clear indications that political support for population programs is 
improving in Ghana the political commitment must become much more broad-based 
througbout all levels of the political system in order to support a strong population and family 
planning program. Some policy makers, community leaders, and even health service . 
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providers are uninformed (or misinformed) about family planning and other broad population 
issues. Such commitment and awareness must be increased significantly if expanded 
population programs are to be successful. 

Broadening participation in the policy revision/implementation process will: (1) improve the 
policy itself by ensuring relevance to concerns beyond the center as well as broad social and 
cultural acceptance; (2) establish a sense of "ownership" among a wider set of actors 
(geographic, ethnic and religious groups, districts); and (3) facilitate successful 
implementation through mobilizing support of the bureaucracy and significant social groups. 

Effective policy implementation will require a technically capable National Population 
Council (NPC) Secretariat that can provide leadership for the overall program and facilitate 
and coordinate program efforts. The NPC Secretariat has been given the mandate to conduct 
a very ambitious program over the next few years. These activities will require a large pool 
of analytic and technical skills which must be identified or developed as well as sustained 
technical assistance 1J!ltil this capacity is built. 

One key constraint to program coordination and policy implementation is the interim nature of 
the Secretariat which has insufficient staffing, and is overloaded with responsibilities. Upon 

. creation of the permanent Secretariat, these staffing issues should be resolved. However, the 
responsibilities of the Secretariat will be diverse and will require a large pool of analytical, 
technical and political skills which, as noted, will take some time to create. 

. . 
A second issue: is the need to develop strong, supportive working relationships among the 
ministries and involved agencies and the NPC/Secretariat. At this time there are, 
understandably, inconsistent perceptio~ of the respective roles of the ministries and NPC 
Secretariat as a coordinating body. . 

• Demand fOr Modern Contraception 

In 1993, somewhat more than one-quarter of currently married women in Ghana do not want 
more chiJdren. Though this is about ilie same proportion as in 1988, the proportion of 
married women who report being undecided about. whether to have another birth has doubled 
from 9 percent in 1988 to 19 percent in 1993. 

For short-term methods, lack of awareness and knowledge of individual methods continue to 
be major barriers to use. Thirty-five percent of never users state that they are not using 
contraceptives due to lack of knowledge; 14 percent cited fear of side effects as a reason for 
non-use. Service statistics in districts that had information campaigns indicated an increase in 
awareness and trial of modem contraceptives as a result of the campaign. 

Another factor that is particularly important in Ghana is the extent to which husbands or 
partners are knowledgeable about, or approve of the use of contraception. Data from the " 
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Situation Analysis show that 16 percent of MCH clients do not know whether their partner 
approves or disapproves of family planning, suggesting it has not even been discussed. 

Demand is even lower and the supply infrastructure is much less developed for the long-term 
clinical than for the non-clinical methods. Demand generation for long-term methods must be 
coordinated with and targeted to the development of the delivery infrastructure. Once an area 
has. a criti~al mass of providers who are trained in the techniques and who have the time and 
ac,~ess to the facility to perform them, specific demand generation activities can be targeted to 
that area. Referral systems are need~d because there far fewer potential service sites for long 
term methods. Community based distributors, pharmacists, and others need to be trained to 
refer potential clients to an appropriate source. 

• Delivery g,fServices 

Ghana's family planning program has proceeded to the phase wherein it is essential to place 
emphasis on availability of different methods and expand private sector participation in the 
program. While the increase in modem method prevalence that Ghana h~ recently 
experienced is outstanding, without a concomitant change in method mix, there will not be 
corresponding decline in total,fertility nor a slowing of the population growth rate. The 
current method mix is comprised of 80 percent short-term methods (condoms, pills, vaginal 
foaming tablets), with the remaining clients using long-term, more effective methods such as 
the IUD, injectables, voluntary surgical., contraception. A more effective public/private sector 
collaboration is essential to efficiently direct both public and private sector resources to be 
maximally effective. 

Overall, there are several service delivery gaps in the current program including programs for 
adolescents which would provide services in addition to information and counseling, post­
abortionlpost-partum services, and rural areas. 

Currently short-term methods are provided through the public se~tor and several channels in 
the privatelNGO sector: The Ghana Social Marketing Foundation (GSMF) is a private, non­
profit organization providing affordable family planning products, which ha quadrupled its 
sales since 1986. This demonstrates that consumers are willing to pay for contraceptive 
commodities. GHANAP A will continue to support GSMF for the delivery of short-term 
methods through a direct grant and an endowment. Planned Parenthood Association of Ghana', 
(PPAG) serves more clients than any other NGO. The comparative advantages of PPAG are 
their programs for males, youth and a l·arge community-based distribution program for which 
GHANAPA will provide support. The Ghana Registered Midwives' Association (GRMA) is a 
non-governmental organization which consists of approximately 500 registered nurse 
midwives, who serve as private practitioners and provide pre-natal, delivery and family 
planning services to women throughout the c·,Juntry. While thus far GRMA accounts for only 
a small percentage of the overall NGO provision of family planning services, it provided 
nearly 5000 couple years of protection in 1993 and is an important channel for provision of 
family planning and other reproductive health services in the private sector. 
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NO Os can play an important role in creating a supportive environment for the use of family 
planning by increasing knowledge, and providing a distribution n~twork for non-clinical 
methods. NGOs should be used to provide support and distribution to areas of low prevalence 
that are unserved by either the public or the commercial sectors, or where more intensive 
proactive support is required. 

Long-term methods will require added emphasis under GHANAP A if the desired fertility 
decline is to be achieved. The users of long term me~ods must increase from 69,000 in 1993 
to 295,000 by the tear 2000. This will require substantial expansion of both the training and 
service delivery sites for clinical methods. 

In the longer term, to increase the "sustainability of family planning service delivery in Ghana, 
the private sector must play an even greater role in the provision of services. 

• Suslainabilirv 

Despite recent improvements in the economy, it seems unlikely that family planning service 
delivery in Ghana--in the public or the private sector--will become fully sustainable in the 
near future. Experience in successful programs (e.g., Thailand) has shown that given 
prolonged low contraceptive prevalence levels, subsidy is necessary for a period of time. 

Strategies directed towards building long-term financial sustainability in family planning or in 
other sectors typically focus on two potential national sources of funds to sustain activities: 
budgetary support from the government at various levels; and cost recovery mechanisms, 
which require beneficiaries to pay for services. 

The lack of budgetary resources overall, as well as the unavailability of resources at the 
district and sub-distrIct levels provide serious constraints to efforts to expand family planning 
service delivery through the public sector. The present situation also suggests that, in the 
absence of change, sustainability of program activities through budgetary means will meet 
with little success. ' 

A major emphasis in the strategy followed by USAID in Ghana has been to encourage 
activities in the private sector, most notably through the Ghana Social Marketing Foundation, 
and the Ghana Register~d Nurse Midwives Association. It is clear'that while the Government 
of Ghana has a commitment to providing health and family planning services to all citizens, 
the public sector resources to do so are lacking. Thus, it is in the Government's interest to 
foster the development of a favorable environment for private sector service delivery, as part 
of a long term approach to developing a sustainable national family planning effort. 

2. Acquired Immunodeficiency SYndrome (AIDS): An Overview 

. Since its discovery in 1981, AIDS has spread rapidly throughout the, world, and has become a 
public health problem of extraordinary scope and unprecedented urgency. In December 1993, 
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the World Health Organization's Olobal Program on AIDS (WHO/GPA) estimated that about 
15 million adults and close to two million children under five throughout the world have been 
infected with the HIV virus. Sub-Saharan Africa, with less than 10% of the world's 
population, accounts for about 58% of total HIV infections, two-thirds of adult AIDS cases 
and 90% percent of pediatric AIDS cases worldwide. World Bank's simulations indicate "a 
slowing of growth of income per capita by an average 0.6 percentage point a year in the ten 
worst-affected countries in sub-Saharan Africa." It is believed that STDs, those with 
ulcerative lesions such chancroid and syphilis in particular, are now believed to have 
facilitated the rapid spread of mv in sexually active persons. Most available data suggest 
that both the susceptibility to HIV infection and the infectiousness of an HIV -infected 
individual are increased several fold by the presence of other STDs. 

The prevalence of HIV infection appears to be rising in Ghana. Limited HIV seroprevalence 
data from antenatal sentinel sites indicate that mv positive tates in 1992 among pregnant 
women ranged between 1.0% and 4.6% in most parts of the country, although some pockets 
were as high as 18%. Until recently, such high prevalence rates were unknown. Eighty-six 
percent of all cumulative 11,853 AIDS cases identified as of September 1993, were in 'the 20-
49 age group, with those aged 20-29 being the most seriously affected. Unlike ,most other 
countries, HIV I AIDS in Ghana affects more people in the semi-urban and rural areas than in 
the urban core. As of September 1993, the Ashanti and Eastern Regions accounted for the 

. highest number of reported cases. Also, women remain disproportionately affected, 
accounting for 70% of the cumulative cases. 

Limited data are available on the prevalence of STDs in Ghana. However, based on a recent 
USAID/Ghana commissioned study, the technical analysis estimated that a minimum of 
400,000 STDs cases are treated in the public and private facilities. 'This represents an 
incidence of about 2000 cases per 100,000 population. 

Cost effective interventions available to combat the spread of mv / AIDS include the 
promotion of condom use and the reduction in the number of casual sexual partners and STD 
control. In this regard, the FPHP, in collaboration with other donor's inputs, has made 
significant' strides. Most· Ghanaians are aware of AIDS and know it is transmitted sexually. 
Also, current condom use among'females and males has reached 6.1% and 19.7%, 
respectively. The surveys also reported that 83 percent of Ghanaians know that sexual fidelity 
is the best way to prevent AIDS. Despite these achievements, high risk sexual behaviors 
remain common and only 25 percent of men who' have ever used a condom report that they 

. use it every time they have sex. 

Most importantly, to date, almost all support to STD prevention and control has been to the 
public sector, although, as in many other African countries, many Ghanaians prefer the private 
sector, including pharmacies, chemical sellers, itinerant drug peddlers and traditional healers. 
The recent USAID/Ghana commissioned study indicated that most of the STD cases are seen 
in the private health facilities. In the three health care practices of private doctors, midwives 
and mission hospitals, patients with possible STD accounted fi)r over four percent of all 
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outpatient visits. This contrasts with the estimated less than one percent of all outpatient 
visits in the public health centers. The CHAO mission hospitals saw the most patients. 
STDs accounted for 4.4 percent of all customers for pharmacists and 3.8 for chemical sellers. 

STD care appears to be poor both in the private and public sector and none of the drugs on 
the Essential Drug List and National Fonnulary list remain adequately effective in treating 
antibiotic-resistant N. gonorrhea and other important STD conditions. The absence of 
effective STD drugs in the EDLNF significantly limits STD control efforts both in public 
and private sector. 

USAID/Ghana concluded that the following proposed strategies: building on the successes· of 
FPHP in promoting AIDS awareness and condom use, shifting its focus to prevention of 
transmission of HIV by reducing high-risk sexual behavior and supporting the private sector 
and complementing other donor's support in STD control, and encouraging the GOG to 
include effective STD drugs in the EDLNF are technically sound. 

The technical analysis also points out the importance of supporting MOH's efforts in 
developing and maintaining an adequate laboratory network and effective surveillance system. 
Most importantly, it indicated the critical need to improve the NACP capacity in program 
'management, coordination and policy development. This is of utmost importance given the 
new USAID/Ghana approach in Non Project Assistance which requires an improved 
programmatic involvement and utilization of the MOH's resources at the central, regional and 
district levels. Additionally, the technical analysis indicated the need to encourage other 
donor~ to assist the MOH in the procurement of effective low cost SID drUgs. It also 
emphasized the importance of maintaining the appropriate linkages between the Family 
Planing and AIDS/STDs which has been of utmost importance for the achievements of the 
NACP. . 

Based on the regional epidemiological data and the proposed scenarios provided by the 
Epimodel, the technical analysis recommended that the goal of the project be to help stabilize 
the HIV I AIDS epidemic at no more than 1.5 percentage points above the estimated 1994 adult 
prevalence rate of 3.36 percent. It also proposed that the purpose of the project be to 
maintain the average adult mv incidence at no more than 1.0 percent during the next six 
years. (Note: Following 'consultations with USAIDIWICDIE, the Mission elevated the 
recommended purpose level to the goal level and revised the purpose level to "increase 
knowledge and practice of risky sexual behavior. This new purpose level indicators is 
suggested in recent World Health Organilbtion publications on AIDS/STDs. 

E. Social Soundness Analysis Summary (Annex E) 

The core question addressed by the analysis is whether the proposed expansion of family 
planning services and the intended increase in the consumption of modem contraceptive 
methods are socio-culturally feasible, In other words, how can this program be carried out ' 
and sustained without unduly hurting the socio-cultural sensibilities of the people? The 
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analysis focussed on assessing the socio-cUitural context of fertility regulation, focusing on 
women as participants and as beneficiaries; determining the structure and pattern of decision­
making concerning family planning including the role of men; assessing the impact of rural­
urban differences; and 8.llSessing the level of knowledge of the community about AIDS/STDs 
control and prevention in relation to sexual behavior change, with a focus on adolescents. 

In Ghana, although traditional means of limiting fertility exist, factors and consequences of 
social change--urbanization, migration Western education, religion, and medicine, money­
based economy, etc.--have rendered some of these modes of fertility regulation unacceptable. 
For example, the use of charms or herbal preparations may be regarded in urban areas as 
primitivism, and the practices either of prolonged physical separation or polygamy may 
present too great a financial burden. The attitude of males is clearly critical in decision­
making concerning use of contraception, and women continue to be valued for their child­
bearing role. Nevertheless, the forces of modernization have made some inroads into the 
dominant role played by mr.n. Specifically, women who are more educated and/or earn a 
stable income are demanding a greater role in decision-making concerning their welfare and 
that of their children. 

In summary, with respect to family planning, the social soundness analysis suggests that the 
socio-cultural terrain and the political climate make GHANAP A a feasible program. At the 

. individual and national levels, there is now in Ghana an awareness of the impact of 
uncontrolled population growth on the development and welfare of both the individual and 
society. Thus various struct\n'es and programs have been put in place. However, in a 
pronatalist and largely gemeinschaft'4 society like Ghana, the pay-off of these cannot be felt 
immediately. Nevertheless, it may be quickened when the fears and aspirations of the people 
are given due cognisance in any interventionist measures. . 

Concerning the proposed activities on mv / AIDS, the analysis of the awarenesslknowledge 
and attitudes of adolescents--the focal target group examined for the social soundness analysis­
-about AIDS show clearly that there is a lot to do to save Ghanaian adolescents from the 
scourge of HIV / AIDS infection. Barred by the larger society from procuring contraceptive 
devices (we may recall the provider eligibility restrictions whereby some providers simply 
refuse contraceptive services to certain categories of people including adolescents) the schools 
cannot help either because AIDS and Contraception are not included in the syllabus. Thus 
both teachers and students are ignorant of modes of transmission and prevention of HIV 
infection. The report concludes that specially tatgeted IEC materials are of primary 
importance, and that thorough pre-testing is necessary to be certain that the messages are well 
understood. Further, it is suggested that materials also be developed in the vernacular for the 
benefit of those in the rural areas who have received their education through the Non-Formal 
Education sector. 

14A society in which social relationships between individuals are based on common feelings, 
kinship or membership in the community. 
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F. Environmental Examination Summary Findings (Annex C) 

A categorical exclusion is recommended on the basis that this project is a program 
involving health care, population, and/or family planning services, under section 
216.2(c)2(viii) of USAID's Environmental procedures (Reg 16). 

A negative determination is requested for the activities dealing with sexually-transmitted 
disease case management because this component of the project does not anticipate any 

.. activities directly affecting the environment (such as construction of facilities, water supply 
syst~ms, waste water treatment, etc.) The project may include the provision of HIV/A,IDS 
prevention and control commodities (such as disposable gloves, syringes and other protective 
materials). These commodities may be distributed to regional hospitals and health centers. 

Although blood may be drawn for the purpose of SrD diagnosis, or HIV counselling and 
testing, proper disposal facilities and techniques are already in use. In this regard, it has been 
determined through discussions with the Ministry of Health, that commodities provided 
through the project will be used appropriately and will be disposed of safely. USAID/Accra, 
based on Ghanaian government regulations for disposal of contaminated medical commodities, 
and planned monitoring of how these regulations are followed during the project, is confident 
that the HIV / AIDS prevention and control commodities supplied under this project will be 
disposed of in an environmentally safe manner. 

Further, following the guidance provided in State 93 264038 (Annex C), the Mission 
Environmental Officer will provide the Bureau Environmental Officer with a more complete 
report on bio-hazardous waste disposal in Ghana. This study will be conducted during the 
first year of the program. GHANAP A project resources will be used to finance the study 
which is included in the Program's Monitoring and Evaluation Plan (Section V). 
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VII. PROGRAM MANAGEMENT AND IMPLEMENTATION ARRANGEMENTS 

Implementation of GHANAP A will commence immediately after authorization of the Program 
Assistance Approval Document (P AAO) by the Mission and signatur.e of the grant 
agreements by the Government of the United States and the Government of Ghana. 

A. Management Ar~angemeDts 

GHANAPA will be coordinated by a Population and AIDS Coordinating Committee (P ACC) 
consisting of representatives of USAID and all the beneficiary organizations, including the 
Ministry of Finance and Economic Planning, the Ministry of Health, (and its relevant units), 
the National Population Council, GRMA, GSMF, PPAG, CHAG, AVSC, the University of 
Ghana-Legon, and other Qrganizations as may be required. The PACC will be officially 
recognized by the Government of Ghana and will be chaired by the NPC, whose Secretariat 
shall also serve as secretary to prepare agendas and record and distribute minutes. The P ACC 
will have policy formulation and technical functions. 

In the policy area, the P ACC will establish a policy committee consisting of representatives of 
the MFEP, MOH, NPC and USAID, to ensure that the National Population Policy is 

,'supported by the GHANAPA implementing institutions. For example, it will monitor 
progress toward meeting CYP objectives, funding levels for the NPC, and other conditions 
precedent, and ensure that GHANAP A supported activities conform to the regulations of the 
GOG and USAID. The policy committee will meet quarterly. 

The PACC technical committee, composed of all the member organizations, will meet 
monthly to discuss technical implemen~tion issues, coordinate activities, and make 
recommendations to the various parties concerning program implementatio~. The technical 
committee will review work plans of the member institutions to ensure thai all activities are 
complementary and contribute to the GHANAPA objectives. The PACC will review member 
institution's progress in popUlation and AIDS activities, recommend candidates for training 
and travel financed by GHANAP A and serve as a forum to discuss issues affecting program 
implementation. 

The PACC will be a consensus forming body, but can not appropriate the legal 
responsibilities of its individual members under the GHANAP A program. Member 
institutions, including the MFEP, MOH and USAID, will be expected to consider the 
recommendations of the PACC when approving specific budgets and activities. The PACC 
policy committee has, however, been charged with approving NPC workplans and budgets as 
part of NP A conditionality. 

Brief descriptions of the major institutions of GHANAP A follow. 
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1. ~: USAID maintains a bilateral Mission in Ghana with an Office of 
Director, Office of Finance, Office of Program and Project Development, and Office of 
Management and Administration. Three technical units; Office of Health, Popula~ion and 
Nutrition (HPN), Office of Education and Human Resources Development and Office of 
Trade, Agriculture and Private Sectol' complete the Mission. The GHANAPA program will 
be managed by the HPN Office with support from other Mission units. 

The HPN Office is responsible for providing leadership and promoting effective policies for 
the U.S. Government's health, population and nutrition development assistance in Ghana and 
implementation of all health, population and nutrition development projects within 
USAID/Ghana's portfolio. HPN is also responsible for direct liaison with appropriate GOG 
departments and officials, with other donors and with relevant non-governmental organizations 
and private sector entities on matters concerning health, population and nutrition development. 

The HPN office is responsible for ensuring that US Government funds are used in 
accordance with official policies, in the most efficacious 'technical manner to achieve the 
agreed objectives. Its professionals work with over ten GOG units, five ~ajor Ghanaian 
NGOs, and at least fifteen US based contractors and cooperative agencies to implement FPHP 
and GHANAPA programs. Additionally, many small contracts must be managed for studies, 
evaluations, audits and reports. 

HPN Office staff includes a chief with overall coordination responsibility for the Mission's 
population and AIDS control activities, 'a deputy chief who manages non-project assistance 
activities, laboratory services and basic research under FPHP, two FSN professionals with, 
responsibility for training, IE&C, commodity logistics and health care fmancing, and a 
Technical Advisor in AIDS and Child Survival (T AACS) who handles operations research, 
demography and evaluation. The HPN Office will be assisted by the Office of Program and 
Project Development (OPPD), Controller's, Office, Management and Administration Office, 
Contracting Officer and, legal services from USAlD's Office of Regional Economic 
Development Support for West and Coastal Africa (REDSOIWCA). USAIDlWashington will 
provide additional support through the Global Bureau's Population and Health Offices and the 
Africa Bureau. ' 

As a result of the overlap with FPHP, GHANAPA will create additional management and 
technical dutie's for the HPN Office and will require the services of additional staff. The $35 ' 
million FPHP started in April 1991 and will continue until 1996. This project contains both 
population and AIDS control components and includes both non-project and project assistance 
m~chanisms. FPHP has institutional contracts with four expattiate resident advisors who will 
complete their assignments in October 1995. USAlD's experience with FPHP indicates that 
under GHANAP A, it will not be necessary to continue the services of the institutional 
contractors. Instead, the HPN Office will provide both the managerial and technical support 
that is necessary to implement GHANAP A as it devolves more responsibility to the 
beneficiary organizations. 
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The HPN office has conducted an analysis of its present staff and the increased demands of 
managing the GHANAPA program and has determined that it will require additional staff 
persons in the office. Two new positions may need to be created to assist the Mission in 
program management and administration, monitoring and evaluation, coordination of 
technical assistance requirements from centrally-funded projects, management of the 
cooperating agency agreement, financial planning and oversight, preparation for anilUai 
tranche reviews, and development of annual work plans in cooperation with the MOH, 
centrally-funded projects and A VSC. Other responsibilities include managing the 
HIV / AIDS/STD component, the GSMF Grant and the endowments within the office. The 
Mission will request this assistance from the Western Consortium Population Fellow Project. 

Additionally, the HPN office plans, to request a Program Assistant. This person will be 
responsible for routine administrative tasks such as preparing project implementation orders, 
and other documents required to manage the additional grants. 

The Technical Advisor for AIDS and Child Survival (T AACS) has been funded by central 
USAID Washington project. However, the central funding will end in January 1995 and the 
GHANAP A Project will be required to assume the costs of this person. 

2. Ministry of Health: The MOH will be the lead implementer of the GHANAPA 
Program. As a line ministry of the Government of Ghana, it is responsible f;Jr establishing 
national health policy as well as providing preventive and curative health services. 

The GHANAP A program will be implemented by most of the MOH units. The technical 
analysis (Annex F) details the specific responsibilities of each unit. The Minister, and the 
Director of the Policy, Planning, Monitoring and Evaluation (PPME) Unit and the director of 
the External Aid Coordination Unit of the Ministry of Health will all be named signatories of 
the bilateral agreement. ' ' 

The MOH is participating in the government's decentralization program. It is expected that 
the regional and district level units of the MOH will play an increasing role in the 
implemen~tion of GHANAP A. The MCHlFP and NACP Units will monitor and report the 
effects of decentralization on the implementation of their respective project components. The 
Population Impact ,Program of the University of Ghana -Legon wil~ provide information to 
MOH policy makers at the regional and district levels to help make them aware of the 
importance of family planning and AIDS activities. 

3. Ministry of Finance and Economic Planning:, The International Economic 
Relations Division (IERD) of the MFEP will be responsible for coordinating GHANAP A 
financial activity within the ministry. The Minister, Deputy Minister and Director of IERD 
will be named signatories for implementing the NP A program:. 
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B. Implementation of the Non-Project Assistance Cash Grant 

1. Authorization nnd Obligation~ 

For the GHANAPA cash grant, USAID and the GOG will obligate Development Fund for 
Africa funds in five tranches, 1994-1998. The first tranche of $2 million will be obligated 
upon signature of the grant agreement in late FY 1994. Disbursement of these funds will 
occur in April 1995 as a result of satisfactorily meeting conditions precedent to first 
disbursement. The second through fifth obligations will require annual amendments to the 
Program Agreement, as well as amendments to the P AAD authorization. These obligations 
a.re planned at $3 million in FY 95, $3 million in FY 96, $3 million in FY 97, and $3 million 
in. FY 98. These funds will be released when the GOG meets the conditions ·precedent, 
probably in Aptil of the following year, eg, FY 95 funds will be released in April of 1996 
which will provide time for the government to prepare the previous year's expenditur~~ review. 
The annual increments may increase or decrease subject to the availability of funds. 

The USAID/Ghana Mission Director will authorize the P AAD, subsequent authorization 
amendments, and all tranche disbursements in accordance with existing USAID delegations of 
authodty. Transfer of the amounts obligated will be contingent upon satisfaction of 
conditions precedent (CPs) discussed in Section D below. Once it has been determined, 

. through tranche review procedures established for the GHANAP A program, that the GOG has 
provided sufficient evidence of having satisfied all CPs for a given tranche, USAID will· 
notify the Minister of Finance and Economic Planning and the Minister of Health in writing 
by means of Program Implementation Letters (PIL) and commence tranche. disbursement 
procedures. Upon issuance of the PIL, USAID will deposit disbursements into a separate 
interest-bearing dollar bank account in a U.S. bank, designated by the GOG. The Bank of 
Ghana will submit bank records and regular reports to USAID indicating that funds have been 
received and the amount of interest earned. 

1.USAID Reiponsibilities· 

In conformance with USAID delegation of authority, the USAID/Ghana Mission Director will 
be responsible for determining whether the GOG has satisfied the .conditions precedent for 
disbursement of each tranche. The USAID/Ghana Mission Director will be assisted by the 
Mission's Health PopUlation and Nutrition Officer in maintaining continuous policy dialogue 
with appropriate GOG organizations, and implementing the program according to the 
Agreement. USAID will contract with a local accounting firm for annual financial assessment 
of the MFEP disbursements to the MOH and NPC budgets. 

The implementation status of the program will be assessed semi-annually, annually and during 
two external evaluations of the overall GHANAP A Program. A detailed monitoring and 
evaluation plan is included in Section VII and detailed disbursement arrangements will be 
provided in an early Project Implementation Letter. 
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3. GOG Responsibilities: 

The GOG is ,responsible for fulfilling conditions precedent to disbursement for each of the 
five tranches, and for implementing the GHANAP A Program. A Population and AIDS 
Coordinating Committee, chaired by the National Population Council and consisting of 
representatives of the MFEP, MOH, NPC, GSMF, GRMA, PPAG, AVSC, University of 
Ghana, Legon and CHAG will monitor the GOG's advancement toward meeting the CPs and 
will assist the MFEP in preparing documentation for providing evidence to USAID. The 
Chief of the USAID HPN Office will serve on the PACC. 

Following is a list of GOG implementing agencies and their responsibilities for executing the 
non-project assistance component of GHANAP A. 

• The Ministry of Finance and Economic Planning (MFEP) will be responsible for 
meeting the conditions precedent to disbursement for each tranche and specifically for 
the CP related to GOG budget allocations to MOH and NPC (see Conditionality in 
next section), notifying USAID of the status of each tranche, serving as a permanent 
member of the P ACC and for ensuring that funds are available to carry-out Program 
activities. 

• Ministry of Health (MOH) will be responsible for implementing their CPs (see 
Conditionality in next section). Each implementing unit will be represented on the 
P ACC to ensure that programs in family planning and AIDS control are carried out at 

,all levels including national, regional and district. ' 

• The National Population Council (NPC) will assume responsibility for chairing the 
PACe meetings to monitor program implementation and achievement of program 
benchmarks, as well as coordinating public and private sector family planning 
activities and managing the sub grant to PIP. 

C. Implementation of Project Assistance 

The major distinguishing characteristic of this project is that there is a year overlap with the 
current FPHP, which adds 'another layer of responsibility for all implementing entities. 

1. USAID/Ghana Mission 

The USAID/Ghana Health, Population and Nutrition Office (HPN Office) will participate in 
the PACC as a voting member and will be responsible for implementation of the project 
component including: 

• Informing all parties of the GHANAP A program through project startup workshops; 
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• Establishing and managing grants to OSMF, ORMA, PPAG, and other Ghanaian 
NGOs as required; 

• Arranging all participant training and travel outside of Ghana as approved in the 
Training Plan; 

• Providing all contraceptives to the MOH or GSMF warehouse "door to door" as 
programmed; 

• Establishing and monitoring all endowments. 

• Coordinating all technical assistance, both short and long-term as funded by the 
GHANAPA Project or by USAlDlWashington; 

• Monitoring and Evaluation functions. 

2. Government of Ghana Implementing Agencies 

The Government of Ghana (GOG) implementing agencies for the project component are the 
Ministry of Finance and Economic Planning (MFEP) Ministry of Health, and The National 
Population Council. 

The Supply Division MOH will receive, store and distribute all USAID-donated 
. contraceptives provided to the MOH. The supply division will distribute contraceptives to 
public health regional and district facilities. 

The University of Science and Technology (UST) Teaching Hospital, an MOH facility, will 
be responsible for collaborating with A VSC to train doctor-nurse teams in sterilization 
procedures and quality control· of training -related facilities and maintenance of equipment. 
The MCHlFP Division of MOH will coordinate with A VSC in selection of doctors and nurses 
to receive training. -

TIle Health Education Division will be responsible for planning and implementing 
information, education and communication (lEC) campaigns and related activities to promote 
family planning and the use of contraceptives. 

The National Population Council will be responsible for implementing the population policy 
at central, regional and district levels. 

3. Cooperating Agencies 

The services of A VSC will be obtained through a cooperating agency agreement for a five 
year period to begin in September 1994. The A VSC will assist the MOH to develop facilities 
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and training capacity for the provision of long term methods including surgical contraception, 
IUD insertion and NORPLANT®. 

4. Priyate Sector Organizations 

The Ghana Registered Midwives Association will receive a grant to expand and strengthen the 
network of private midwives who are providing short and long term methods through their 
private clinics. They will also establish a community based distribution system by training 
maternity assistants for community motivation and distribution activities. 

The Planned Parenthood Association of Ghana (PPAG) will receive a grant to expand the 
e~isting network of community ... based distributors, to strengthen and expand the adolescent 
services program and to initiate a program of outreach to offer family planning services for 
men at clubs and work place locations. 

The Ghana Social Marketing Foundation will receive a grant to continue advertising, 
marketing and distribution of contraceptives to the private sector through 12,000 retail agents 
and through selected NGOs with special access to communities. 

5. Centrally-Funded Proiects 

All centrally funded projects will be funded from core USAIDlWashington Global Bureau 
Office of Population funds. The following projects, (or their follow-on projects) will provide 
technical assistance to the Program as required: 

(i) Association for Voluntary Surgical Contraception (AVSC): Some support from 
the Office of Population's cooperative agreement with AVSC will be available to supplement 
the mission cooperative agreement with A VSC to expand the capacity of the service delivery 
system to deliver long-term methods. Central resources will support New York and regional 
office salaries and travel, consultants required, and part of the subproject costs. 

(ii) Contraceptive Social Marketing III: SOMARC:CSM III assistance will 
provide support to GSMF and act as the institutional partner for GSMF. This includes 
assistance in marketing and contraceptive logistics; management training, strategic planning, 
and fmancial management. This assistance will begin as the FPHP project phases down. 

(iii) POLICY/OPTIONS: Policy is a new policy project currently being developed 
that will incorporate OPTIONS, RAPID and other activities. OPTIONS and/or the new 
Policy project will provide support to the NPC and act as an institutional partner for the NPC. 
Support will also be provided for instituting a rational pricing structure for contraceptives; 
expansion of the essential drugs list; technical assistance to PIP; and conducting secondary 
analyses of the 1998 DHS, particularly exploring reproductive health variables and linking the 
data analysis to operations research. ' 

- 92 -



(iv) Information. Education and Communications OEC>lJohns Hopkins 
UniyersitylPQPulatjon Communications Services (JHUtpCS): The Office of Population's IEC 
program will provide support to the HEU, and act as an institutional partner for the HEU and 
provide specific IEC assistance to PPAO, ORMA and NPC. USAID will also explore with 
JHU the possibility of holding the JHU communications coul'se in Ohana in conjunction with 
the University. ' 

(v) Family Planning Logistics Management (FPLM): FPLM will provide targeted 
technical assistance to the MOH to ensure that the public sector logistics system is functioning 
properly through periodic assessments and technical assistance visits and logistics 
management training for MCHlFP personnel. In addition FPLM will provide some technical 
assistance in logistics management to PPAO. 

(vi) Operations Research (Om A): The om A project will support the Navrongo 
research station, and conduct variety of studies and analyses. OM A will also provide 
technical assistance to PPAO in strengthening their OR capacity. 

(vii) lHPIEGO: In conjunction with A VSC, JHPIEOO will provide assistance 
supplemental to AVSC's cooperative agreement with USAID for long-term method training 

, and other training assistance. 

(viii) INTRAHlFHI: INTRAH and FHI will continue their support for updating and 
disseminating clinical guidelines and providing contraceptive technology updates for MCHlFP, 
other MOH, ORMA, PPAO, NPC and others. 

(ix) PRIME: The follow-on, to the PAC Il project will continue INTRAH activities 
in clinical guidelines, and contraceptive technology updates, and provide technical assistance 
in STDs for training for GRMA, and MOH. . 

(x) Demographic and Health Surveys (DHS): conduct and analyze 1998 DHS, 
including secondary analysis of DHS data. 

(xi) CEDPA: Provide support to NOOs. 

(xii) 'EVALUATION: The Evaluation project will provide support for using 
appropriate indicators and developing appropriate evaluation systems. 

6. OYB Transfers 

Operating Year Budget (OYB) transfers will be made yearly from funds authorized to the 
USAlD/Ohana Mission to the Central Contraceptive Procurement Project (CPSD) (936-3057). 
These funds will be used by the CPSD to supply family planning commodities for the MOH 
and the OSMF from their worldwide contraceptive procurement contracts. Contraceptive, 
procurement tables will be developed by the MOH MCHlFP division and the OSMF and 
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presented to the USAID Mission on a yearly basis. The Mission approves the procurement 
and forwards the requests to the CPSD which will supply the commodities through their 
contractors and freight forwarders directly to the MOH or GSMF warehouse, including 
shipping, insurance, and customs clearance. 

A total of eleven million dollars ($10 for family planning and $1 for AlDS/STD prevention) 
is programmed for contraceptive procurement as follows: 

1995 
$2,000,000 

1996 
$3,000,000 

1997 
$3,000,000 

1998 
$2,000,000 

1999 
$1,000,000 

The contraceptives available under the CPSD include: condoms, with and without printed 
packaging; oral contraceptives; vaginal foaming tablets; NDRPLANT®; the Copper T-380-
IUD; and Depo Provera. Estimates of the annual requirements are estimated by the 
TARGET Model in Annex F and will b,e adjusted annually based on contraceptive 
procurement tables (CPTs) developed jointly by implementing agencies and USAID, with 
technical assistance from a centrally funded cooperating agency. . 

7. Endowment: 

As a means to promote sustainability, the GHANAPA Program will include endowments for 
two beneficiaries - the Ghana Social M~keting Foundation, and an endowed academic chair 
for the Center for Population and Development to be located at the University of Ghana -
Legon. The use of USAID funds for endowments was authorized for the first time in FY 
1990 legislation and expanded in 1993 and 1994. According to recent draft 
USAIDlWash,ington guidelines, all endowments will have to be for non-governmental 
organizations, be approved by the Africa Bureau and the fUnds must be invested in the 
United States. 

A grant to cover the endowments will be made directly to a U.S,.-based NGO with experience 
in 'both African development projects and managing endowments, such as the African 
American Institute, Trans Africa, or Africare. The grant will be competed to find the 
institution which can provide the best services for the beneficiaries. The NGD will act as 
trustee to invest the funds and manage subagreements with the GSMF and the board of 
directors of the Center for Population and Development. They will also provide technical 
assistance in institutional development, fund raising and the management of endowments to 
the beneficiaries. This, grant will be obligated outside the bilateral agreement so that it may 
be approved separately by USAID's Africa Bureau without holding up the bilateral agreement. 
The grant will contain all the details of the purposes, management and conditions of both 
endowments. 
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a. ~Social Marketing Foundatj20 

In addition to the direct grant to GSMF which will be provided to cover operating expenses 
during the life of OHANAP A, as described in Section III, an endowment. will be established 
to provide for recurrent costs beginning in the year 2000. Through this endowment, 
GHANAPA's assistance to the private sector's family planning and AIDS programs will 
continue long after the Project Assistance Completion Date. 

USAID will enter into a grant agreement with the U.S. based NGO trustee which will specify 
the terms of the endowment. The trustee will concurrently enter into an agreement with the 
GSMF which specifies the technical assistance to be provided and conditions under which the 
GSMF will receive the funds. Both agreements will be subject to approval of USAID/Ghana 
and the AfrIca Bureau. 

The endowment will be invested in the U.S. with interest reinvested until the year 2000. At 
that time, the interest from the accumulated endowment fund will be made available to the 
GSMF on a yearly basis to supplement profits from the sales of donated commodities to cover 
the recurrent costs of promotion, training and administration, and eventually, to be used to 
purchase additional contraceptives. In order to receive funds from the endowment, the GSMF 
. will have to meet a set of minimum criteria as contained in the grant agreement designed to 
assure USAID and the trustee that the GSMF is functioning properly. 

USAID will maintain oversight function of the endowment during the life of the GHANAP A 
Program. In the year 2000 the trustee will begin the transfer of the endowment fund to the 
GSMF. Such a transfer would be in stages, upon GSMF meeting a second set of criteria to 
be specified in the grant agreement, f~r example its fund raising success, its influence on 
policy, and its leadership in the health field. If the GSMF is unable' to meet the criteria, the 
funds may be provided for another Ghanaian NGO working in the population field. 

b. Endowed Chair for the Center for PopUlation and Development. University of 
Ghana - Legon 

The University of Ghana - Legon has a rich history of supporting academic programs and 
research in Population. The UNFP A funded Regional Institute for Population Studies (RIPS) 
is a center for academic and research activities for all of West Africa. The Population Impact 
Project (PIP), located in the Department of Geography and Resource Development, has been 
supported by USAID through the RAPID Project of the Futures Group. PIP is very 
influential in promoting the importance of population to high level Ghanaian policy makers. 
The Departments of Sociology and Community Medicine also have population and family 
planning oriented programs. Additionally, the University is developing a School of Public 
Health, which will include courses in popUlation and family planning. 

II 

The goal of the Center for Population and Development is to enhance and consolidate the • 
conduct and dissemination of pioneering rese:arch in population, resources, environment and 
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development in Ghana. The center will also serve as a source of up-to-date information and a 
resource center for students, researchers and professionals in the field. 

The University of Ghana - Legon strategic development plan promotes the use of endowed 
chairs and programs for specinl professorial appointments in departments, faculties, or 
disciplines to attract experienced, world-class academics willing to teach, especially at post 
graduate levels, and to lead sustained research. 

The Center for Population and Development will be an autonomous center, with its own board 
of directors, affiliated with the University. The University will reorganize its population 
activities around the Center and provide office space, secretarial services and other support as 
its contribution. A Western Consortium Population Fellow will be requested to be financed 
with USAID/Washington core funds for the first two years to collaborate with the trustee to 
help establish the Center and prepare it for independent functioning under its Board of 
Directors. The independence of the Center's administration will provide a buffer from the 
vacillations of government university funding and should ,attract support from other donors for 
the endowment. The Center will attract professors and students from across the University to 
teach and conduct research in population and development issues. As an independent 
organization, the Center can accept outside contracts to support its research activities. 

The Chair will be endowed by a $500,000 grant to be held in trust by a U.S.-based NGO. 
The trustee will manage the investment of the endowment, provide technical assistance for the . 
institutional development of the board of directors of the center and eventual transfer of the 
endowment to the board. The endowment will be allowed to increase under the 
management of the NGO trustee for two years while the Western Consortium Fellow is 
assisting the development of the Center and its establishment as a private non-governmental 
organization. . The,interest will then. begin to be provided to the Center to: (1) fund a dollar 
denominated salary and benefits in order to attract and retain a high level professor; (2) 
provide research funds for population activities; and (3) provide support for the Center. 

Seven percent of the total endowment, at least $35,000, will be guaranteed to the University 
annually from this investment to ensure a minimum of funds for salary and other fixed costs. 
If the endowment produces interest greater than 7%, the additional amount would be divided 
with 50% going to increase the principal to build the endowment, ,and 50% going to the 
Center. If the interest rate fall below 7%, the trustee will have to use the principal to make 
up the difference. Other organizations will be challenged to contribute to the endowment. 

8. Dollar Tracking Exemption: 

The PIDIPAIP, approved by the ECPR in STATE 077357 dated March 24, 1994, stated that 
the Mission would request an exemption from the requirements of Section 536(b) of the 1994 
Appropriations Act related to planned uses and tracking of dollars for the cash grant portion 
of GHANAPA. Subsequently, the Mission included the exemption request in the 
Congressional Notification for GHANAP A (Annex N), which expired without objection on 
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August 23. 1994 (STATE 229290). The GOG has developed a foreign exchange allocation 
system that is open and non-directive and it would be intrusive and contrary The section on 
dollar tracking provides a more dctaiJed description of the GOG's transparent and open 
interbank system. 

D. Illustrative Financial Plan 

The OHANAPA Program consists of $14 million in NPA, and a $31 million Project, which is 
divided into 8 $6 million bilateral grant agreement, a $11 million Opel'ating Year Budget 
(OYB) transfer to the Central Contraceptive Procurement Project and $14 mi.llion in grants to 
NO Os, including local NGOS, a cooperative agreement with AVSC and a grant to a U.S. 
NOO to establish and manage the, endowments. The GOO will provide at least $6.666 
million in local currency and in kind as counterpart flmds, and the equivalent of $1.4 million 
(10% of NPA) to the USAID trust flrod. The NOOs will provide at least $4.666 million in 
additional cash or in kind for managing the endowment as cowlterpart to thoir grants. Some 
of this cO!.mterp,lrt will be realized from the return to project funds from the sales of 
contraceptives and services. The Population Office of the USAIDlWashington Global Bureau 
has agreed to provide approximately $13 million worth of teclmical assistanc~ from centrally­
funded cooperative agreements to be used for the GHANAPA Program. The total Program 
budget will therefor exceed $69 million. 
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TABLE 12: Summary Cost Estimate and Financial Plan (US $ 000) 

(JOG 

lJSAID/Ohana USAIDIW Conttlbullon OUIER· NOOs TOTAL 
Project O&:lputa fX LC 

FX LC 

Non-Project Aulle.nce 

I. Family Plannlna 11.000 11,000 

2. HlV/AIDSISTDI 3.000 3,000 

TOIlI NPA 14.000 14,000 

Flmlly PllnnlnK Componene 

I. Improved Policy 150 4,750 1,000 5,900 

2. Increucd Demand 400 1,500 1,200 291 3,391 

3. More Services 19,705 5,350 3,500 3,000 31,555 

4. Susilinablllty 5,500 1,375 6,875 

Family Planning TolII 25,755 11,600 . 5,700 1,375 3,291 47,721 . 

AIDSISTD Componene 

I. Improved PolI~y 140 500 66 706 

2. Behavior Change 1,150 400 400 1,950 

3. STD DiagnosislTrealment 120 300 420 

4. Better Surveillance 856 500 200 1,556 

A1DS/Sm Total 1,266 1,400 866 4,632 

Monitoring/EvaJu8tion 1,200 1,200 

AudilS 150 150 

Program Support 1,629 1,629 

GHANAPA PROGRAM TOTAL • 45,000 13,000 6,666 1,375 3,291 69,331 
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Tables 13 and 14 divide the Project by outputs and inputs. The Family Planning and 
AIDS/STD control compo'lents are treated separately. These estimates are approximate as 
OHANAPA is an integrated family planning program and many of the inputs will assist both 
the Family Plwming and AIDS outputs. 

TABLE 13: Costing or Project Outputs/Inputs - Family Planning Component 

(US$OOO or equivalent) 
Project Inputs Project Outputs TOTAL 

Policy Demand Services Sustain. 

Family Planning Component 

A. Technical Assistance 

B. Training 150 150 700 1,000 

C. Grants to NGOs 8,500 5,500 14,000 

D. Commodities 

1. Contraceptives 10,000 10,000 

2. EquipmentIMaterials 100 155 500 755 

Sub-total Family Planning 250 305 19,700 5,500 25,755 
Inputs 

E. Monitoring, Evaluations 300 300 300 300 1,200 
and Studies. 

F. Audits 38 38 38 36 150 

G. Program Support 407 407 408 407 1,629 

Family Planning 995 1,050 20,446 6,243 28,734 
Component GHANAPA 
Project Total 

USAIDIW centrally-funded 4,750 1,500 5,350 11,600 
technical assistance/studies 
DHSIKAP/CS 

GRAND TOTAL 5,745 2,550 25,796 6,243 40,334 
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TABLE 14: COlting of Project Outputs/Inputs - AIDS/STD Prevention and Control 
Comp(j~ent 

Project Inputs Project Outputs TO'fAL 

Policy Behavior SID Rx Surveil I· 
Change Treatment anoe 

A1DSISTD Control 
Component 

A. Technical Assistance 150 150 

B. Training 100 130 120 230 580 

C. Commodities 

1. Condoms 1,000 1,000 

2. Laboratory 20 441 461 
Supplies/equipment 

D.Special Studies 40 35 75 

AIDS/STD Component 140 1,150 120 856 2,266 , 
GHANAPA Project Total 

USAIDIW centrally-funded '500 400 500 1,400 
projects 

GRAND TOTAL 640 1,550 t20 1,356 3,666 
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Table 15 projects expenditure by fiscal year. The Host Country and other categories are again 
estimates, actual Host Country expenditures are estimated to be much higher. 

TABLE 15: Projection of Expenditure by Fiscal Year 

AID (US $ 000) Host NOO Counterpart Total 
Fiscal Year Country Funds 

NPA PRO. Central 

1994 2,000 1,316 1,800 I, III 6,227 

1995 3,000 8,010 2,200 1,111 933 15,254 

1996 3,000 '7,635 2,200 1,111 933 14,879 

1997 3,000 5,858 2,600 1,111 933 13,502 

1998 3,000 5,252 2,200 1,111 933 12,496 

1999 0 2,929 2,000 1,111 934 .6,974 

Total 14,000 31,000 . 13,000 6,666 4,666 69,332 

E. Other Donor Support Activities 

Ghana's donors collaborate closely in'the health and family planning sector. Donors in the 
sector meet once a month to discuss program implementation, health sector issues, technical 
resoUrces and planning, both short-term and medium-term. As a result of this close 
coordination, donors hav~ been able to shape their projects to compliment other activities and 
avoid duplication. 'USAID is considered by the other donors and the GOG to' be the lead 
donor in family planning and AIDS, with a comparative advantage due to its level of 
resources and wealth of experience and its successes, esp~cially in the private sector. 

'Major multilateral donors' in the health sector are the World Bank, Africa Development Bank 
(ADB), European Economic Community (EEG), UNICEF, UNDP, UNFPA, and the World 
Health Organization (WHO). Major bilaterals, in addition to USAlD, include the British 
(aDA), Danish (DANIDA), German (GTZ), Japanese (nCA), the Dutch governments and the . 
Saudi Fund for Development. aDA is supporting the health sector with about US $18 

. million over 3 years and DANIDA with US $ 22 million over 5 years'. Other external Non­
Governmental organizations that support the health sector are Save the Children Fund (UK) 
and World Vision International. ' 

There is a considerable amount involved in donor assistance to the health sector. Analysis of 
known donor commitments over five years (1991-1996) revealed an amount of over 100 
Million U.S. dollars to the health sector giving an average yearly support of 20 million U.S .. 
dollars. 
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Donor support provided to the Ministry of Health in 1994 (including technical assistance and 
project administration cost) is however estimated to exceed $54 million. In addition to donor 
support, the MOH has budgeted the cedi equivalent of $55 million for recurrent expenditures 
and the cedi equivalent of $8 million for capital expenditures. Thus, the 1994 MOH budget 
totals $11 5 million. In previous years, OOG actual expenditures have covered approximately 
30 percent of their proposed recurrent budget. .. 

Analysis of the 1994 budget shows that many donors are concentrating on strengthening 
systems and structures which impact on the MOH primary health care (PHC) systems. This 
involves strengthening general manageihent, drugs and logistics management, transport 
systems, manpower management and the establishment of Health Management Infonnation 
Systems (HMIS). The ADB will finance hospital rehabilitation and the provision of 
equipment; EEG supports the recurrent budget with emphasis on budget lines that affect PHC 
and rural health services; the World Bank project supports district PHC, drug infrastructure 
and management and MOH reorganization; ODA will provide medical equipment, support 
subdistrict health development and financial and manpower management. The Japanese 
Government is assisting the Noguchi Memorial Institute to conduct basic:research in HIV 
viruses. Under the Common Agenda for Cooperation in Global Perspective the Japanese are 
expected to provide additional. support to NGOS, in coordination with GHANAP A. 

Several donors support" specific regions - DANIDA in the Upper West; SCF (UK) in the 
Eastern region, GTZ in the Northern region and World Vision International in the WeStern 
region. there are some donors who support specific programs or areas. JICA regularly 
supports biomedical research in the Noguchi Memorial Institute and provides equipment for 
EPI. DANIDA supports a national TB control program. 

In the area of family planning, there are 3 major donors - USAID, UNFPA and the World 
Bank. To date a substantial part of the resources for AIDS and srD control continue to be 
provided by USAID. However other donors including GTZ, EEG, WHO and the Dutch 
Government do contribute to this activity. 

Donor Coordination: 

Coordination ~f GHANAP A with other donors involved in family planning and AIDS/STD 
control has, arid will, continue to strengthen policy dialogue, ensure complimentary 
programming, and stretch the impact of resources. The donors meet monthly to discuss 
program implementation, health sector issues and technical resources and planning. USAID 
has played an active role in the meetings and will continue to do so. The table below 
summarizes the current donor support in the health sector. 
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Table 16 CURRENT nONOR SUPPORT TO THE HEALTH SECTOR IN GHANA I 

AGENCVIPROJECT DESCRlYI10N COST (U.S. $) 

UNICEF: 1991·95 Plan of Action Support in safe motherhood, nutrition, PHC and water & 9.6 Million 
sanitation with a focus on regions and districts. 

UNFPA: OHA\89 POI: 1991·95 Mgt. strengthening in MCH, supply of contraceptives, 3.4 Million 
Strategy MCH/FP services equipment & vehicles, constructil)n o~ comm. clinics, 

overseas and local training. 
" 

World Bank: Cr 2193: 1991·95 Supply of contraceptives, vaccines elnd drugs construction of 27 Million 
40 DMO bungalows equip 33 DHMT offices, rehabilitation 
of all medical stores & PHC management support including 
equipment for district hospitals in Northern Sector. 

ADB II 1993· 1995 Rehabilitate and equip 3 district hospitals (Kibi, Yendi & 13.6 Million 
Kela). 

Major rehabilitation and equipping of Korle·Bu KA TH and 
ADB I 1991 - 1995 ,Etia Nkwanta hospitals. ' 16 Million 

USAID: 1991-96: Family Planning Contraceptive & ORS supply, TBA program and AIDS 3S Million 
and Health Program control with the neCessary training and support for 

activities. 

JICA: annually Cold chain equipment and vehicles 300,000 

SCF: 1991 • 1995: Program of Transport policy and management at national level. 240,000 
Assistance 

Support to Eastern region MOH in management strategy, 
HMIS, AIDS control etc. 300,000 

WVI: 1992 • 1994 PHC support to Western region involving vehicles, EPI 154,000 
equipment and training. 

SAUDI FUND FOR 100 rural Health Centers. 20.35 Million 
DEVELOPMENT: 
1993 • 1998 

GTZ: 1994· 1998 Laboratory support for AiDS 1.1 Million 

. 
PHC support Northern Region 

DANIDA: 1994 • 1998 Support to Training Institutions 8 Million 

National TB Control 4.7 Million 

PHC support UWR 9.7 Million 

ODA: 1993 • 1996 Support in equipment & maintenance, fmancial subdistrict 18.2 Million 
development, Policy Development and Human Resource 
Development 

- 103 -



AGENCYIPROJECT DESCRIFI'ION COST (U.S. $) 

NETHERLANDS GOVERNMENT: AIDS reagents, laboratory equipment, dental consumables & 2.4 Million 
1993 equipment, blood transfusion supplies 

Other than USAlD, major donors providing specific family planning assistance to Ghana are 
the UNFPA and the World Bank. The ODA in 1993 provided $1,600,000 through the 
UNFPA for family planning commodities for the Ministry of Health. The Dutch Government 
also in 1993 provided $ 154,000 worth of Neo-Sampoon through the UNFPA to the Ministry 
of Health, DANIDA, The GTZ and SCF are providing family planning assistance as part of 
th~ir Primary Health Care program in the Upper West, Northern and Eastern 'Regions 
respectively. 

1. The United· Nations Fund for Population Activities (UNFPA) 

The UNFPA's U.S.$ 3.4 Million project cover:-

- Management strengthening support for the MCHlFP activities in the Ministry of Health 
Supply of contraceptives, equipment and vehicles 
Construction of community clinics 

- Overseas and local training program for the Ministry of Health. 

2. The World Bank 

The World Bank's population and family planning assistance of $2,040,000 supports the 
PP AG in the supply of commodities and in expansion of both clinic and community-based 
distribution programs. 

The goals of major donors in family planning, the UNFPA and the World Bank are closely 
aligned with that of the USAID. Donors activities are relatively well coordinated and are 
mutually supportive. This process is expected to continue as the Ministry of Health further 
develops its ability to effectively coordinate all donor agencies. 
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VIII. CONDITIONS AND NEGOTIATING STATUS 

A. Negotiation Strategy 

USAID/Ohana has negotiated the conditionality requirements of the OHANAPA Program cash 
grant in order to remove certain constraints to the successful completion of the OHANAP A 
objectives and to build toward program sustainability. Under the cash grant there are five sets 
of conditionality responding to five yearly releases, or tranohes, of US DolhU's. These 
conditionalities address establishment of the Population and AIDS Coordinating Committee; 
achievement of specific family planning program impact benchmarks and budgetary 
allocations and expenditures for the MOH; contraceptive pricing policy; MOH 
HIV / AIDSISTD monitoring, prevention and control activities; revision of the Essential Drugs 
List and National Formulary; budgeting and allocations for the National Population Council; 
and revision of contraceptive commodity forecasting and stocking practices. 

USAID's· allocation of $14 million in NPA will assist the OOG in defraying the increase in 
non-personnel recurrent costs associated with GHANAP A, and it will help to induce the GOG 
to undertake difficult policy reforms, such as shifting the mandate for provision of short-term 
family planning interventions form the public to the private sector, increasing the public 
'sector's capacity to provide long-term family planning methods and integrating family 
planning and AIDS prevention programs into the national budget while elevating their role in 
the national deve!opment agenda. 

At $14 million over 6 years, or approximately $2.3 million per year, the NPA represents the 
minimum increase in sectoral funding, exclusive of personnel remunerations, that will be 
required to meet the objectives of GHANAPA. For its part, the GOG will be expected to 
meet the increased personnel costs associated with GHANAP A implementa~ion, as well as any 
additional expenditures to meet program objectives as Ghana's economy and health sector 
programs expand. 

Ultimately, the impact of the policy program is a synergism of efforts for a long-term directed 
and concerted program for a steady increase of contraceptive prevalence and eventually, 
declines in fertility, the population growth rate, and the growth of the HIV I NOS epidemic. 

B. Conditionality Rationale 

The following is a description of the rationale for each Condition Precedent as negotiated with 
the Government of Ghana. The conditions precedent are presented in section C and are 
summarized in the Policy Matrix (Annex A). 
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1. Completion o(Conditlons Precedent (or the Family PlannlpK and Health 
Program 

The GHANAP A program builds upon the advances of the Family Planning and Health 
Program. At the time of signing the GHANAPA Grant Agreement, the Oovernment of Ghana 
has not completed the last of the conditions precedent for the' FPHP, which was the 
establishment of the National Population Council and its Secretariat. Since the NPC is to play 
a major role in OHANAP A, it is essential that it he established prior to the implemr.ntation of 
OHANAPA. 

1. Population and AIDS Coordinati!!lK Committee 

As discussed above, the OHANAPA program will be coordinated by P ACC. As a condition 
to receiving the first tranche of NPA, the government of Ghana will formally establish the 
PACC which will funded through the National Population Council and will be composed of 
representatives of the involved Ministry of Health units, MFEP,. National Development and 
Planning Commission (NOPC), GSMF, GRMA, PPAG, CHAO, AVSC, University of Ghana 
at Legon, and other organizations as required. (The NDPC has been included as it may be the 
umbrella organization of the NPC.) USAIO will also be represented as a member of the 
PACC. The PACC will consist of two committees, a policy committee, which will meet 
quarterly, and a technical committee, which will meet monthly. The PACC policy committee 
will have specific responsibilities concerning establishing budgetary levels for the NPC based 
on annual workplans. 

3. GOG mllocates adequate resources to. the MOB to meet agreed-upon annual 
family planning benchmarks as measured by couple years of protection: 

a. Family Planning Benchmarks: The GHANAPA family planning component's 
purpose is to increase the use of modem and effective family planning methods as measured 
by an increase from 10 percent to 20 percent in the modem contraceptive prevalence rate and 
a shift in long-term methods from 20 percent to 40 percent of overall method mix. Couple 
years of protection is see!) as an excellent indicator of progress' as it represents both demand 
and supply, and can be calculated quarterly from service delivery data. The Target Model 
contained in the Technical Analyses (Annex F) has been used to estimate the couple ·years of 
protection (CYP) from all sources, by method, required to achieve this purpose, as 
summarized below: 
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Table 19 - Total Program CYP In Thousands Required to Meet Objectives 

1994 1995 1996 1997 1998 1999 2000 

Condoms 172 191 208 222 233 241 244 

Oral. 118 138 158 179 201 222 244 

VFTs 24 28 33 38 43 49 54 

Injectables 52 71 94 120 lSI 186 227 

IUDs 30 38 47 56 67 79 90 

Norplant 3 4 5 7 9 11 14 

Female 32 39 47 55 64 73 82 
Sterllz. 

Total 431 509 592 677 768 861 955 
Cyp 

In order to move toward sustainability through greater private sector participation, the 
Ministry of Health's proportion of short-term contraceptives is expected to shift from 48% in 
1993 to 25% in the year 2000 and the proportion of long term methods from 85% to 75% by 
project's end. The actual level of short term CVPs provided by the MOH is expected to. 
decline, as the private sector increases its share, resulting in a major policy shift. The public 
share of program couple years of protection is given in Table 20 below. 

Table 20 Public Sector CYPin Thousands Required to Meet Objectives 

1994 ·1995 1996 1997 1998 1999 2000 

Condoms 77 79 80 78 74 68 61 

Orals 53 57 60 62 .' 63 63 61 

VFTs 11 12 13 13 14 14 14 

Injectables 45 60 77 97 119 143 170 

IUDs 25 31 37 43 50 S8 65 

Norplant 2 3 4 6 7 8 10 

VSC· F 26 30 35 40 46 49 54 

TOTAL 239 273 306 339 371 404 435 
Cyp 
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'The figures in Table 20 represent an apportioning of the total program effort based 
upon a projection model and assuml,tionB concerning the pace of the shirts to long-term 
methods and the private sector. The figures depict an order of magnitude rather than 
precise annual estimates. lIence, the conditionality benchmarks 8S shown below In Table 
21, are defined as 80% of the aggregate CVPs for both short and long-term methods for 
1994 and 1995; 85% for 1996; 90% for 1997; 95% for 1998; and 100% for 1999 and 
2000. The benchmarks which the Ministry of Health will be expected to achieve are as 
follows: 

Table 21 Public Sector CVP Benchmarks (In Thousands) Required to Meet 
Conditionality 

1994 1995 1996 1997 1998 

Short·tenn 113 118 130 137 143 

Long.tenn 78 99 130 167 210 

While the total number of CYP required is increasing, the level. of short-term method CYP 
provided by the MOH actually decreases by the end of the project in accordance with the 
policy objective to emphasize more effective methods of contraception and devolve 
responsibility for delivery of short-term methods to the private sector. 

The MCHlFP unit of the MOH will· present a copy of its annual work plan, training plan· and 
budget estimations to indicate to the PAce and USAID that appropriate actions are being 
taken to promote family planning demand generation and service delivery. The PACC will 
be required to analyze all service statistics on a quarterly basis to determine how well each 
service provider; ie. MOH, GSMF, PPAG, GRMA, is doing in the delivery of services. The 
MOH will analyze progress and factors affecting the meeting of CYPs in yearly report to. 
USAID. 

b. MOH Budget: In order to sustain and achieve the GHANAP A objectives, the 
Ministry of Health must receive sufficient government resources to carry out program 
activities. The GOG budget, including the MOH's, is divided into recurrent and capital 
costs. Recurrent costs are composed of: 

I tern 1 - Personnel 
Item 2 - Travel and Transport 
Item 3 - General Expenditure 
Item 4 - Maintenance and Repairs ~-. 

Item 5 - Other Recurrent Expenditures 
Item 6 - Subventions (to organizations like the pharmacy board) 
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Since personnel is basically a fixed cost, budget reductions often disproportionately affect 
Items 2-5 which are required for operations. OHANAPA is therefore focussing on Items 2-5. 

Analysis of the GOO recurrent budget over the years has shown the MOH maintaining a 
second position after the Ministry of Education. Percentage of total GOG recurrent resource 
allocated to the MOH has ranged from 7.0 percent in 1984, 10.9 percent in 1990 to a peak of 
13.1 percent in 1993 and a decline to 10.1 percent in 1994. Further analysis of the non­
personnel cost (items 2-5) of the MOH as a percentage of OOO's recurrent budget (from the 
1994 Broad Based Budget Summary) also shows a significant reduction in funds available for 
the MOH program activities as shown in Table 22. The percentage has dropped from 24% in 
1992 to 14% in 1994. The MOH has attributed the reduction to cuts in pharmaceutical 
procurement and feeding of patients programs. Allocation for drugs and feeding as a 
percentage of the MOH non-personnel recurrent budget has declined from 43.1% in 1992 to 
16.4% in 1994. Despite low levels of resource allocation, Family Planning and AIDS 
program activities have continued with moderate successes as a result of availability of 
substantial extra-budgetary funds from donor sourcer;. 

Table 22 - MOHIGOG Budget Showing Donor Assistance (in millions) 

MOHIGOG BUDGET 1992 ACTUAL 1993 ESTIMATE 1994 ESTIMATE 

MOH Personnel Item 1 ¢12,136 ¢26,365 ¢27,764 
Total GOG Personnel ¢105,571 ¢227,600 ¢274,554 
% of GOG 11.5% 11.0% lO.1% 

MOH Items 2-5 ¢13,372 ¢16,864 ¢16,357 
Total GOG Items 2-5 ¢55,524 ¢66,980 ¢114,443 
% of GOG 24.1% 25.2% 14.2% 

Total Donor $30.23 $44.89 $71.96 

The Ministry of Finance and Economic Planning must, therefore, ensure that the decline in 
the level of operating funds available to the Ministry of Health must not affect its ability to 
reach the eyp benchmarks. This will be especially important after 1995 when the current 
Family Planning and Health Project ends, and the "off budget" Non Project Assistance funds 
ares no longer available to fmance family planning and AIDS control activities. 

c. Budget Guidelines: Since decentralization of planning and budgeting is expected to 
take place over the next six years, the MOH policy and planning guidelines and the MFEP 
budget guidelines to regions and districts will play an important role in ensuring that funds 
are requested and expended for family planning activities. A copy of the pertinent guidelines 
prioritizing family planning activities will be made available to USAID and the PACe. 

d. Work and Traininl Plans: Although with decentralization, there will not be a 
separate line item for family planning in the MOH budget, the MCHlFP unit will be 

- 109 -

• 



responsible for developing national work plans for family planning, and coordinating family 
planning training activities with the Human Resources Development J)ivision, and other MOH 
units. These plans should be summarized and presented to USAID, so they can be analyzed 
by the PACC. 

e. Clinical Guidelines: A major constraint in the provision of family planning services 
is inappropriate clinical practices by some health care providers. The development and 
dissemination of clinical guidelines will help educate family planning providers to change 
some of the outdated attitudes. The guidelines will also be instrumental in developing pre­
service curricula for medical, nursing and midwifery schools. 

The MOH and National Population Council are,currently coordinating the preparation of 
guidelines with technical assistance from FHI and INTRAH provided under the Family 
Planning and Health Program. The guidelines will be ready' for approval before the release of 
the second tranche of NPA funds. 

4. Revised Contraceptives Pricing Policy: Disparity in commodity pricing for short­
term methods between the public and private sector disproportionately burdens the public 
system and adversely affects sustainability in both sectors. To encourage the GOG to revise 
its current contraceptive pricing policy, the National Population Council is conducting a study 
to determine the appropriate pricing structure of short-term contraceptive supplies. This 
analysis will form the basis for the establishment and implementation of a more rational 
public sector pricing policy by the MOH in collaboration with the NPC, GSMF, MFEP, 
PPAG and GRMA. 

5. MORts RIV/AIDS/STD Prevention and Control Program: 

a. Budtmt: The government agrees to fund the MOH's HIVIAIDS/STD prevention and 
control program activities as part of the MOH budget. As with the family planning, the 
National AIDS Control Program will be responsible for ensuring that budget guidelines to the 
national, regional and district levels prioritize HIV I AlDS{STD activities. The NACP will 
prepare a separate analysis of factors affecting the MOH's ability to meet its objectives. 

b. National Sero-surveillance System: As part of the public sector's HIV/AIDS/STD 
control program, the MOH has established a national sero-surveillance system which will test· 
15,000 blood samples a year for ~IV and syphilis. The GHANAPA project will provide test 

. kits and reagents for this testing, while the GOG will be responsible for funding its operation. 
The NACP will, therefore, be requested to provide annual l'eports of the results of the system 
along with analyses of the HIV epidemic's progress and identify problem areas. 

c. Annual HIV/AIDS/STD Work and Training Plans: The NACP will develop annual 
work and training plans to assist the coordination of HIV I AIDS/STD programs throughout the 
Ministry of Health, including assistance for NOOs. These will be presented to USAID for 
analysis in the P ACC. Since CHAG Mission hospitals and clinics have been shown to treat 
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the most cases of sros in Ghana, it is important that their health providers also have access 
to the ~st information. The MOll has therefore agreed to fund CHAO training programs for 
STO preveddon, counseling and treatment upon request from CHAO which will be included 
in the MOB's STO training plans and reports of activities presented to the PACe. 

6. Reyl.,,1 Ellent •• 1 DruW'l.I,t and Natlopa' FormulaQ': The current OOO's Essential 
Drug List and National Formulary, does not include subdermal contraceptive implants and the 
more effective STO drugs. The National Formulary which is provided to both the public and 
the private sector, gives guidelines on procedures and standardized management protocols for 
diseases and other health conditions at the various levels of the health pyramid. A revised 
EDLNF which will be made available to all health providers along with appropriate training 
would improve provider practices In family planning and effective management of STO' s. 

7. SI"natorl" Assilned and Bank Account Estalillllwl: The 000 will assign several 
officials from the Ministry of Health and Ministry of Finance an'~ Economic.Planning to be 
able to approve program implementation documents. An· interest bearing dollar account will 
be established in a U.S. bank to receive the NPA funds upon completion of the tranche 
conditionalities. 

8. National Population Council: 

The NPC is a parastatal organization which functions as the highest advisory body on 
Population to the Oovernment of Ohana. It is tasked with providing policy guidance and 
coordinating the implementation of population activities in all sectors of government, non­
governmental organizations and the private sector. The NPC is to playa pivotal role in 
OHANAPA in implementation of policy activities, as well as chairing and supporting the 
PACC. 

The NPC will develop snnual workplans for its activities, with indicators for specific 
objectives it intends to accomplish. Once PAce has approved these workplans, NP A 
conditionality will be based on the NPC providing evidence that the objectives have been met. 
Funding for NP A activities will be guaranteed by the MFEP, either through the national 
treasury or other sources. 

9. Improved Contraceptive Commodity Forecasting and Stocking Procedures: 
Inappropriate public sector commodity forecasting and stocking practices within the MOH has 
led to imbalances throughout the system. A 1993 Family Planning Logistics Management 
Study of the National Contraceptive supply system showed. that changes in the public sector 
inventory management could result in cost savings through reduction of the required pipeline. 
GHANAPA NPA will assist the MOH in the revision and implementation of public sector 
guidelines for forecasting contraceptive requirements at all levels of the system. These 
activities will ensure that the MOH logistics system can accommodate increased quantities of 
contraceptive commodities and alleviate stockouts and commodity expiration by reducing the 
pipeline from an average of 31 to 21 months. 
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c. Conditionality ARenda 

1. Copdltlons Precedent to Tranche Disbursement 

Tranche 1: (1995) Prior to the first disbursement under the Grant, in the amount of Two 
Million United States dollars (US$2,000,000), or to the issuance by USAID of documentation 
pursuant to which such disbursement will be made, the Grantee will, except as the Parties 
may agree otherwise in writing, furnish to USAID, in form 'and substance satisfactory to 
USAID: 

Condition Precedent No.1: The Grantee has met all conditions precedrnt to disbursement 
for each tranche of the Family Planning and Health Program non-project assistance. 

Evidence Required 

(1) USAID FPHP Program ~mplementation Letter confirming that all conditionality 
has been met. 

Condition Precedent No.2: The Grantee has established a Population and AIDS 
Coordinating Committee (PACC) with policy and technical functions, to be chaired by the 

. NPC and comprised of senior officials from the MFEP, MOH, NPC, Univc:rsity of Ghana at 
Legon, GSMF, GRMA, PPAG, AVSC, CHAO and USAID. 

Evidence Required· 

(I) GOG official letter to the NPC to establish the P ACC and authorize the NPC 
Secretariat to initiate coordinating meetings 

(2) PACC 1995 program of work. 

Condition Precedent No.3: The Grantee has allocated adequate resources to the MOH non­
personnel recurrent budget (items 2-5) to meet agreed-upon family planning benchmarks as 
measured by couple years of protection. 

Evidence Required 

(1) Assessment of 1994 quarterly service statistics indicating MOH progress in 
achieving family planning benchmarks for Couple Years of Protection (CYP) at 
113,000 for short-term methods and 78,000 for long-term methods, and an analysis 
of factors affecting achiev~:nent of family planning benchmarks. 

(2) Analysis of the GOG 1995 approved budget indicating GOG and MOH non­
personnel recurrent (items 2-5) levels. 
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(3) The 000 1995 General Budget Guidelines and MOB Policy & Plonning 
Guidelines. 

(4) Summary of the 1995 MOB family planning program of work including training 
plan. 

Condition Precedent No.4: The Grantee has completed a contraceptive pricing study with 
recommendations for graduated price increases and annual implementat.ion plans which results 
in commensurate increases in cost recovery. 

Eyidence Required 

(1) Contraceptive pricing study with recommendations and implementation plan. 

Condition Precedent No.5: The Grantee has allocated adequate resources, based on an 
annual program of work to be reviewed by the PACC, to conduct HIV I AIDS and sexually 
tran~mitted disease (STO) monitoring, prevention, and control activities. 

Evidence Required: 

(1) The GOG 1995 General Budget Guidelines and MOH Policy and Planning 
Guidelines and an analysis by MOH of the factors affecting the HIV I AIDSISTD 
prevention and control program. 

(2) Analysis of the results of 1994 national sero-surveillance system including status of 
HIV and syphilis, issues/problems, recommendations and implementation plan. 

(3) Analysis of the 1995 MOH HIV/AIDS/STD program of work and training plan, 
including SID trainin.& for CHAG institution personnel at a level approved by 
PACC. 

Condition Precedent No.6: The Grantee has adopted action plans with specific timetables 
to include subdermal contraceptive implants, and more effective drugs for the treatment of 
STDs on Essential Drugs List and the National Formulary (EDLNF) 

Evidence Required: 

(1) Plan of action to include subdermal contraceptive implants in the EDLNF. 

(2) Plan of action to modify the EDLNF to incorporate more effective SID drugs. 

Condition Precedent No.7: The PACC has approved the 1995 annual work plan for the 
National Population Council with agreed upon objectives, and has received a commitment 
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from the Ministry of Finance and Economic Planning for provision of adequate resources to 
carry out these objectives. 

Eyidence Required 

(1) The National Population Council (NPC) 1995 program of work including indicators 
for specific objectives, training plan and budget as approved by PACe. 

(2) The 1995 GOO budget establishing a separate line item for the NPC to cover 
capital, personnel and other recurrent expenditures of the NPC and its secretariat, 
including activities of the PACC, or evidence of other financial support. 

Condition Precedent No.8: The Orantee has furnished to USAID specimen siiDatures of 
the responsible officers for OHANAP A on behalf of the Ministry of Finance and Economic 
Planning (MFEP) and the Ministry of Health (MOH) and the names of the banks and numbers 
of the interest-bearing accounts to be used to transfer U.S. dollars during program 
implementation. 

Evidence Required 

(1) A letter indicating approved signatories on behalf of the 000 (MFEP and MOH) 
and their signatures. 

(2) A statement designating an· interest-bearing account in a U.S. bank for dollar 
transfers. 

Tranche 2 (1996) Pri " .. to second disbursement under the Grant, in the amount of Three 
Million United States dollars (US$3,000,OOO), or to the issuance by USAID of documentation 
pursuant to which such disbursement will be made, the Orantee will, except as the Parties 
may agree otherwise in writing, furnish to USAID, in form and substance satisfactory to 
USAID: 

Conditions Precedent No.1: The Gr~tee is allocating adequate resources to the MOH non­
personnel recurrent budget (items 2-5) to meet agreed-upon family planning benchmarks as 
measured by couple years of protection. 

Evidence Required 

(1) Analysis of 1995 quarterly service statistics indicating MOH progress toward 
achieving family planning benchmarks for Couple Years of Protection (CYP) at 
118,000 for short-term methods and 99,000 for long-term methods, and an analysis 
by the MOH of factors affecting achievement of family planning benchmarks. 
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(2) Analysis of the 000 1995 expenditure report indicating OOG and MOB expended 
non-personnel recurrent (items 2-5) levels. 

(3) Analysis of the OOG 1996 approved budget indicating 000 ond MOH non­
personnel recurrent (items 2-5) levels. 

(4) The GOG 1996 General Budget Guidelines and MOH Policy and Planning 
guidelines that family planning is a priority at the national, regional and district 
levels. 

(5) Approved family planning clinical guidelines, a report indicating that the guidelines 
have been disseminated to all family planning providers, and a report on training 
programs for presenting the guidelines. 

(6) Analysis of the 1996 MOH national family planning work and training plans. 

Condition Precedent No.2: The Grantee has completed the following actions: (a) revised 
its contraceptive pricing policy upon consideration of a contraceptive pricing study; ( b) 
adopted a schedule of graduated price increases for contraceptives which shall result in the 
recovery of increasing percentage of annual commodity costs by the year 2000 - based on the 
study and approved by P ACC; and, (c) disseminated the revised pricing policy to all public 
sector providers and implemented the first stage of price increases. 

Evidence Reguired 

'(1) Revised contraceptive pricing policy, MOH circular to all providers announcing 
new pricing policy, arid letter indicating that new pricing policy has been 
disseminated to all providers. 

(2) Annual adjusted contraceptive pri~e schedules. 

Condition Precedent No.3: The Grantee is allocating adequate resources, based on an 
annual program of work to be reviewed by the PACC, to conduct HIV / AIDS and sexually 
transmitted disease (STD) monitoring, prevention, and control activities. 

Evidence Reguired: 

(1) The GOG 1996 General Budget Guidelines and MOH Policy and Planning 
Guidelines indicating that HIV / AIDS/STD a priority at the national, regional and 
district levels and an analysis by MOH of the factors affecting the HIV / AIDS/STD 
prevention and control program. 

(2) Analysis of the results of 1995 national sero-surveillance system including status of 
HIV and syphilis, issues/problems; recommendations and implementation plan. 
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(3) Analysis of the 1995 MOH HIV/AIOS/STO program indicating progress and 
problem areas. ' 

(4) Analysis of the 1996 MOH HIV I AIOS/STD progrwn of work and training plan, 
including STO training for CHAG institution personnel at a level approved by 
PACC. 

Condition Precedent No.4: The Grantee has revised the Essential Drugs List and the ' 
National Formulary (EDLNF) to include subdermal contraceptive implants and more effective 
drugs for the treatment of STDs, and has distributed the revised EDLNF to all Ghanaian 
health care practitioners. 

Eyidence Required: 

(1) The Essential Drugs List and the National Formulary. 

(2) Report of the distribution of the Essential Drugs List and the National Formulary. 

(3) Approved clinical guidelines for the treatment of STDs including use of more 
effective drugs, a report indicating that the guidelines have been disseminated to all 
health facilities, and a report, on training programs presenting the guidelines. 

Condition Precedent No.5: The Grantee has improved its contraceptive forecasting and 
stocking procedures to reduce the commodity pipeline to an average of 21 months, to ensure 
that contraceptive commodities are used prior to their expiration date. 

Evidence Required 

(1) Approl'ed revised contraceptive forecasting and stoc~ng procedures. 

(2) 'Report indicating that revised forecasting and stocking procedures have been 
disseminated and are being utilized throughout the MOH. 

Condition Pl'ecedent No.6: The National Population Council (NPC) has achieved the 
objectives of the 1995 annual workplan. The P ACC has approved the 1996 annual work plan 

. for the NPC with agreed upon objectives, and has received a commitment from the Ministry 
of Finance and Economic Planning for provision of adequate resources to carry out these ....... 
objectives. ' . 

Evidence Required 

(1) Report of the 1995 National Population Council (NPC) activities indicating 
progress in meeting objectives specified in the program of work. 
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(2) The NPC 1996 program of work including specific objectives, training plan and 
budget as approved by PACe. 

(3) The 1996 000 budget establishing a stparate line item for the National Populaf.ion 
Council (NPC) to cover capital, personnel and other recurrent expe:nditures of the 
NPC and its secretariat, including activities of the PACe, or evidence of other 
financial support. 

Trancbe 3 (1997) Prior to third disbursement under the Orant, in the amount of Three 
Million United States dollars (US$3,000,000), or to the issuance by USAID of documentation 
pursuant to which such disbursement will be made, the Orantee will, except as the Parties 
may agree otherwise in writing, furnish to USAID, in fonn and substance satisfactory to 
USAID: 

Conditions Precedent No.1: The Grantee is allocating adequate resources to the MOH non­
personnel recurrent budget (items 2-5) to meet agreed-upon family plllMing benchmarks as 
measured by couple years of protection. 

Evidence Required 

(I) Assessment of 1996 quarterly service statistics indicating MOH progress toward 
achieving family planning benchmarks for' Couple Years of Protection (CVP) at 
130,000 for short-tenn methods and 130,000 for long-tenn methods, and .an 
analysis by the MOH of factors affecting achievement of family planning 
benchmarks. 

(2) Analysis of the GOG 1996 expenditure report indicating GOG and MOH expended 
non-personnel recurrent (items 2w 5) levels. 

(3) Analysis of the GOG, I~!pproved budget indicating GOG and MOH non-
personnel recurrent (items 2-5) levels. . 

(4) The GOG 1997 General Budget Guidelines and MOH Policy and Planning 
guidelines that Family planning is a priority at the national, regional and district 
levels. 

(5) Analysis of the 1997 MOH national family planning work and training plans. 

Condition Precedent No.2: The Grantee is implem~nting a schedule of graduated price 
increases for contraceptives which shall result in the recovery by public sector family planning 
service providers of annual commodity costs at a level exceeding that achieved under the 
second tranche, as approved by the PACC. 
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Eyidence Reguired . 

(1) Annual adjusted contraceptive price schedules. 

Condition Precedent No.3: The Orantee has allocated adequate resources, based on an 
annual program of work reviewed by PACC, to the MOH to conduct HIV I AIDS and sexually 
transmitted disease (STD) monitoring, prevention, and control activities. 

EYidence Reguired: 

(1) The 000 1997 General Budget Guidelines and MOH Policy and Planning 
Guidelines indicating that: HIV I AIDS/STD is a priority at the national, regional and 
district levels and an anL1.!ysis by MOH of the factors affecting the HIV/AIDS/STD 
prevention and control pr t;;gram. 

(2) Analysis of the resulro (.: ~ 996 ~\ational sero-surveillance system including status of 
HIV and syphilis, issuP~.;pmDie • .r's, recommendations and implementation plan. 

(3) Analysis of the 1996 r,~;'(\-~ ri'· '. :.·)DS/STD program indicating progress and 
problem areas. 

(4) Analysis of the 1997 MOh n:·.'/.:.l~)S/STD program of work and training plan, 
including STD training ~"'.~':' :.Ji [~~~ .m:rtitution personnel at a level approved by 
PACC. . 

Condition Precedent No.4 •. : The Gl,ljl,ee hl~ ,reviewed its contraceptive forecasting and 
stocking procedures to ensllre. tha\t the l'educ'o:ti pipeline has resulted in fewer commodity 
expirations. 

Evidence Required 

(1) Report indicating that revised forecasting and stocking procedures are reducing the 
commodity pipeline to an average of 21 months. 

(2) Report indicating results of training of MOH staff on the revised forecasting and 
stocking procedures. 

Condition Precedent .No. S: The National Population Council (NPC) has achieved the 
objectives of the 1996 annual workplan. The PACC has approved the 1997 annual work plan 
for the NPC with agreed upon objectives, and has received a commitment from the Ministry 
of Finance and Economic Planning for provision of adequate resources to carry out these 
objectives. 
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EYidence Required ' 

(1) Report of the 1996 National Population Council (NPC) activities indicating 
progress in meeting objectives specified in the program of work. 

(2) The NPC 1997 program of work including specific objectives, training plan and 
budget as approved by PACC. 

(3) The 1997 GOG budget establishing a separate line item for the National Population 
Council (NPC) to cover capital, personnel and other recurrent expenditures of the 
NPC and its secretariat, including activities of the PACC, or evidence of other ' 
financial support. 

Tranche 4 (1998) Prior to the fourth disbursement under the Grant, in the amount of Three 
Million United States dollars (USS3,OOO,000) or to the issuance by USAID of Parties may 
agree otherwise in writing, furnish to USAID, in fonn and substance satisfactory to USAlD: 

Conditions Precedent No~ 1: The Grantee has allocated adequate resources to the MOH non­
personnel recurrent budget (items 2-5) to meet agreed-upon annual family planning 
benchmarks as measured by couple years of protection. 

Evidence Required 

(I), Analysis of 1997 quarterly service statistics indicating MOH progress toward 
achieving family planning benchmarks for Couple Years of Protection (CYP) at 
137,000 for short-tenn methods and 167,000 for long-tenn methods; and an 
analysis by the MOH of the impact on family plimning benchmarks. 

. (2) Analysis of the GOG 1997 expenditure report indicating GOG and MOH expended 
non-personnel recurrent (items 2-5) levels. 

(3) Analysis of the GOG 1998 approved budget indicating GOG and MOH non­
personnel recurrent (items 2-5) levels. 

(4) The GOG 1988 General'Budget Guidelines and MOH policy and budget guidelines 
that family planning is a priority at the national, regional and district levels. 

(5) Analysis of the 1998 MOH national family planning work and training plans at all 
levels. 

Condition Precedent No.2: The Grantee is implementing a schedule of graduated price 
increases for contraceptives which shall result in the recovery by public sector family planning 
service providers of annual commodity costs at level exceeding that achieved under the third 
tranche, as approved by PACC. 
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Eyidence ReQuired 

( I) Annual adjusted contraceptive price schedules. 

~opdltion Pl'ecedent No.3: The Grantee has allocated adequate resources, based on an 
annual program of work reviewed by PACC, to the MOH to conduct HIV/AIDS and sexually 

-:. trQ,DSmitted disease (STD) monitoring, prevention, and control activities. 

Eyidence ReQuirml: 

(1) The GOG 1998 General Budget Guidelines and MOH Policy and Planning 
Guidelines indicating that HIV / AIDS/STDS is a priority at the national, regional 
and district levels and an analysis by MOH of the factors affecting the 
HIV / AlDS/STD prevention and control program .. 

(2) Analysis of the results of 1997 national sero-surveillance system including status of 
HIV and syphilis, issues/problems, recommendations and implementation plan. 

(3) Analysis of the 1997 MOH HIV / AIDS/STD program indicating progress and 
problem areas. 

(4) Analysi$ of the 1998 MOH HIV/AIDS/STD program of work and training plan, 
including sro training for CHAG institution personnel at a level approved by 
PACC. 

Condition Precedent No.4: The National Population Council (NPC) has achieved the 
objectives of the 1997 annual workplan. 'The PACC has approved the 1998 annual work plan 
for the NPC with agreed' upon objectives, and has received a commitment from the Ministry 
of Finance and Economic Planning for provision of adequate resources to carry out these 
objectives. 

Evidence Required 

(1) Report of the 1997 National Population Council (NPC) activities indicating 
progress in meeting objectives specified in the program of work. 

(2) The NPC 1998 program of work including specific objectives, training plan and 
budget as approved by PACC. 

(3) The 1998 GOG 'budget establishing a separate line item for the National Population 
Council (NPC) to cover capital, personnel and other recurrent expenditures of the 
NPC and its secretariat, including activities of the P ACC, or evidence of other 
financial support. 
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Trancbe ~ (1999) Prior to fifth disbur3cmenl under the Grant, in the amount of Three 
Million United States dollars (USS3,000,OOO) or to the issuance by USAID of documentation 
pursuant to which such disbursement will be made, the Orontee will, except as the Parties 
may agree otherwise in writing, furnish to USAID, in form and substance satisfactory to 
USAID: 

Conditions Precedent No.1: The Grantee has allocated adequate resources to the MOH 
non-personnel recurrent budget (items 2-5) to meet agreed.upon annual family planning 
benchmarks as measured by couple years of protection. 

EYidence Required 

(1) Assessment of 1998 quarterly service statistics indicating MOH progress toward 
achieving family planning benchmarks for Couple Years of Protection (CVP) at 
143,000 for short-term methods and 210,000 for long-term methods, and an 
analysis by the MOH of the impact on family planning benchmarks. 

(2) Analysis of the GOG 1998 expenditure report indicating OOG and MOH expended 
non-personnel recurrent (items 2-5) levels. 

(3) Analysis of the GOG 1999 approved broad based budget indicating OOG and 
MOH non-personnel recurrent (items 2-5) levels. 

(4) The GOG 1999 General Budget Guidelines and MOH Policy and Planning 
guidelines that family planning is a priority at the national, regional and district 
levels. 

(5) Analysis of the 1999 MOH national family planning work and training plans. 

Condition Precedent No.2: The Grantee has implemented a schedule of graduated price 
increases for contraceptives which shall result in the recovery by public sector family planning 
service prdviders, of ann~ commodity costs at a level exceeding that achieved under the 
fourth tranche, as approved by the PACC. 

Evidence Required 

(1) Annual adjusted contraceptive price schedules. 

Condition Precedent No.3: The Grantee has allocated adequate resources, based on annual 
program of work reviewed by the PACC, to conduct HIV I AIDS and sexually transmitted 
disease (STD) monitoring, prevention, and control activities. 
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Eyidence ReQuired: 

(1) The 000 1999 General Budget Guidelines and MOB Policy and Planning 
Guidelines indicating that HIV / AIDS/STOS is a priority at the national, regional 
and district levels and an analysis by MOH of the factor!J affecting the 
HIV / AIDS/STD prevention and control program. 

(2) Analysis of the results of 1998 national sero-surveillance system including status of 
HIV and syphilis, issues/problems, recommendations and implementation p~an. 

(3) Analysis of the 1998 MOH HIV/AIDS/STD program indicating progreBs and 
problem areas. 

(4) AnalYRis of the 1999 MOH HIV/AIDS/STD program of work and training plan, 
including SrD training for CHAG institution personnel at a level approved by 
PACC. 

Condition Precedent No.4: The National Population Council (NPC) has achieved the 
objectives of the 1998 annual workplan. The PACC has approved the .1999 annual work plan 

. for the NPC with agreed upon objectives, and has received a commitment from the Ministry 
of Finance and Economic Planning for provision of adequate resources to carry out these 
objectives. 

Evidence Required 

(1) R~port of the 1998 Nationa~ Population Council (NPC) activities indicating 
progress in meeting objectives specified in the program of work 

(2) The NPC 1999 program of work including specific objectives, training plan ~d 
budget as approved by PACC. 

(3) The 1999 GOG budget establishing a separate line item for the National Population 
Council (NPC) to cover capital, personnel and other recurrent expenditures of the 
NPC and its secretariat, including activities of the P ACC, or evidence of other 
financial support. 

2. Tranche Reviews: 

Under the cash grant, two types of tranche reviews will be held. An informal pre-tranche 
review is tentatively scheduled for December of each year to review progress in meeting CPs 
to current year tranche disbursement. More formal annual tranche reviews will occur two 
months prior to scheduled disbursement of the respective tranches to identify and develop a 
strategy for resolving any problems in meeting CPs. USAID will notify the MFEP and MG>H 
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in writing at least seven months prior to the formal tranche review of the specific evidence 
that will be required to meet the conditionality. 

Prior to each pre"trance and tranche review, the MFEP will advise USAID/Ohano in writing 
of the status of progress towards meeting the CPs. Findings that CPs to disbursement have 
been met will be documented through the issuance of a PIL when all CPs to disbursement 
have been met, as determined by the USAlD/Qhana Mission Director in accordance with 
applicable delegations of authority. 

3. Tranche Disbunements: 

The first I1Ild subsequent tranches will be disbursed immediately after an approved PIL has 
been sent to MFEP and MOH confmning that CPs to disbursement of the respective tranches 
have been met. After issUance of the PIL, USAID will instruct USAlDIW (F AlFMlCMPD) 
by cable to transfer the funds to the GOG designated Bank of Ghana account in New York. 
The cable will include: (1) certification that all CPs have been met and the date met; (2) any 
other information which may be required under the terms of the agreement to make the 
disbursement; (3) the dollar amount to be disbursed; and (4) the Bank of Ghana's U.S. bank 
address, account name and account number. USAIDIW will then effect the transfer from the 

. U.S. Treasury to that account. At this point, all USAID responsibility for tracking will cease. 

4. Dollar Tracking: 

SECTION 537(b) of the 1994 Appropriations Act states that countries receiving cash transfers 
or cash disbursing non-project sector assistance, whether Development Assistance, 
Development Fund for Africa or Econ,?mic Support Funds, are required to establish separate 
accounts for receipt of such funds and not to commingle them with other funds. The 
legislation further requires USAID to submit a' Congressional Notification at least 15 days 
prior to obligation of any such cash transfer or non-project assistance, including details on the 
planned uses of the dollars to be provided. ' 

GHANAP A will require that the GOG establish and use a separate interest-bearing aCCOi!!1t in 
New York for U.S. Dollars. Dollars will be tracked until they are deposited into the separate 
account. At that point, USAID will cease to track the dollars. Dollars will be used either for 
adding to the foreign currency reserves of the Bank of Ghana, or for sale to the commercial 
banking system through the Bank of Ghana's interbank system. Through the years, the GOG 
has demonstrated competency in programming, utilizing and accounting for funds. Its 
accounting system is dependable and transparent. Adhering to Section 536(b) requirements 
for detailing planned uses of dollars provided by GHANAPA would be intrusive to Ghana's 
foreign exchange allocation system, a system that is open and transparent. Because of this 
and the level of control that would be required by USAlD, which represents more control 
than the GOG itself requires, USAID has received approval to exempt GHANAP A under 
Section 537(b)(4) of the Act (see Congressional Notification and expiration cable in Annex 
N). 
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5. GOG Contribution: 

Dollar disbursements will go directly into the coffers of the 000 and no local currency will 
be generated. The GOO will provide sufficient funding for the local currency needs of 
OHANAPA through the Oeneral Budget. Conditionality under the cash grant has been 
drafted in such a way that the 000 will be responsible for demonstrating that adequate 
budgetary resources have been appropriated, committed and disbursed. USAID's role will be 
to monitor the conditionality and the specific conditions as they relate to specific program and 
impact indicators. USAIO, MFEP and MOH, as part of the tranche review process will 
discuss and come to agreement on the local currency needs of OHANAP A for each yeW' and 
discuss any problems and delays in supplying local currency to the MOH or CHAO as part of 
the tranche review process. The agreement reached by USAID and the GOG will be 
formalized in a PIL that will be signed by the Minister of Finance and Economic Planning, 
Minister of Health and USAIO. 

Und-=r previous cash grants, the 000 has contributed a percentage of local currency 
generations to the USAIO Trust Fund. USAID and the 000 have signed a formal 
Agreement on the use and reporting of Trust Funds by USAIO. 

Since no local currency will be generated under OHANAP A, the agreement will require the 
OOG to make available the cedi equivalent of ten percent (10%) of the dollar value of that 
year's NPA disbursement from the GOG's Oeneral Budget. The exact amount of each year's 
allocation will be discussed as part of the tranche review and will be incorporated in the 
Letter of Intent signed by the MFEP. 
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ANNEX A 
GHANA POPULATION AND AIDS PROGRAM 

POLICY MATRIX 

Policy/Objective 
Tranche 1 (4/95) Tranche 2 (4/96) Tranche 3 (4/97) Tranche 4 (4/98) Tra=he 5 (4/99) I~ Indic:a,:Q..~ 

$2,000,000 $3,000,000 $3,000,001) $3,000,000 $3,000,000 

1. GOO baa met aU etJSAID FPHP PIL eFPHP pr=i~ 
Conditiolll!l lr---::D3 ba.s:i.s f= 
Precedent for the suc:t:essr.ll G&\I!UIPA 
FPHP RPA P=gr-. 

2. GOG establishes eGOG letter to NPC epACe es-..a!!Hs::ed 
a Population and epACe program of and f>.mc!:ionll!g 
AIDS Coordinatil>g work 
ec-J.ttee 

3. GOG is ...,R provides ~ provides eMOR provides eMOB provides eMOH provi~ ePUblic ~= 
allocating 113,000 short-term 118,COO short-term 130,000 short-term 137,000 sbcrt-tPrB 143,000 Short-tent fiDily pla=iD3 
resources to meet CYP and 78,000 lonq- CYP and 99,000 long- CYP and 130,000 CYP and 1'" "'DO CYP a.."!d 210.000 oCj~ive.s 

flUIdly planning tenD CYP and term CYP and long-term CYP and long-to ,. C.~ and Icmg-tenD CYP and 
benciwarkll .. analysis of factors analysis of factors analysis of factors anal.YS1S of factors analysis of factors 
measured by CYP affecting family affecting family affecting flUIdly affecting family affecting faillily 

planning planning planning plamtiJIg planning 
eAnalysis of 1995 e1995 Public e1996 Public e1997 Public e1998 ~lic 
I«lH non-personnel Expenditure "Review Bxpendi!;ure Review Bxpendi::ure Review Expecditure Review 
recu=ent costs eAnalysis of 1996 shows targets met shows targets met shows ::a.rgets met 
~t MOB non-personnel IIAnalysis of 1997 eAnalysis of 1998 IIAnalysis of 1999 
eGOG general budget recurrent costs KlH lIO!1-personnel I«lH non-personnel KlB DOn-personnel 
• MOIl policy and budgt:t recurrent costs recurrent costs recurrent costs 
planning guidelines eGOG • MOH budget budget budget 
111995 MOH family guidelines eGOG • MOH eGOG • MOH eGOG • MOH 
planning work and prioritize family guidelines guidelines guidelines 
training pl&lll!l planning prioritize family prioritize family prioritize family 

.Family planning planning planning planning 
clinical guidelines e1997 MOB family 111998 KlB family 111999 I«lH family 
.1996 MOH family planning work and plamtiJIg work and planning IiOrIt and 
planning work and 
tra~ plaml 

training plans training plans traininq plana 

t. Revision of the econtraceptive .IIReVised IIAdjusted IIAdjusted e.AdjUS!:ed ecost =~--y f= 
public sector pricing structure contraceptive contraceptive price contraceptive price contraceptive price MCS COIII!ICdity sales 
~traceptive study with pricing poliey and schedules sehedule .. sc:hedu.les ~ 

pricing policy recOlllllendationa and dissemination report .~iva~~lpubli: 

implementation plan eAdjusted se-=l:o: p--i= 
contraceptive ~rice differen:ial 
schedules rJeduced 



Tranche 1 (1995) Tranche 2 (1996) Tranche 3 (1997) Tranche 4 (1998) Tral:Icbe 5 (1999) ~ !Dd.ica~=s 
$2,000,000 $3,000,000 $3,000,000 $3,000.000 $3.000,000 

Policy/Objective 

S. GOG allocates eGOG budget " I«>H eGOG " K>H budget eGOG " K>H budget eGOG " M:lH budget eGOG " MCH budget emvlAIDS/sro SOPS 
adequate resources policy and planning guidelines guidelines guidelines guideli!1e8 Indicators 
and conducts guidelines and prioritize prioritize prioritize prioritize 
HIV /A1DS/STD analysis by MOH of HIV/A1DS/STD HIV/AIDS/STD HlV /AIDS/STD EIV /ADS/STD 
IIIOnitoring. factors affecting prevention and prevention and prevention and preventicn and 
prevention and program cont~ol activities control activities control activities control activities 
contL-01 progrlllll8 .Analysts and and analysis by K>H a.ld analysis by MOH and analysis by M:lH and analysis by M:lH 

results of 1994 of factors affecting of factors affecting of factors affecting of factors aff~ing 
sero-surveillance program program prograa program 
system eAnalysis and .Analysis and eAnalysis and • eAnalysis and 
.1995 HIV/AIDS;STD results of 1995 results of 1996 results of 1997 results of 1998 
work and training sero-surveillance sero-surveillance sero-surveillance sero-surveillaxx:e 
plans including CRAG system system systetll system 

e1996 HIV/A1DS/STD e1997 HIV/A1DS/STD e1998 EIV/AIDS/STD e1999 frrV/AIDS/:>ro 
work and training work and training tIOrX ~ training tIOrlt and uaining 
plana includil19 CRAG ~lana i!lc:luding CRAG plana iDciud!nq CRAG plan4 iDcluding CSN:i 

6. Revised .Plan of action to eRevised EDLRF ~-:ua!.~ 

Bssential Drugs include subdermal including subdermal and recOiille!Jded 
List and Rational contraceptive contraceptive S'!Ds drol9S 
Formulary to implanta and IIIOre implants and .-r.tilable in I!oIle 
include subdermal effective STD drugs re~STD facilities i:1 ea<:!l 
contraceptive to BDIBP treatllent drugs ~'egicn and sro 
implants and more eReport of BDLRF clinic 
effective drugs to distribution 
treat STD8 eSTD treatllent 

guidelines .-
7. Signatories .Signatories from esig::a.:::::::-ies 
assigned and bank MPBP and MOH assig:led and ba::i: 
account established assigned and bank a~ es---a.t-lished 

account established 

8. Rational .1995 NPC tIOrkplan e19;5 HPC tIOrkplan e1996 NPC workplan e1997 RPC tIOrkplan e1998 RPC IIOrkpla:l 85?C funchcn.i:Jl; 
Population Council with specific objectives reached objectives reached objectives reached cbjectives reached 
functioning objectives e1996 RPC tIOrkplan e1997 RPC tIOrkplan e1998 RPC tIOrkplan e1999 l!IPC worlplan 

with specific with specific ""ith specific with specific 
objectives objectives objectives objectives 

8. Improved eNew forecasting ePorecLating formula estoc:it=:s and 
contraceptive formula developed adjusted to reduce outdated ~1ies 
cOlllllOdit y and accepted by GOG pipeline to average redr.!cec! 
forecasting and 8Dissemination and of ~1 months 
stocking utilization report estaff trained on 
procedures. revised procedures. 

U: \publ1C\dOCs\npamatr.1 October 3. 1994 
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GHANA POPULATION AND AIDS PROGRAM 
LOGICAL FRAMEWORK1 

.arrative Su.aary Objectively Verifiable XndicatQr. MeaDe of VerifieatiOD 

QOAL: 

To lower fertility through family Total fertility rate (TFR) 
planning activities reduced from 5.5 to 5.0 

and 
Annual rate of increase of 

stabilize the rate of increase of HIV/AIOS incidence stabilized at 
HIV/AIOS no more than 1\ annually 

PUJtPOSB: 

To increase the use of modern and 
effective family planning methods 

and 

to increase knowledge and 
practice of HIV/AIOS risk 
reduction behavior 

DD OF paOJBCT STATUS: 

1. Modern contraceptive 
prevalence rate (CPR) 
increased from 10\ to 2O'" 
among women in u.,ion. 

2. Percent of CPR derived from 
long term methods (IUDs, 
injectables, Norplant, 
voluntary surgical 
contraception (VSCs) 
increased from 20\ to 40\ 

3. Percent of total demand 
satisf.ied (all contraceptive 
methods) rises from 26.4' to 
50\. 

4 . At least 50\ of respondents 
report using a condom during 
the most recent act of sexual 
inter~uurse with a non­
regular partner 

5. Number of people citing at 
least two acceptable ways to 
prevent HIV infection rises 
from 61\ to 75\ 

DRS 1993, 1998 

Annual s:.;ro-surveillance reports 

1- DRS 1993. 1998 and Consumer 
surveys 1993, 1995, 1997, 1999 

2. OilS 1993, 1998 and Consumer 
surveys 1993, 1995, 1997, 1999 

3. DRS 1993, 1998 and Consumer 
surveys 1993, 1995, 199'1, 1999 

4. DRS 1998 
Consumer surveys 1995, 1997, 

1999 

5. Consumer survey 1995, 1997, 
1999 

ANNEX B 

Political stability and econc.mie 
growth contimle 

Use of 80dern cont~<:ep~i ve 
lletbods remains an iDIcortant 
detenti.nan<; of TFR. -

Otber donors vill continue to 
support family planning. AmS and 
MCH activities that c:omple!lle!lt 
the tJSAID program. 

Men will in=-..a.singly S".JPPOrt the 
use of femily planning aetbods. 

HIV prevalence vill not reach 
epidetaic proportions. 

1 Unless otherwise noted, baseline year for indicators is 1993 and target year is 1999. 
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OtJ'l'PtJ'l'S 
A. I'AJaLY PLARHDlG 

COIIPOHBHT 

t.prOYed 'lanning/'olicy for PP 
Actiriti •• 

Incr •••• d DeaaDd for Paaily 
PlazmiDg S.rvice. 

BzpandQd 'rovi.ioD of Paaily 
PlazmiD~ S.rvic •• 

t.proved Paaily Planning progr_ 
su.tainabili ty 

Objectively Verifiable Indic.tor. Mean. of Verification 

CYP from the MOR rises from 
191,000 in 1994 to 353,000 for 
the year 2000. 

GOG reviews and revises pricing 
policy for commodities annually 

50' of all respondents can name 
(without prompting) 3 or more 
contraceptive methods. 

Percent of women who think their 
husband/partner approves of 
couples using a method to avoid 
pr~ ......... J' rises from xx, to xx, 

Percent of FP service providers 
restricting access to FP se~.ces 
on the basis of m&rital statusJ 

or spous21 consent decreases from 
xx to xx. 

Total couple years protection 
(CYP) for modern methods rises 
from 350,000 to.955,000. 

Total CYP for long term methods 
rises from 48.000 to 237.000 

55 facilities in public/private 
sector completed for provision of 
long term methods (VSC, 
NOORPLANTa) for a total of 115 
sites by 2000. 

CYP provided·through the private 
sector accounts for 25' of all 
long-term methods provided and 
75' of short-term methods by 2000 

Cost recovery from NOR commodity 
sales rises from 5.5' to at least 
1St.by 1999 

NPA conditionality documentation 

NPA conditionality documentation 

DRS 1993. 1998 
Consumer Surveys 1995. 1997. 1999 

DRS 1993. 1998 
Consumer surveys 1995, 1~97, 1999 

Situation Analysis 1996. 1998 

Service statistics from MOB. 
GSMF, GRMA, PPAG 

Service statistics from MOB. 

Semi-annual report from· 
Cooperative Agreement 

Service statistics from MOH. 
GSMF, GRMA and PPAG 

Revisions in MOB c:oamodity 
pricing policy 

Annex B Page 2 of • 

Political and Hnancial 8'.lppOrt 
tn. ... l continue for FP and MCB in 
both the public and private 
sectors 

Efforts to refors the budgetary 
process for family plamrl.ng 
programs will not be ~laed 
by broader GOG/l!:lB budget 
.anageeent problees as plamri.."9 
and budgetary ~t 
responsibilities a..--e devolved to 
regional and district 
administration. 
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• arrati". S-.ary Objectively Verifiable Indicator • .. ana of Verification bIportaDt ~UCG8 

OUTPUTS 
B. lUDSlSTD COJIPOHBHT 

z.prOYed Planning/policy for Annual sero-surveillance system NPA conditionality documentation Political and financial support 
functioning as planned. 15.000 viII continue for AIDS and STD AIDS/sr.o Activitie. specimens analyzed annually for activities in both the public and 
HIV and syp~ilis. the private sectors. 

Standards and procedures for NPA conditionality documentation 
licensing laboratories 
established by 1996 

National Record 

x.proYed Diagno.i. and STD case management guidelines MOH reports 
'l'reat.eDt of sm. revised and disseminated by 1996 

At least 50t of STD cases treated Situation Analysis 1996. 1998 
according to national guidelines . 

Situation Analysis 1996. 199B 
At least sot of those seeking STD .. 
care receive appropria~e.advice 
on condoms and partner , 
notification 

l8prOYed BIV/&m HIV sero-prevalence monitored Sentinel surveillance results 
Surveillance through sentinel surveillance 

System 

Sero·pOsitivity for syphilis Sentinel surveillance results 
among pregnant women monitored 
through sentinel surveillance 
system 
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Rarratt". Su.aary Objecti"ely Verifiable ZDdicators ... ana· of Veriti-cadem b;IortaDt AaalIIIpdcm. 

IRPU'fS: (US$OOO) 

!l!!m ~ 

ROD-Pro~ect A8aiatance ROD-Pro~ect A8aiatance 14.000 

A%D Pro1ect Bilateral Grant !gre..-nt 1- OSJUD. GCX; and pr=-vate 
1. Family Planning Component 1. Family Planning Component sector resources are 

Technical assistance Training 1.000 1- Reports available and disbursed in a 
Training Commodities 755 timely ~r. 
COlllllOd! ties M&E and Studies 1.200 2. SUrveys 
Operations Research Audits 150 
Grants Program Support 1.600 3. Budgets 
Program Support Subtotal 4.705 

4. Financial Reports 
2. HIV/AIDS/STD Component 2. HIV/AIDS/STD Component 

Technical Assistance Technical Assistance 150 
Training Training 580 
Commodities COIIIIIIOdities 461 
Operations Research Special Studies 75 
Program Support 

Subtotal 1.266 
]. Endowments 

Total Bilateral Grant 6.000 
4. Contraceptives 

95,570,000 Condoms Grant. to ROO. 
12,483,700 Oral cycles Local NGOs 5,500 
17,101,]80 VFT Cooperative Agreement 3.000 

149,070 IUDS Endowments 5,500 
2,904,790 Depo Provera 

12,695 NORPLAHT sets Total Grants to ROO. 14.000 

OOCJ AIm ·PUVATB SJ:C'fOR Contracgti".. 11,000 
1. Personnel 
2. Health and training Total USUJ) 45.000 
facilities, private shops and 
stores ~ 
]. Operational costs 25\ Counterpart (minimum) 6.666 
4. project Support 

Pri".telRao Sector 

25\- COWlterpart 4.666 

0IlAHD TmAL $56.]32 
-



l80~ CQQNT8X: 

ENVIRONMENTAL EXAMINATION 
OR 

CATEGORICAL EXCLUSION 

Ghana 

ANNEX C 

P80JlCT TITLE AND NO.: Ghana Population and AIDS Program 
(GHANAPA 641-0118) 

lONPING: 
mil(PA) 

FY 1995-2001 US$14.0mil(NPA) $31.0 

III '81PABIO IX: Denise Rollins, USAID/Accra 

ENVI80NMENTAL ACTION 8ICOMMINPID: 

1. Categorical Exclusion (for healthcare, family planning 
components) 

2. Negative Determination (for 
commoditie1 for. STD testing 

C~I: ~ /(J' I 

Burea~o en 1 Officer: 
John J~'Gaudet, AFR/ARTS/FARA 

distribution and/or use of 
and HIV screening) 

APPROVED: 
DISAPPROVED: 

DATE: 

DATE: :z J '4/QLj I , 

~ 

1;4y?lry 
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5.UMMARY OF FINDIN(iS: 

The purpose of this activity is to limit the spread of HIV in Ghana. It will raise the 
awareness of AIDS, HIV and sexually-transmitted disease (STD) control and prevention. It 
will also expand the delivery of services for sexually-transmitted disease(s). Assistance 
includes an NP A component which will serve to d~velop a supportive policy environment for 
population and family planning activities. The most notable policy reforms include: the 
creation of the National Population Council as an advisory to government on popUlation 
issues, the revision of the National Population Policy for improved legal and regulatory 
framework, the removal of restrictions on the sale and distribution of contraceptives, and the 
legalization of the advertising of contraceptives. 

Program Description: 

GHANAP A is a $45 million program that will be administered over a six-year period. The 
$14 million Non-Project Assistance (NPA) component will be disbursed over a five-year 
period aimed at promoting sustainability. To accomplish this goal, conditionalities will be 
required to encourage a reduction in provider practices that now impede s~rvice delivery, and 
to ensure that all family planning methods and drugs for treatment of sexually transmitted 
diseases (SlDS) are contained on the Essential Drug List. 

The $31 million in Project Assistance (PA) will be used for tech.'lical assistance, training, and 
the purchase of contraceptives. 

The overall strategic obj~ctives of the program are to encourage policy refon;;s; to increase 
the demand for family planning, to expand the provision of family planning services, to foster 
greater sustainability of family planning programs through an endowment to the Ghana Social 
Marketing Foundation, to promote safe sexual behavior, to encourage proper diagnosis and 
treatment of STDs, and to improve the surveillance of AIDSIHIV ISTDs. 

USAID will implement these activities by providing small grants and equipment to the public, 
private, and the NGD sectors, with technical assistance to be provided by U.S. Contractors. 

A categorical exclusioh _ .. ; ~commended on the baSis that this prq,ject is a program involving 
health care, population, and/or family planning services, under section 216.2(c)2(viii) of 
USAID's Environmental procedures (Reg 16). 

A negative determination is requested for the activities dealing with sexually-transmitted 
disease case management because this component of the project does not anticipate any 
activities directly affecting the environment (such as construction of facilities, water supply. 
systems, waste water treatment, etc.) The project may include the provision of HIV/AIDS 
prevention and control commodities (such as disposable gloves, syringes and other protective 
materials). These commodities may be di~buted to regional hospitals and health centers. 



Anrll!x C "AUI! J of. II 

Although blood may be druwn for thr purpose of sro diagnosis, or I-IIV counselling and 
testing, proper disposal facilities and tcchniqucfl are already in usc. In this regard, it has been 
determined through discussions with the Ministry of Health, that commodities provided 
through the project will be used appropriately and will be disposed of safely. USAIDI Accra, 
based on Ohanian government regu18tion~ for disposal of contaminated medical commodities, 
and planned monitoring of how these regulations are followed during the project, is confident 
that the HIV / AIDS prevention and control commodities supplied under this project will be 
disposed of in Wl environmentally safe manner. 

FUrther, following the guidance provided in State 264038(93), copy attached, the Mission 
Environmental Officer will provide the Bureau Environmental Officer with a more complete 
report on bio-hazardous waste disposal in OhWla. 
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ADDIS ABABA, PRIORITY DAKAR 

NAIROBI, ABIDJAN 

AlDAC NAIROBI AND ABIDJAN FOR REDSOS (REGION. ENV. OFF.) 

E.O. 12356: N/A 

TAGS: 

SUBJECT: DISPOSAL OF BIOHAZARDOUS WASTE GENERATED FROM 
liSAlD AIDS PROJECTS 

REF: BARBIEROIHOFFMAN FAX (8/19/93) 

1. SUPPORT TO AIDS CONTROL (663-0010), USAID/ADDIS ABABA AND 
AIDS CONTROL AND PREVENTION PROJECT (685-0306), USAIDIDAKAR 
HAVE BOTH PREVIOUSLY RECEIVED CATEGORICAL EXCLUSIONS 
UNDER REG 16. RECENTLY CONCERN HAS BEEN RAISED IN AIDIW 
REGARDING SAFE DISPOSAL OF BIOHAZARDOUS WASTER GENERATED 
BY AIDS PROJECTS WHERE STD SCREENING AND HIV TESTING ARE 
BEING IMPLEMENTED. 

2. AFR HAS NOT PREVIOUSLY REVIEWED AIDS PROJECTS ESPECIALLY 
TO DETERMINE IF CONDITIONS AND PROCEDURES IN EXISTENCE IN 
SUBJECT HOST COUNTRIES ARE ADEQUATE TO ENSURE THAT RISKS 
ASSOCIATED WITH BIOHAZARDOUS WASTES ARE MITIGATED. 

3. BUREAU ENVIRONMENTAL OFFICER HAS PROVIDED THE EXECUTIVE 
SUMMARY OF AN AIDS PROJECT IN THE ASIA BUREAU WHERE THESE 
CONCERNS WERE RAISED AND AN ENVIRONMENTAL ASSESSMENT WAS 
CARRIED OUT. THE RECOMMENDATIONS MADE FROM THAT 
ENVIRONMENTAL ASSESSME~" ARE INSTRUCTIVE AND WOULD 
PROVIDE A ROUGH GUIDE TO THE ESSENTIAL POINTS THAT SHOULD 
BE REVIEWED IN BOTH SUBJECT PROJECTS. 

4. AFR WOULD APPRECIATE INFORMATION FROM MEOS IN SUBJECT 

• 
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MISSIONS BY RETURN CABLE THAT WOULD ADDRESS SIMILAR 
CONCERNS UN SUBJECT COUNTRIES, PLEASE USE EXECUTIVE SlJMMAR Y 
BELOW AS A MODEL FOR YOUR REPLIES. 

S. FOR ADDIS ABABA: BEO HAS RECEIVED SUMMARY INFORMATION IN 
RECENT lEE AMENDMENT, AND ON THAT BASIS A NEGATIVE 
DETERMINATION HAS BEEN APPROVED FOR THE lEE AMENDMENT, 
WITH THE PROVISO THAT A MORE DETAILED REPORT ON DISPOSAL OF 
BIOHAZARDOUS WASTE WILL BE PASSED TO BED IN THE NEAR 
FUTURE. 

6. EXECUTIVE SUMMARY OF ENVIRONMENTAL ASSESSMENT 
FOLLOWS: 

A.- THE AIDS SURVEILLANCE AND EDUCATION PROJECT (ASEP) IS A 
JOINT UNDERTAKING OF THE PHILIPPINE DEPARTMENT OF HEALTH 
AND USAIDIMANILA TO ESTABLISH THE INSTITUTIONAL MECHANISMS 
IN THE PUBLIC AND PRIVATE SECTORS TO: A) DEVELOP A NATIONAL 
HIV/AIDS SENTINEL SURVEILLANCE SYSTEM AND B) EXPAND 
INFORMATION, EDUCATION AND COMMUNICATION (IEC) ACTIVITIES, 
TARGETING INDIVIDUALS AT HIGH RISK OF BECOMING INFECTED WITH 
HIV/AIDS AND RAISING THE GENERAL PUBLIC'S AWARENESS ABOUT 
THE IMPORTANCE OF PREVENTING HIV INFECTION. THE SENTINEL 
SURVEILLANCE SYSTEM WILL REQUIRE OBr AIN1NG BLOOD SAMPLES 
FROM INDIVIDUALS IN SELECTED SENTINEL GROUPS (I.E., HIGH-RISK 
GROUPS). AS MANY AS THIRTY SURVEILLANCE SITES ARE PLANNED 
FOR NATIONAL COVERAGE. APPROXIMATELY ONE THOUSAND BLOOD 
SAMPLES WILL BE COLLECTED EVERY SIX MONTHS AT THE SITES, 
PRODUCING A CORRESPONDING AMOUNT OF USED MEDICAL 
MA TERIAL& WHICH ARE POTENTIALLY HIV CONTAMINATED. 

B.- THE PROPER HANDLING OF THESE MATERIALS SO AS TO ELIMINATE 
OR SUBST ANTIALL Y REDUCE THE RISK OF ACCIDENTAL n..wECTION OF 
INDIVIDUALS WHO MAY COME INTO CONTACT WITH THEM WAS THE 
MAIN FOCUS OF AN ENVIRONMENTAL ASSESSMENT. THE RISK OF 
ACCIDENTAL INFECTION IS THE "REASONABLY FORESEEABLE 
ENVIRONMENTAL EFFECT" OF ASEP. 

C.- RECOMMENDATIONS OF THE ENVIRONMENTAL ASSESSMENT FOR 
MANAGING THESE MATERIALS IN WAYS WHICH REDUCE THIS RISK 
AND ARE NOT ENVIRONMENTALLY HARMFUL ARE AS FOLLOWS: 

- THE GENERAL STRATEGY TO BE FOLLOWED IS TO INITIATE 
DECONT AMINA nON OF MATERIALS BY THE TECHNICAL STAFF 

.... 
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!r\lVOL VE)) WITH BLOOD COLLECTION AND BY THE MEDICAL 
TECHNICIANS CONDUCTING THE TESTING PRIOR TO THE RELEASE OF 
THESE MATERIALS FOR SUBSEQUENT PROCESSING THROUGH THE 
HOSPITALS ESTABLISHED PROCEDURES. 

• NEEDLES USED WITH V ACUT AINERS WILL BE DEPOSITED IN A 
PUNCTtJREPROOF CONTAINER (E,O., POWDERED MILK CONTAINERS) 
WHICH CONT AlNS A FRESH SOLUTION OF SODIUM HYPOCHLORITE. 
THESE CONTAINERS WILL HAVE A SMALL SLIT OR OPENING CUT IN 
THEM LAROE ENOUGH TO ALLOW DEPOSITING OF THE NEEDLE 
IMMEDIATEL Y AFTER USE. THE MEDICAL TECHNICIAN COLLECTING 
rHE BLOOD SAMPLES WILL BRING A CAN CONT AININO THE SOLUTION 
TO THE COLLECTION SITE. THESE CANS WILL BE DELIVERED TO THE 
REGIONAL HOSPITALILABORATORY WHERE THEY WILL BE BURIED IN 
THE HOSPITAL GROUNDS AT A "DEDICATED SITE" FOR THIS PURPOSE 
TO PREVENT SCAVENGING FOR SALE OR REUSE. SURVEILLANCE WILL 
BE UNDERTAKEN IN 30 DIFFERENT SITES AND EACH SITE WILL DISPOSE 
OF ITS OWN WASTE. THE VOLUME OF SODIUM HYPOCHLORITE THAT 
WILL BE BURIED DURING THE ENTIRE PERIOD OF THE SURVEILLANCE 
PROGRAM WILL NOT CAUSE A SIGNIFICANT NEGATIVE IMPACT ON THE 
ENVIRONMENT. 

• THE VACUT AINER SYSTEM THAT WILL BE USED TO COLLECT BLOOD 
SAMPLES WILL BE HELD IN STURDY RACKS PLACED INSIDE . 
LEAK-PROOF CONTAINERS LINED BY AN ABSORBENT PAD. IF SPILLS 
OCCUR, SODIUM HYPOCHLORITE SHOULD BE USED TO CLEAN 
CONTAMINATED SURFACES AND MATERIALS. THE CONTAINERS ARE 
SAFE AND EASY TO USE BY EXPERIENCED LABORATORY TECHNICIANS. 
BLOOD SAMPLES, I.E., THE BLOOD CLOTS RESULTING FROM TESTING, 
CAN BE SAFELY DISPOSED OF BY POURING THEM DOWN THE SINK AND 
DECONTAMINATING THE SINK WITH SODIUM HYPOCHLORITE. 

• RUBBER GLOVES WHICH CAN BE REUSED WILL BE WASHED, AND 
THEN AUTOCLAVED. CONTAMINATED PAPER AND GLOVES WHICH ARE 
PUNCTURED, TORN OR IN SOME WAY UNUSABLE WILL BE DEPOSITED 
IN A COLOR·CODED BIOHAZARD BAG AND THEN DISPOSED OF ALONG 
WITH OTHER THE HOSPITAL WASTES (I.E., BURNING). 

• TEST TUBES, PIPETTES AND OTHER GLASSWARE WHICH CAN BE 
REUSED WILL BE WASHED, DECONTAMINATED WITH SODIUM 
HYPOCHLORITE AND THEN AUTOCLA VED IF STERILIZA nON IS 
NECESSARY. BROKEN GLASSWARE WILL BE DEPOSITED IN A 
COLOR-CODED BIOHAZARD BAG, PLACED IN HARD-SIDED CONTAINERS, 
AUTOCLA VED OR DECONTAMINATED WITH SODIUM HYPOCHLORITE, 



AND THEN DISPOSED OF WITH OTHER HOSPITAL WASTES (E.G .. TRASH 
PLACED IN HARD-SIDED CONTAINERS TAKEN TO A DUMP SITE). 

D.- TO I NCORPORA TE THESE PROCEDURES INTO THE OPERATIONAL 
PLAN FOR HIV SURVEILLANCE, THE FOLLOWING RECOMMENDATIONS 
ARE MADE: 

• AS PART OF THE PREPARATORY TRAINING SESSIONS CONDUCTED 
PRIOR TO FIELD WORK, THESE PROCEDURES WILL BE REVIEWED WITH 
TECHNICIANS INVOLVED WITH BLOOD SAMPLE COLLECTION AND 1I1V 
TESTING. 
ADDITIONAL OR SPECIAL TRAfNING OR LABORATORY PROCEDURES 
ARE NOT NECESSARY FOR THE FOLLOWING REASONS: A) THE 
INDIVIDUALS INVOLVED WITH THE SURVEILLANCE SYSTEM ARE WELL 
TRAINED AND EXPERIENCED LABORA TOR Y TECHNICIANS, B) THE 
MEDICAL MATERIALS POTENTIALLY CONTAMINATED WITH HIV ARE 
HANDLED THE SAME WAY AS THOSE USED FOR OTHER MEDICAL 
PURPOSES AND C) THE EXISTING PROCEDURES REGIONAL 
LABORA TORJES FOLLOW FOR HANDLING BIOHAZARDOUS, INFECTIOUS 
OR TOXIC MATERIALS ARE ADEQUATE FOR HIV. 

- RESPONSIBILITY FOR ASSURING THESE PROCEDURES ARE FOLLOWED 
WILL BE ASSIGNED TO THE SURVEILLANCE SITE MANAGERS, 
TYPICALLY A PATHOLOGIST FROM THE TESTING LABORATORY OR 
SENIOR MEDICAL TECHNICIAN. THE SITE MANAGER, THEREFORE, WILL 
BE THE PRINCIPAL MONITOR OF PROPER HANDLING OF USED 
M.~TERIALS. THIS INCLUDES ASSURING THAT tHE TECHNICIANS HAVE 
PROPER CONTAINERS FOR NEEDLES~ THAT A FRESH SODIUM 
HYPOCHLORITE SOLUTION HAS BEEN PREPARED AND THAT CANS 
CONT AlNfNG USED NEEDLES ARE PROPERLY BURIED ON HOSPITAL 
GROUNDS. BRL AND RITM STAFF RESPONSIBLE FOR THE NATIONAL 
SURVEILLANCE SYSTEM WILL PERIODICALLY CHECK ON ADHERENCE 
TO THESE PROCEDURES AS ~ART OF THEIR REGULAR SITE VISITS (E.G., 
INSPECTING THE "DEDICATED" BURIAL SITE, CHECKING IN TRASH 
CANS AT THE LABORATORY, SPOT CHECKS AT BLOOD COLLECTION 
SITES). 

- THESE PROCEDURES AND RESPONSIBILITIES WILL BE SPECIFIED IN 
THE OPERATIONAL PLAN FOR THE NATIONAL HIV SURVEILLANCE 
SYSTEM. 

- THE COSTS OF THESE PROCEDURES ARE NEGLIGIBLE AND CAN BE 
ABSORBED BY THE BUDGETS OF THE LABORATORIES (E.G., ONE LITER 

. POWDERED MILK CANS WITH SODIUM HYPOCHLORITE SOLUTION). 
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ASEP PUdDING WILL COVER ALL OTHER SUPPLIES (I.E.. V ACtJT AINERS, 
ADDITIONAL GLOVES AND SODIUM HYI)OCII~JORITE SOLUrION. 
HARD·SIDED CONT AINHRS. LEAK· PROOF CONTAINERS LINED WI'tJ-1 
ABSORBENT PADS.THE PARTICLE AGGLUTINATION TEST KITS). YY 

, . 
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Dear Ms. Sandoval, 
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ANNEX D 

MINISTRY 0' ,.HANel AND 
ICONOMIC PLANNINC, 

P.O. lOX M 40 
ACCRA 

REQUESL.EQ.R~L ASSISTANCE 10 IMPL.EMENT. 
A.lI2ft eRQGBAMME (GHANAPAl 

I wish to request for a grant of approximately US$20 Million to increase the 
use of effective family planning mothods, and Increase awareness and practice of 
HIV/AIDS risk reduction behaviour in Ghana. The Programme will aasist In 
improving the health of mothers and children by ensuring that critical family planning 
supplies are available on a sustainable basis In Ghana. 

A portion of the grant requested for (approximately US$6 Million) would be 
used to increase the capacity of health care providers to deliver family planning and 
AIDS/HlvlSTD prevention and control service, provide for monitoring, evaluations, 
audits and studies, participant traln',1g, commodities and equipment. 

The remaining portion of the grant (approximately US$14 Million) would be 
provided as a cash grant to government to be released in tranches upon the 
achievement of policy and regulatory reforms related to population and HIV/AIDS 
prevention and control activities. 

As its contribution towards the implementation of the Programme, 
Government would provide the necessary staff, facilities, administration, equipment 
and supplies to be deployed on the Programme. 

The implementation of the GHANAPA Programme would enhance our 
national health and population goals. In the light of this, we look forward to 
negotiating and collaborating with USAID in the implementation of the Programme. 

MS. BARBARA SANDOVAL 
DIRECTOR, 
USAID, 
ACCRA. 

6
r 
;() irs Si:cere~'!l I (11--. · 

-~tfM- i(J1iA-J 
, (K. B. AMISSAH-ARTHUR) . 

DEPUTY MINISTER OF FINANCE 

cc: The Hon. Minister 
Mln./Health, 
Accra. 

The Chairman, 
National Population Council, 
Accra. 
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1.0 EXECUTIVE SUMMARY 

1.1 CONCLUSIONS 

1.1.1 FAMILY PLANNING 

The analysis points to the fact that the socio-cultural terrain and the political 
climate make OHANAPA a feasible program. At the individual and national 
levels, there is now awareness of the impact of uncontrolled population growth 
on the development and welfare of both the individual and society. Thus 
various structures and programs have been put in place. However, in a 
pronatalist and largely gemeinschaft society like Ghana, the pay-off of these 
cannot be felt immediately. Nevertheless, it may be quickened when the fears 
and aspirations of the people are given due cognisance in any interventionist 
measures. 

1.1.2 AIDS 

The analysis of the awarenesslknowledge and attitudes of adolescents, the focal 
target group, about AIDS show clearly that there is a lot to do to save our 
adolescents from the scourge of HIV / AIDS infection. Barred by the larger 
society from procuring contraceptive devices (we may recall the provider 
eligibility restrictions whereby some providers simply refuse contraceptive 
services to certain categories of people including adolescents) the schools 
cannot help either because AIDS and Contraception are not included in the 
syllabus. Thus both teachers and students are ignorant of modes of 
transmission and prevention of HIV infection. 

1.2 RECOMMENDATIONS 

1.2.1 FAMILY PLANNING 

I MALEPARTICWATION 

The role of men in the joint-decision making on family planning practices is 
going to be crucial in promoting the use of family planning methods. It is 
therefore suggested that one way of bringing partners together is to motivate 
men through targeted and sustained lEe. 

Also efforts must be made to interact with men through male's social clubs and 
organizations in both the urban and the rural sectors. 

As a beginning, however, attention must be focused on policy makers most of 
whom are men, while at the same time measures to improve the material 
conditions of women are instituted. In our situation, it has been found that 
one significant way of achieving these objectives is to make formal education 
as socially accessible as possible. In a society where for cultural reasons, 
female education is generally not valued, a special program would have to be 
instituted, especially in the rural north, whereby, not only parents are motivated 
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to s'o!nd their daughters to school. hut ulso girls' interest in formnl education is 
::ustained to the highest level possible. This is going to be a very slow process 
but ultimately some changes muy occur. 

II RURAL TARGETING 

Whilst, it has been identified that the rural areas are lagging behind in the 
knowledge and use of modern contraceptives, it is also obvious that appropriate 
interventions can correct this imbalance. There is therefore the need for the 
intensification of lEe campaigns that address misinformation, misconception 
and perceived method constraints. 

Evaluation studies undertaken by some sociology students in the University of 
Ghana have shown that the frequency modu-Iation station in Bolgatanga in the 
Upper East Region of Ghana, has played significant role in infOlming, 
educating and changing the negative attitudes of the people with regards to 
family planning and maternal and child health. Perhaps, more of such stations 
would be required in the rural areas. This presupposes, however, that, villagers 
have the means to procure wireless sets. 

Also, efforts must be made to ensure on sustainable bases the availability of 
and accessibility to contraceptives possibly within every 10 miles but, at best, 
within the community itself. And finally, service delivery must have some 
degree of confidentiality. 

III URBAN 

In the urban areas, however, it appears that there is now the need to ref or-us 
lEe campaigns onto long term contraceptive methods including sterilization. In 
other words, in the urban areas, method-specific messages must now be 
emphasized. 

IV DELIVERY 

Another crucial point to consider about service delivery is how this is done and 
who does it. Most clients want to obtain contraceptives in secret, but services 
are often not designed for that. In some government clinics, separate waiting 
areas and consultation rooms are used for family planning service provisions. 
However, as reported, most clients refuse to sit on the "family planning bench" 
to wait for their turn while being exposed to the looks of others. The desire 
for secrecy is also not assured by chemical sellers who have been trained to 
distribute contraceptives. They are reported to have observed that most of their 
contraceptive clients do not enter the shop if there are other customers inside 
but wait till the shop is empty. Thus, in the rural setting, the profile of an 
ideal service provider include: 

i. the ability to keep secrets (he/she should have "no slippery mouth"); 

ii. the ability to read and write; 
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iii. must be of the snme gender us the client; 

iv. the ability to sell other products in addition to contraceptives (MOil 
1992). 

1.2.2 AIDS 

Having identified adolescents as the core target group the NACP would find it 
most beneficial to team up with the Ghana Education Service to develop 
appropriate teaching materials on all aspects of HIV I AIDS infection not only 
for primary and secondary schools but also for I~ll teacher education 
institutions. 

It is known that the junior secondary school curriculum has sex education as a 
component of the family live education program. It is suggested that this 
program be widened to include all aspects of HIV I AIDS infection and must be 
tailored to the situational needs of students. 

In the case of the universities and other tertiary institutions however, social 
clubs and festive occasions such as "hall week", celebrations must be used to 
disseminate information on HIV / AIDS infection. 

The analysis has established the need for the National AIDS Control Program 
and the Health Education Division of the Ministry of Health, to undertake a 
thorough pre-testing of lEe materials especially among the targeted population 
before these are circulated. 

Also, since the literacy rate is low in Ghana, efforts must be made to produce 
some of the poster messages in the vernacular, at least for the benefit of the 
many in the rural areas who have graduated from the Non-formal Education 
sector. In this regard, technical assistance may be sought from institutions such 
as the Ghana Bureau of Languages, the School of Ghanaian Languages of the 
University College of Winneba, the Non-formal Education Division of the 
Ministry of Education, the Sudan Interior Mission, and tlte Ghana Institute of 
Literacy Literature and Bible Translation, all of which are involved in the 
production of vernacular literacy materials for the various ethnic groups in 
Ghana. 

..'. 
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1.0 BACKGROUND 

Following the economic difficulties which pluqued the country from the mid·) 960's the 
Government of Ghana was compelled to revisit the popUlation issue which Nkrumah's 
government had rejected earlier. In 1969, therefore,u comprehensive population polic.:y was 
adopted. This policy included a clear fertility reduction goals mld the establishment of 
institutional structures for the propagation of the policy. Thus the Ghana National Fmnily 
Planing Program (ONFPP) was established in 1970 to serve as a coordinating department for 
the planning program within the Ministry of Finance and Economic Planning. However, for 
almost 2 decades the policy made little impact on fertility. A 1989 National PopUlation 
Conference that deliberated on the 'failure' of the population policy listed 8 number of factors 
to account for the probiem. These include: 

Lack of a comprehensive national strategy for policy implementation; 

poor coordination among agencies; 

low public awareness of population pressures Md of health risks of high fertility; 

the lack of popular involvement in the development of the policy and related 
programs. 

Very interestingly the Conference omitted the issue of general lack of understanding of the 
socioftcultural terrain in which the policy was to operate. As characteristic of policy makers 
of Ghana, perhaps the concerns of beneficiaries were not deemed necessary for policy 
consideration. 

The period following the "lost decades" has seen a sudden resurgence of interest in the 
promotion of family planning activities. A series of conferences and workshops dealing with 
population issues and awareness raising efforts led by the Population Impact Project (PIP) of 
the University of Ghana, has contributed to high level political concern for demographic 
issues. The climax of this political concern is evinced by the recent establishment of a 
National Population Council to among others, advise Government and coordinate all 
population related activities in Ghana. 

In support of this renewed interest, a number of external donors and NGO's have contributed 
or pledged massive financial assistance. 

USAID/GHANA is planning to design the new $45 million Ghana Population and AIDS 
Program (GHANAP A) which has as its major purpose: to increase the use of modem and 
effective family planning methods and to reduce the rate of increase of HIV prevalence. 
Successful accomplishment of this purpose will be measured by: 

1. 

2. 

3. 

increasing the Contraceptive Prevalence Rate (CPR) from approximately 15% to 25%; 

increasing the percentage of CPR derived from longer lasting family planning methods 
from 20% to 40%; 

limiting the increase of HIV prevalence to 8 percentage points over the 1994 level. 
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OHANAPA consists of Non-Prqject Assl~tancc (NI'A) and project nssistruu.:a components. 
The NPA component totnls $ J 3 million in cash transfer assistance which will support 000 
policy reforms to: 

1. enhance the sustainability of frunily plnnning AI DSIJ-nV I STO programs hy increasing 
budgetary support, improving contra-captive price, forecn~ting and stocking procedures 
and changing customary practices that impede family planning service delivery; 

2. improve services by increasing the availability of all contraceptive methods and 
selected drugs for treatment of STDs. 

Project assistance includes a $20 million bilateral grant and $12 million in contraceptive 
commodities. This component finances technical assistance, training, commodities and the 
establishment of an endowment for the Ghana Social Marketing Foundation to: 

1. support policy reform efforts; 

2. increase demand for family planning; 

3. expand provision of family planning services; 

4. foster greater sustainability of family planning programs; 

5. promote safe sexual behavior; 

6. encourage proper diagnosis and treatment of STDs; 

7. improve the surveillance of AI DSIHI V ISTDs. 

Marketing and Social Research Institute Ltd (MSRI) was commissioned to undertake a social 
soundness analysis following the acceptance by USAID/GHANA of proposal submitted by 
MSRt in response to a request by Mr. Floyd R. Spears, Executive officer, USAID/GHANA in 
a letter dated March 8, 1994 together with a Scope of Work for the project and received by 
MSRI on March 23, 1994. 
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3.0 OIJ.JECTIVE§ 

The overall objective of GHANAPA will be to focus on changing individual 
behavior/pra.ctices to increase the usc of family planning methods, t.hereby reducing fertility 
and reduce sexually risky behavior, to slow the transmission of HIV/AIDS virus. 

4.0 RESEARCH DESIGN 

4.1 THE SCOPE OF ANALYSIS 

The literature on western technology diffusion in non· western cultures is replete with 
cases of failure or non·sustainability inspite of grounds well of political goodwill. This 
is because, in the main, the cosmoloaical notions of beneficiaries of such diffusion 
exercises were riot given due attention. As a logical step therefore, the core question 
which this analysis must answer is this: Is the proposed expansion of family planning 
services and the ~.ntended increase in the consumption of modem contraceptive 
methods socio·culturally feasible. In other words, how can this program be carried out 
and sustained without unduly hurting the socio·cultural sensibilities of the people? 

A number of issues may be raised from these questions but for the purposes of this 
analysis, the following tasks will be undertaken: 

i. to assess the socio-cultural context with regard to beliefs, values and practices 
regarding fertility regulation focusing on women as participants and as 
beneficiaries; 

ii. to detennine the structure and pattern of decision-making with respect to family 
planning including the role of men; 

iii. t. assess the implication of rural-urban differences with regard to the use of 
modem family planning methods; and 

iii. to assess the level of knowledge of the community about AlDS/STDs control 
and prevention in relation to sexual behavior change with a focus on 
adolescents. 

4.2 MODE OF ANALYSIS 

This analysis is based essentially on the review of secondary data and on the study of a 
number of project documents. However, where possible, the analysis has been reinforced 
with impressions gathered from infonnal discussions with students of the Univ~rsity of Ghana 
and commercial sex-workers who operate nocturnally around the abandoned site of the former 
Star Hotel in Accra. 
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4.3 METHODOLOGICAL AND CONCEI-'flJAL PROBLEMS 

A few methodological difficulties are noted with this kind of analysis. The most significant 
of these b the degree to which generalizations can be made. especially from limited 
researched works some of whose sampling ter.:hniques, may be biased. This difficulty is 
compounded by the fact that Ohana is an amalgam of varying social. economic, and cultural 
configurations. Thus generali:-".ations may not easily apply to some social and cultural 
situations. These problems not withstanding, research data available do indicate at least the 
general trend of affairs with regard to fertility regulation in this country. Also as Assimeng 
(1981) has argued. Ghana constitute a social structure, given the similarity of cultural beliefs 
and practices of the various ethnic groups. 

Conceptually, in discussing phenomena that have both "traditional" and "modem" aspects, 
social scientist, and lay social commentators often tend to create a dichotomous society - one 
which is characterized by traditionalism and the other by modem ethos. For the social 
scientist, this categorization is done for ease of theoretical discourse. In reality, however, this 
categorization does not exist. In Ghana for instance, as a result of our colonial past and the 
forces unleashed by social change, even in the remotest parts of the country, it is not easy to 
tell where traditionalism and modernism begin and end. What obtains is essentially a 
syncretism of nonns and values in which Western ethos have been indigenised in order to 
harmonize with existing traditional value systems. Thus whenever a distinction is made 
between traditional and modern societies, it is done with a great deal of circumspection. for 
convenience. It is against this backgroWld the fertility regulation within the socio-cultural 
context of Ghana is examined. 

\ (;V 
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S.O MAIN (4"INDINC;S 

5.1 .'AMIL V PLANNING 

5.1.1 THE SOCIO - CULTURAL CONTF.XT OF FERTILITY REGULATION 

Fertility is a behavioral phenomenon involving human ',iecisions. These 
decisions are taken in pursuit of goals which have perlto,/sl and societal 
consequences~ like all human decisions they are taken under a complex set of 
conditions and are influenced by a myriad of factors. Among the various 
ethnic groups in Ghana, the issue of fertility regulation is tied to the issues of 
sex, marriage, pregnancy, child-birth, and child-caring. all of which have deep­
seated moral connotations. 

In the traditional system, sex and marriage were meant essentially for 
procreation. Thus coition was meant for married couples only. Traditionally, 
the onset of menarche for females signified biological maturation and rites of 
passage were performed. The management of fertility was viewed as one of 
the most important features of adulthood and after puberty rites a girl was 
considered old enough to marry. Premarital sexual relation was a taboo, a 
public offence for which culprits especially females were sanctioned. In this 
system also matters relating to sex were not for public consumption. However, 
whenever they must be publicly discussed, they were couched in proverbs and 
euphemisms quite unintelligible to the young and untutored ear. 

A number of studies have reported that Ghanaians are essentially pronatalists. 
Children form the bedrock of marriage and a childless couple (especially the 
woman) is looked upon with malicious pity. She is often regarded as a witch 
or a victim of witchcraft or as paying for past misdeeds. Parenthood enhances 
a persons social status and guarantees some form of security in times of ill­
health and old age. In the traditional realm, children are seen also as a source 
of labour and as the medium through which the "living -dead" ancestors return 
to visit the living members of the kingroup (Mbiti 1969). Not ,mexpectedly 
therefore, the prayer or libation which accompanies every newly contracted 
marriage includes a plea for increased fecundity. The Ga of Accra go further 
to admonish the bride to "give birth to ten children so as enjoy the honour of 
sleeping on ten mats" (Fo nyoma ni owo nyoma saa no), The Akan rite of 
"Bedu gwan" is similar in orientation. 

5.1.2 FERTILITY REGULATION 

Although Ghanaian traditional societies stress the importance of fecundity, this is not left 
without its checks and controls (Kumekpor and Twum-Baah 1972). There usually exists an 
institutionally prescribed framework within which reproduction takes place. Thus over 
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fecundity and uncontrolled child-bearing Is ridiculed and disapproved of. Onen it in the 
woman who is at the receiving end of such unorganized sanction. She may be referred to 8S 

one who brings forth like n pig or rabbit, 8S a mother of improperly spaced children. as one 
who h; unnecessarily sexy, etc. 

Traditional m~thods of birth-spacing are few. Essentially. thelle include sexunJabstinence, the 
use of charms and various herbal preparations and abortifacients, and coitus interruptus. 
Sexual abstinence is practiced when on delivery. a woman leaves her marital home to take up 
residence with her parents or parents - in - law till the child is weaned. In some ethnic 
groups in Ghana, this practice is reinforced by the medico~religious belief that coition with a 
nursinM mother portends undesirable spiritual and health consequences for the mother and 
child. Thus to promote post-partum sexual abstinence, a man may resort to polygyny or take 
a mistress. Traditionally, therefore a period of two to three years is required for child­
spacing. 

As regards traditional abortifacients, field studies undertaken by Ampofo (197 i). Mensah­
Agbokpor (1973 - 1974), Warren (1974), Bleek (1969) and Kumekpor and Kumekpor (1977) 
provide useful insights into the products used. The latter include nkrangyedua (Jahropa 
Curcas), "milkbush" (Thevetia Peruviana) nyanya (Passiflora foetida), mango (Magnifera 
Inidca), pawpaw (Carica Papaya), pine apple (Ananas Sativus), sugar cue (Sacharium 
officinale) and akpeteshie, a locally distilled gin. However, given its illegal nature and the 
secrecy which chlall'acterizes abortion, it is not e~' to appreciate the exact dimension of the 
practice in Ghana, though anecdotes indicate that the practice is widespread (Bleek 1976a) 

If these traditional modts to limit fertility exist, then why the need for modem fanuly 
planning? In a large measure, this ner.d has arisen because as one study (MOH 1992) has 
shown factors and consequences of social change - urbanization, migration Western education, 
religion, md medicine, money based economy, etc - have rendered some of these modes of 
fertility regulation unacceptable. For instance induced abortion is 8 criminal act punishable by 
a term of imprisonm~!, while the use of charms and herbal prep.v.rations especially in ute 
urban areas is often regar~e1 as primitivism. Coitus interrupts ;s associated with stroke 
mlong men (AIr.pofo ~t al. 1993). Also. prolonged physical separation and polygyny en-, be 
maintained at great financilll cost to the man. However. traditional societies ha,ve their own 
reasons besides financial cost. 

A study (MOH 1992:7) quotes two respondents in this regard thus: 

"If you stop sleeping with your wife and she does not get the thing (sperms) she will 
grow lean. If you continue this for le:'s say,S years and there are still deliveries in 
her stomach. she might later not become pregnant any more because the womb seals 
up". (41 year old man - Bol{l.ltBllga) 

"We ourselves W;', \.1 u13ve !iked to sleep with our women always but because we have 
no other meth· w, • :- r -:~ forced to abst.ain". (Man 60 years - Bolgatanga) 

" 

-
~. 
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S.I.J BENEFICIARIES: 

Who arc the beneficiaries of traditional fertility regulation? As a study (MOB 1992) reports, 
in rural Ghana. the most important reason for limiting the number of children is the desire for 
good health and not necessarily for the good of the entire country. The concept of the 
modem nationM 8tate is far from everyday discourse. Thus there is 110 linkage between fertility 
regulation and aggregate welfare. Rather, often a relationship is made between the number of 
children and the health of the mother and child. Two respondents are quoted thus: 

"The women who don't space their children lose a lot of blood dW'ing delivery and 
will age and weaken faster. They will lose their beauty". 

The .mspaced child will be forced to eat staple food instead of breast milk. Since the 
stomach is not strong enough, it will get malnourished." 

Indeed in most Ghanaian communities, Kwashiorkor is associated with lack of child-spacing. 
As the report quotes one respondent in this regard: 

"If they (children) are so close, they get that red hair". 

In sum, then the cultural landscape provides the need for more convenient contraceptive 
methods in Ghana. There seem to be at least some dissatisfaction with traditional modes of 
contraception while for economic and health reasons, the need for contraception is 
appreciated. Her-:in lies the need for modem contraceptive services. 

5.1.4 CONSTRAINTS TO MODERN CONTRACEPTION 

Over two decades of exposure to family planning and to modem contraceptive devices has 
created a high awareness of contraceptive methods among Ghanaians. According to the 
GDHS (1988) 76% of all women and 79% of currently married women know about 
contraceptive methods. In spite of this, the Contraceptive Prevalence Rate (CPR) remains 
relatively low. In 1988 the CPR was estimated to be 5.2% percent. A number of reasons 
have been given for this. These range from problems of program management to political 
inertia. However, 5 yem's later, the most recent s~--vey data from the Consumer Baseline 
Survey (1993) indicates that Ghana has reached me "launch phase" of modem CPR of 14.8%, 
thanks in part to the efforts of the Ghana Social Marketing Foundation which operated under 
the auspices of the Family Planning and Health Program (FPHP). If this momentum is to be 
sustained or increased, then a number of socio-culturally related problems must be addressed. 
And one of these is the role of men in women's decision to avail themselves of contraceptive 
services. 
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5.1.5 ROLE OF MEN 

A number of local studies on contraceptives use have identified the "male factor" as one 
important determinant in women's desire to use or not to use contraceptives. In 1974, in u 
Btudy on receptivity to post-parturn family planning advice, Chew found what he termed a 
"surprising few (20% of post-partum women)" who wanted "to consult their husband" on the 
issue. He also found another 50% who were "thinking over it", apparently meaning they were 
still awaiting spousal assent. Discussion of family planning between husband and wife is 
thought to be instrumental in the decision to take joint action to control fertility. However, 
such discussions are stifled by cultural norms. 

As the GDHS (1988) report. indicates, more than half of husbands who knew at least one 
contraceptive method have never talked with their wives about family planning. In the 
Consumer Baseline Survey (1993) report, 7 percent of 'never users' and 13 percent of 'former 
users' indicated 'partner disapproval' as an explanation for their contraceptive status. Also, as 
the GHANAP A report indicates, many service providers do not offer family planning services 
to categories of women, including those witholJt spousal consent. 

It appears to be the general belief of providers - just as of many Ghanaians - that a woman's 
decision to contraception is serious enough to merit spousal attention. Local newspapers 
sometimes report of cases where angry husbands have harassed service providers for 
ccntracepting their wives without their (husband's) consent. Again, it is the belief of service 
providers that a man or woman must have at least three children before availing himself or 
herself of say, sterilization. Indeed, as one top official of the Accra Voluntary Vasectomy 
Unit disclosed at a workshop recently, "Many men report to th: unit to avail themselves of 
the service. Unfortunately, most of them are too young; besides, some have no children" It 
is clear from these instances that service providers like their compatriots, are heavily 
influenced by the pronataiistic and viricentric ideology of the society. The need for serious 
re-education of providers is clearly underscored. 

The negative or indifferent attribute of men to women' 3 use of contraceptive stems from 
community attitude towards modem contraceptives. There is for ins1ance a direct association 
of between contraceptive use and promiscuity or love for frequent sex. Thus men see family 
planning as a threat, a potential license for women to engage in multiple sexual relationships 
without the "punishment" of becoming pregnant. In this regard, among the Kasena and 
Nankana of Upper East Region, a man who accompanies his wife to a family planning clinic 
or allows his wife to avail herself of family planning services is said to have been 'bought' by 
the wife. This fear among men is captured by a quotation obtained from a MOH focus group 
discussion. A woman was said to have observed thus: "They (men) think that if you use 
family planning and a ml3ll says open (your legs), then you open". (MOH. 1992:13) 
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The pattern of decision - making in " family • whether nuclear or extended • is often shaped 
hy the larger community. The position of It womWl in the family is often dependent on 
whether she is married, sinale. widowed, young or old, and literate or illiterate. She is valued 
because of her reproductive abilities (as the guarantor of the family line) and her role in 
providing food, fetchiog water and firewood, washing, taking care of children, the sick and 
the aged, and promoting the health and well-being of other family members. Oppong (1984) 
has classified these into seven conflicting roles that women perform for their own families and 
for the extended kingroup. In sphe of these, there exists a situation of gender inequality and 
men enjoy a dominant position ylithin the family or the household compared to women. This 
is reinforced by social, cultural, and religious beliefs and practices which demanded for 
instance that men have the last say. An Akan proverb captures this point aptly. "If a woman 
buys a gun, she keeps it in a man's room." Thus even when women are household heads as 
is increasingly becoming the case in Ghana (OLSS 1989 shows that 29.1 % households in 
Ghana are headed by females, a slight increase over the ?8.76% recorded by the 1984 census) 
they do not always enjoy the same authority as men and may have to refer issues relating to 
children to male kins. 

Although men's dominant position is generally acknowledged, the degree of authority they 
exercise within maniage varies with the type of marriage and the system of descent that the 
marriage subscribes to. Clearly in patrilineal system of descent a man has greater authority as 
he exercises his uxorial and genetrical rights; in the matrilineal system as exhibited by the 
Ashanti, the husband's power is considerably less as his is generally restricted to uxorial 
rights. Women here have greater say in matters concerning the welfare of their children and 
to a limited extent in matters concerning their reproductive life. However, serious studies have 
been undertaken to determine how women in the matrilineal system use their genetricial 
power to regulate fertility. 

I t appears also that the degree of dominance a man exercises in marriage may be determined 
by the amot mt of dowry he pays to many the wife. In the northern savannah regions of this 
country wh~.=re dowry payment is heavier than in the southern regions, there is total male 
dominance in marriage. For instance, among the Nankana of Upper East Region, maniages 
are not recognized untit a prospective husband has paid in addition to other things, seven 
cows or twenty-eight sheep. Consequently, a woman's domestic and sexual services are 
exploited to the fullest possible extent. 

It is clear, however, that the forces of modernization have made some in-ro~ds into the 
hitherto dominant position of men. Women who are educated and or earn stable income no 
longer subscribe to the status quo (Greenstreet 1988); they demand a share in decisions that 
affect their welfare and that of their children. Clearly then, couples with low educational 
background are !nost likely to have the customary autonomic or selective pattern of decision -
making whereas men whose wives make little or no contribution to household expenses 
usually make decisions autocratically. As B1eek (1987) found among the Kwahu, a husband 
because of his solid economic position is able to wield considerably more power over his 
wife, whose material position is thus improved while her conjugal autonomy is reduced. lIDs 

I 
\~ : 
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phenomenon can be cxplainrd by the exchange theory: those who contribute resources or 
have alternative sources of the thinas they need can be independent whereas those who nre 
dependent on others for benefit and or services must be subservient to their power (Mauss 
1925). 

5.1. 6 RURAL· URBAN DIFFERENTIALS 

A proper analysis of this issue would call for statistics on the level of availability of and 
accessibility to, contraceptive devices and related services. In the absence of these data 
however, some impressions may be gathered from the documents available. 

The GDHS (1988) found that the variation in knowledge of method and source of modern 
contraceptive between the urban and rural area.q of Ghana, was significant. According to the 
report, for urban women knowledge about method and source were 88% and 82%, 
respectively while for rural women these percentages were 71 and 64. 

Also regional differentials reinforced rural - urban differences. Thus as the report revealed 
apart from the more rural regions of Northern, Upper East and Upper West where only 40 
percent know a method and only 32% knew a source, more than 70 percent of married 
women knew a method and more than two - thirds knew a source in each of the other 
resions. 

As regards the use of modem contraceptives again the rural areas were in an inferior position. 
The GDHS infact established a strong relationship between contraceptive use by women and 
place of residence. In comparing urban and rural dwellers, the report found that a greater 
proportion of married women in the urban areas were then using a method of contraceptive 
than their rural counterparts. Specifically, the proportion using any method was almost ~O% 
among urban women and about half that among rural women. Also at the regional level, 
Greater Accra Region which at the aggregate level is the most urbanized had the highest 
proportion of usage for any method (11 %). 

These statistics say nothing new: the W'ban areas of this country have always had the best 
share of whatever the nation can offer. With heavier concentration of health facilities and 
personnel, good communication network, and high population density the urban populatic:}it is 
logically the more attractive choice. However, the rural sector must not be left out because 
this sector has the greater proportion of the population and contri~utes more to the high 
population growth rate of Ghana. 

Against this background, it is important to revisit the Family Planning and Health Programs 
(FPHP) mission's strategic objective: to reduce Ghana's fertility rate from 6.4 to 6.1 by 1995 
and slow down the annual rate of population growth from 3.4% to 3% by the year 2,000. 
This is to be achieved by increasing contraceptive prevalence of modem methods from 5% to 
15% by 1995. 

,. 
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Clearly, this objective envisaacs easy availability of and accessihility to contraceptives 
throughout the country. Indeed between 1986 and 1992 under the auspices of the FPHP, the 
Ohana Social Marketing Foundation considerably increased the sale of its products by 398% 
merely by increasing the number of service delivery points covered from 3,000 in 1992 to 
S,OOO in 1993 (USAIJ) 1993) 

In the rural communities, however, some consideration must be given to service delivery. Low 
availability and inaccessibility are arguments frequently used by villagers to explain their low 
use of contraceptives. Indeed, the Danfa research project concluded after a decade of 
intervention studies that villagers are not prepared to travel further than 10 miles to obtain 
family planning services (UOMSIuCLA 1979). This conci\i:tion is more relevant to the 
northern sector of the country where settlements are often far away from most service 
delivery points. A community based service delivery is thus advocated ior. 

S.2 AIDS AND SEXUALLY TRANSM1'ITED DISEASES 

Since the first AIDS cases in Ghana were confirmed in 1986, the Government with support 
from external donors, has instituted a number of measures to control the HIV I AIDS epidemic. 
As one of the important measures, the Government established the Nationai AIDS Control 
Program (NACP) in 1988 and finalized a Medium - Term Plan in 1989. The objective of the 
plan include, among others, determining the extent and pattern of HIV infection and providing 
information to the public concerning the epidemic and to promote condom use for prevention. 

In spite of these, H1V/AIDS cases continue to increase every year. According to the NACP 
as at the end of August 1993, a total of 11,625 H1V seropositives had been diagnosed. And 
as at April 1993, a total of 11,044 AIDS cases had been reported. The later is made up of 
29.2 percent males and 70.8 percent female. For both genders very high incidence r!1i.es are 
concentrated in the 15-49 age cohort, consisting of mostly the sexually and econ~mically 
active persons. Thus ,,'Vith a characteristically young population (22.7% wittain 10-29 years 
age group) the social, economic and political life of this country is ruined if serious steps are 
not taken to intervene in the spread of the epidemic. The control and prevention program 
must thus focus on the high-risk groups. This analysis thus focuses on adolescel1ts. 

In order to change (or maintain) any behavior, it is important to understand the determinants 
of the behavior. As has been pointed out by Fishbein and Middletadt (1989) the more that is 
known about the factors underlying the performance of a given behavior, the higher the 
chance that successful interventions can be developed to influence it. Sexual behavior is 
indeed complex; it is determined by a wide range of biological, psychological, and social 
factors (Reiss, 1984, 1986). However, in our contoKt, bioh>gical explanation of sexual 
behavior are perhaps not well designed to answer questions concerning adolescent sexual 
behavior. Consequently, psychosocial explanatiolll are necessary. (Ford and Ankomah 1993) 

Adomako (1993) has observed that among secondary school students sexual encounter begins 
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at very early ages. In her study SO% of respondents had their first scx between the ages of 14 
and 17; 25% between 8 and 13 years; 24% between 18 and 20 years and 4% after 21 years. 
Watzeels (t 993) found similar situation in her study amona students In Ashanti Akim North 
District. Clearly the rising incidence of teenage pregnancy is an indication of this situation. 

As regards reasons for early sex, Adomako's study identified the following: peer pressure 
and or deception by partner (28%); experimentation (25%); and sexual desire (16%); 9% felt 
that "something would happen" if one did not have sex by a certain age; 5% had sex for the 
fun of it and 3% because they were In love. 

As regards contraceptives Adomako observed that -,;.c: most commonly known and used is the 
condom, followed by the spermicides and the rhythm method. Most procured their 
~ontraceptives from drug stores (68%) or from friends (16%). However, as Adomako 
observed, "Generally, knowledge of contraception among adolescents is fragmentary and 
inaccurate. Even when contraceptives are readily available, and adolescent use them, they 
tend to use them improperly. Of greater danger than the non-use of contraceptives is the 
over-confidence to engage in sex as a result of reliance on ineffective methods of birth control 
such as a variety of questionable pills, herbs and reliance on 'safe period' whose exact timing 
adolescents generally seem to be ignorant of (ibid:30). In ~upport of this, Bleek (1976) 
discovered in his K wahu study that among adolescents few knew of the ordinary 
contraception pill while most of them talked of a variety of pills which rarely had any 
connection with birth control. 

When it comes to STD, 78% of Adomako' s respondents said they were aware of their 
existence and by far the most well-known was AIDS (82%) followed by gonorrhoea (14%) 
and syphilis (3%). It is evident that the massive educational campaigns on AIDS have been 
effective in creating this awareness. 



However as Watzeels found with regard to AIDS there exist 8 lot of dangerous 
misconceptions among students. Ind~ed most of her respondents (92.3%) were convinced that 
they could not get AIDS although many of them engaged in unprotected sex. "At the same 
time more than half of the students do not know how AIDS can be passed on and three 
quarters do not know how they effectively can protect themselves against AIDS. Almost half 
of the students think of women as the only people most likely to get AIDS ... " Incidentally, 
secondary school students are not the only ones with defective knowledge on AIDS 
tran~mission. In the author's interaction with a number of students of the University of 
Ghana and commercial sex workers in Accra, it was appreciated that a good number of them 
had a false sense of security. Indeed, while university students claim they stick to their 
regular partners and therefore are insulated from HIV infection, some commercial sex workers 
claim they can tell at a glance prospective customers with HIV infection. As an indication of 
their false sense of security, therefore, commer~ial sex workers charge ¢5,000 per hour for 
customers who desire to use condoms and ¢ 10,000 for those who do not want to. In addition, 
there are many who live under th~ "AIDS is not here Syndrome". These situations call for 
the intensification of lEe on AIDS. 

Using the AIDS posters to test student!;' comprehension of the messages canied by these 
posters, Watzeels concluded that the students' English language was too bad to make some of 
the poster slogans sensible. It appears also that the visual import of the posters did not make 
the expected impression on the students. This is what she wrote about the poster with the 
slogan "A VOID CASUAL SEX": 

"The students at the Junior Secondary School (11 - 15 years of age) do not know whether this 
poster is about students, young people or adults. According to a buy in Akutuase, the woman 
gets annoyed with the man who wants to do something with her. One student in Konongo 
thinks that the boy touches the girl because he loves her. She does not want to have sex with 
him because she is afraid of AIDS. No one understands the text because they do not know 
the term casual sex, even most of the teachers do not know what it means". 
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TECHNICAL ANA1.VSIS 

t. DEMOGRAPHIC AND ECONOMIC SETTING 

At independence in 1951, Ghana had a population of about 5 million and one of the highest 
levels of income as well as social and economic infralltructure, in sub .. Saharan Africa. 
However, by the early 1980's, the relatively high standard of living of Ghanaians had been 
eroded by inappropriate development policies and strategies and high population growth. Real 
per capita OOP declined by an average of ulmost 2 percent per year betwer.n t 96S and the 
early 1980's. 

Ghana initiated a far-reaching Economic Recovery Program (ERP) in 1983. Initially, the 
program focussed on the short-tenn objectives of macro-economic stabilization. As these 
objectives were realized, the Government, with substantial donor support, turned its attention 
to stimulating economic growth. The results have been impressive, with real ODP growing at 
an average of 5 percent per year over the past five years. However, Ghana's population 
growth rate has remained high, and net per capita GOP has increased less than 2 percent per 
year to about $400 in 1993. At this rate, it will take 36 years for per capita income to 
double. 

Life expectancy in Ghana has in~reased only gradually, from approximately 50 in the 19705 
to the current estimate of about 56 years. While it is among the highest in West Africa, in 
common with Africa as a whole, life expecWlcy lags significantly behind other developing 
countries: 

Africa 
West Africa 
Latin America 
Asia 

55 
52 
64 
68 

The 1994 mid-year population of Ghana is estimated to be 16.9 i..:illion, with an annual 
growth rate of 3.0 percent. This implies a doubling of population in twenty three years, 
putting tremendous pressure on already overstretched social and economic infrastructure and 
services. Currently, a Ghanaian woman will have an average of six children by the time she 
reaches her forty-fifth birthday. Factors contributing to this high rate of fertility include early 
age at marriage, a youthful age structure, low contraceptive prevalence, and falling mortality 
rates. 



II. HISTOkV OF tJSAID ASSIST ANCr. TO POPULATION AND F AMrL V 
PLANNING ACTIVITIES IN GIIANA 

ASiil'tance from the United States Agency for International Development (AJ.O.) to the 
Government of Ohana's (000) health and popUlation serotor dates to 1969. between 1968 
and 1992, an egtimated total of $30 million was obligated to support population and family 
planning activities in Ghana. This suppurt was carried out under eight bilateral and regional 
projects and 43 centrally funded projects. ihis assistance can be divided into three time 
frames: (I) t 968 .. 1981 when approximatoly S J 5 million was provided to initiate population 
proarams, reSUlting in an im:rease in the modem CPR from 0 to 5.4 percent; (2) 1981·198.5 
when severe economic and political constraints caused tJSAID and other donor. to cease 
assistance, resulting in contraceptive prevalence dropr;~g to virtually zero; and (3) t 986 .. 1992 
when approximately S 18 million was providetf, not including the current project, to rebuild 
Ghana's population program, during which time the CPR rebowtded from 0 to 5 percent in 
1988 to approximately 9 percent in t 992. 

High growt.h rates coupled with relatively low levels of contraceptive prevalence, led USAlD 
in J 992, as part of its Country Program Strategic Plan (CPSP), to identify reduction of 
fertility as one of its three strategic objectives. USAlD targets a reduction in total fertility 
rate from 6.4 in 1988 to 5.3 by the year 2000. This reduction in fertility would reduce the 
population erowth rate, which would lessen the burden on infrastructure and services and 
would increase net per capita income growth. 

In April 1991, USAID and the Government of Ghana signed a new six-year bilatw..d program. 
the Ghana Family Planning and Health Program (FPHP), for an additional $30 million, as a 
direct follow-on to the Contraceptive Supplies Project (1985 .. 1992). A $5 million amendment 
supports a four-year sub-project for HlV/AlDS activities. 

FPHP established targets that addressed the Mission's &trategic objective of reducing Ghana's 
fertility rate, which include lowering the total fertility rate from 6.4 to 6.1 by 1995, and 
slowing the armual rate of population growth from 3.4 percent to 3.0 percent by 2000. This 
is to be achieved by increasing contraceptive prevalence of modem methods flom 5 to 1 S 
percent by 1995. 

The FPHP provides both project ana program or non·project assistance (NP A). The Futures 
Group, as institutional contractor for the FPHP project component, assists in all aspects of 
family planning and health activities in both the public and private sectors, including technical 
assistan\:e and training to the Health Education, and Maternal and Child HealthlFamily 
Planning Departments of the Ministry of Health (MOH), and other non-governmental organi~ 
zations. The core of 1M FPHP proj~t component is focussed primarily on expanding the 
exi3ting private ~:ector Ghana Social Marketing Program (now a Foundation). 

Support to the Ammic:an College of Nurse Midwives (ACNM) is provjded to help strengthen 
the Ghana Registered Midwives Association (GRMA) and to provide family planning training 
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to ill members. ACNM also work8 with the MOB to stren .. then its trainittg pro"ram in 
maternal and <:hlld hellith attd family pl8Ming for traditional birth "ttendants (1l'As). Itt 
additiOH, the orisinal project desiaH In<:h:ded buy·ins to selected centrlllly .. fu1ided ptojec:t8: 
flUpport for lona-tann contraceptive methods from the ASlociaHon for Voluntary Surah:al 
Contraception (AVSC). and IUisillt&n<:c wlt.h population policy 8Gtivities under the OPTIONS II 
project. 

FPHP also IlUpports policy dialogue with the 000 through an NPA or program component 
fOcussed on: fundamental policy and institutional changes to create a sense of national 
commitment and a supportive policy environment; and regulatory <:hangcs to remove 
constraints on pub/'ie and private sector health workers and commodity suppliers. 

I 
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III. ANALYTIC FRAMEWORK FOR THE TECHNICAL ANALYSIS 

To guide the technical analysis of the population/family planning sector, the typology devel­
oped by the Family Planning Services Division of the Office of Population, USAIDI 
Washington, that classifies national family planning programs according to level of use of 
modem methods of contraception was adopted as the analytic framework. A strong associa­
tion has been found between national family planning policies and program environments and 
degree of modern contraceptive prevalence, resultIng in distinct general patterns of family 
planning knowledge, supply l)Ild method mix at each level. This framework considers five 
phases through which family planning programs can progress: 

· emergent (0 to 7 percent prevalence of modern methods) 

· launch (8 to 15 percent) 

· growth (16 to 34 percent) 

· consolidation (35 to 49 percent) 

· mature (50 percent or higher) 

Generally, there tend to be direct relationships between modem method prevalence, socioeco­
nomic development and family planning program development and characteristics. These 
characteristics include the range of sources of services, information and supply; the contracep­
tive meLhod mix, i.e., short-term, long-term or permanent method; and, the relative roles of 
public and private sectors in the provision of services. 

The FPHP was designed to assist Ghana to move the program from the "emergent" phase 
through the "launch" phase by increasing the modem CPR from 5.2 percent in 1988 to 15 
percent by 1996. A Consumer Baseline Study conducted in April 1993 suggests that Ghana 
has already reached a modem CPR rate of 14.8 percent among married women. The 1993 
DHS shows a more modest rise to 10.1 percent. Nevertheless, the DHS suggests a substantial 
decline in fertility from a TFR of 6.4 in 1988 to 5.5 in 1993. This is a remarkable achieve­
ment in a period of five years compared to other family planning programs worldwide, and an 
outstanding accomplishment for sub-Saharan Africa. Average contraceptive prevalence 
increase worldwide is slightly over 1 percent. This is equivalent to a reduction in fertility 
from an average of six and a half children per woman in 1988 to an average of five and one 
half children children in 1993. 

This achievement was accomplished by concentrating on the provision of short-term contra­
ceptive methods such as condoms, pills and vaginal foaming tablets, through the Ghana Social 
Marketing Program (GSMP) (low cost, private sector promotion and distribution), and 
initiation of long-term contraceptive methods such as IUDs, injectables and sterilizations. .. 
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These efforts have been coupled with strong information, education and communication (IEC) 
campaigns in the public, private and NOO sectors. 

The following is a brief sketch of the emergent phase (where Ghana was at the time of the 
31988 Demographic and Health Survey), the launch phase, through which the program has 
moved at an extraordinary pace, and the growth phase which the Ghana program is about to 
enter: 

Emergent Phase: During this stage, there is typically a great deal of poL~y work to 
build support for family planning programs and to remove legal constraints to the delivery of 
family planning services. Emphasis on provision of information and counseling is a critical 
part of service delivery. The method mix is largely composed of non-clinical (supply) 
methods such as cc,ndoms and vaginal foaming tablets. There is substantial financial and 
technical support from the donor agencies required at this early stage of a family planning 
program. 

Launch Pbase: Government and popular support for family planning build. There is 
usually a wide gap between knowledge and use, requiring a major effort to increase knowl­
edge of specific methods and dispel myths/rumors about side effects and efficacy. National 
IEC campaigns are often an integral part of the program. Efforts are made to increase 
demand for more long term methods, and to continue demand generation among new groups 
for supply methods. Improved commodities logistic and management information systems 
emerge as necessary components for more effective program decision-making. Finally. the 
program expands into the private sector (commercial and non-profit). 

Growth Phase: During this stage of a country's program, there continues to be an 
emphasis on the availability of different methods, particularly long term and permanent 
methods. Services have successfully reached urban and more educated segments of the 
population; demand generation and service delivery activities are reaching target groups such 
as adolescents, males, and post-partum women. Contraceptive social marketing and communi­
ty based distribution play a major role in reaching these special groups. Because of the 
increasing emphasis and acceptance of clinical methods (injection, surgical contraception, 
IUDs) quality of care becomes a particularly important aspect of the program. There 
continues to be expansion of commercial support for family planning programs, and increased 
attention to the relative roles of government, private voluntary and commercial sectors. 

-
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IV. POPULATION POLICY AND THE POLICY ENVIRONMENT IN GHANA 

A. Current Status 

Population issues have been discussed publicly in Ghana for many years. The population 
policy adopted by the Government in 1969 included clear fertility reduction goals and the 
establishment of a national family planning program administration. The Ghana National 
Family Planning Programme (GNFPP) was established in 1970 to serve as a coordinating 
department for the family planning programme within the Ministry of Finance & Economic 
Planning. However little fertility decline occurred for almost two decades. Reasons cited for 
the "failure" of Ghana's program as identified during a 1989 National Population Conference 
include: lack of a comprehensive national strategy for policy implementation; poor coordina­
tion among agencies; weak political commitment; low public awareness of population 
pressures and of health risks of high fertility; and the lack of popular involvement in the 
development (if the policy ~d the related programs. 

Despite the problems of the earlier population efforts, over the past five years there has been 
renewed interest in population issues, particularly fertility reduction. The President and the 
First Lady are vocal proponents of family planning, and Ghana boasts of a number of 
internationally known population experts who have also influenced the environment in the 
country. A series of conferences and workshops dealing with popUlation issues and awareness 
raising efforts led by the Population Impact Project (PIP) of the University of Ghana (Legon) 
have contributed to high level political attention to demographic issues. The recent Constitu­
tional clause requiring the establishment of a national popUlation policy is an indication of this 
increased awareness. 

Both the 1986 Legon Conference on Population and National Reconstruction and the 1989 
National Population Conference of the University of Ghana (Legon) revitalized the population 
policy development process by identifying several problems which had hampered the 
successful implementation of the 1969 policy (as noted above), and by drafting a set of 
recommendations for a new approach to policy implementation. The "Legon Plan of Action 
on Population" and the 1989 Conference called for the establishment of a Population Policy 
Implementation Assessment Committee (PPIAC) to review population activities and to design 
an institutional structure for policy implementation. In 1991, the PPIAC held a high-level 
seminar to stimulate debate and begin consensus building for the formation of a National 
Population Council (NPC). 

FPHP has effectively utilized non-project assistance (NPA) for policy reform to sustain a 
supportive policy environment for population and family planning activities, as evidenced by 
the frequent public statements of top government officials, especially the President and First 
Lady. The most notable policy reforms are: (1) the creation of the National Population 
Council (NPC), the highest advisory body to government on population issues, which helps to 
ensure the participation of the private sector, coordinates and monitors all population activities 
and represents the Government to donors and the international community; (2) revision of the 
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National Population Policy, which establishes the legal and regulatory framework, to include 
responsibility for implementation of the population program; (3) removal of restrictions on the 
sale and distribution of contraceptives, which greatly expands availability of services; and (4) 
legalizing the advertising of contraceptives, which increases overall awareness and knowledge 
of family planning. 

The NPC was established and formally inaugurated by the GOG in November 1992. The 
Social Sector Policy Unit (SSPU), Ministry of Finance and Economic Planning is currently 
serving as the interi.m secretariat for the NPC until a permanent secretariat is created and is 
leading the policy revision process as well as organizing the plan of implementation to 
support the policy. The GNFPP and the district "population" officers who are in the field, 
will be absorbed into the NPC secretariat structure. 

The NPC is mandated to: review, revise and interpret the population policy; guide implemen­
tation of the policy; set operational targets for program performance; ensure the full participa­
tion of the private sector; coordinate and monitor all population programs and activities; and 
represent the Government to donors and the international community. The Council is made 
up of twenty-one persons representing a number of government agencies, institutes of higher 
education, non-governmental and religious organizations, people serving in their individual 
capacities and is chaired by Professor Fred Sai, an internationally-known expert in population 
and family planning. 

The Secretariat of the NPC will serve as its executive arm, and will provide technical and 
administrative support to the Council, guide and coordinate the preparation of plans of action 
for policy implementation, and establish and operationalize a national system for research, 
evaluation and monitoring of population programs. In addition~ the Secretariat is to: promote 
the integration of population factors in development planning; maintain a population data bank 
to promote exchange of information; promote the development of human resources to support 
policy implementation; liaise with donors and coordinate their resource input; publish a semi­
annual newsletter and an annual Population Report; and generally provide national leadership 
on population issues. 

The Secretariat will have the status of a parastatal organization and will have six units and 
five associated technical advisory committees. The T ACs include: 

1. Research, Coordination, Monitoring and Evaluation 
2. Population Information, Education, and Communication 
3. Family Planning Services 
4. Training 
5. Population Policy and Programs 

The sixth unit of the Secretariat is AdministrationlPersonnel. A Technical Coordinating 
Committee is designed to coordinate the work of the T ACs. 
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The five Technical Advisory Committees were inaugurated in July 1993. A planning 
workshop for line ministries and NGO's was held in August (1993) in Akosombo to set 
priorities for policy implementation and establish a spirit of collaboration between the 
agencies. This workshop was the beginning of a series of NPClMinistrylNGO consultations 
which will result in developing a population plan of implementation. 

In its capacity as interim Secretariat, the SSPU is currently conducting a number of activities. 
One "stream" of activities is organized around reviewing and revising the population policy, 
with financial and technical assistance from the UNFP A. The draft revised policy, which is 
currently being reviewed in a series of regional and national meetings and workshops, 
contains many of the components of the previous policy, including targets for fertility decline. 
However, it differs from the previous policy in that it sets up a stronger policy implementa­
tion framework to support not only fertility decline but also broader demographic and social 
objectives. 

The SSPU is also reviewing a study prepared by the Ghana Institute for Management and 
Public Administration (GIMP A) which recommends structural and personnel arrangements for 
the permanent Secretariat. Until a permanent body is established, the interim secretariat will 
carry on the work of recruiting temporary staff and establishing the office protocols and 
physical premises. 

B. Analysis of the Policy Environment 

Strong political support often has been a key issue for development of national family 
planning programs. As noted, the policy climate in Ghana for population programs has 
significantly improved over the past five years. Continuing improvement in the policy 
environment, which will greatly facilitate program success, will include a strengthening of the 
political commitment to the population policy objectives (at all levels), and augmenting the 
capacities of the NPC Secretariat. 

Two important political processes are occurring simultaneously in Ghana that will change the 
policy environment: democratization and decentralization. These processes are taking place 
during an upturn in the national economy that follows a period of severe structural adjustment 
during the 1980's. As a result of these dynamics the policy environment in Ghana can be 
characterized as very fluid. 

The move toward a competitive multi-party political system has opened new opportunities for 
influencing government policies from many directions and is expected to result in more 
responsive government, while simultaneously creating new roles for various interest groups. 
This implies an increasing importance for civic education in order to ensure informed political 
participation. 

I\y . \ \ . 
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In line with the democratization process and in an effort to make the government more 
efficient, the Ghanaian government is undergoing a process of administrative (as well as 
political) decentralization. Law 207 in 1988 established 1 10 districts, each with an elected 
District Assembly which will set and budget programs at the district level. Twenty two 
central departments and ministries are also being decentralized (a process assisted by a 
number of donors) and will eventually be responsible for implementing the decisions of the 
local assemblies. This decentralization process is ongoing and both the fonnal and de facto 
relations between the center, the regions, and the districts are still being defined. 

Financial decentralization details remain under negotiation, but ultimately, each district is 
mandated to raise its own revenues, recruit and pay its own staff, and finance its activities 
with marginal support from the central government. To date, control over provision of 
services such as health care and education l~mains vested in the central ministries which 
delegate to personnel at the lower levels. Nevertheless, the Ministry of Health seems to be in 
the vanguard of the decentralization process with the institution of Primary Health Care 
(PHC) program as the basis for delivery of health services. The MOH was restructured in 
July 1992 to place responsibility for service delivery at the regional and district levels, 
retaining policy development and technical assistance functions at the central level. In 
addition, the MOH has adopted its own plan to build up the capacities at the district level. 
District Health Management Teams have been established to assume greater district autonomy 
in setting priorities and delivering services, but the financing of programs has not devolved 
yet. 

C. Current Issues and Constraints 

Political Commitment: Although there are clear indications that political support for 
population programs is improving in Ghana (and there has been little organized opposition), 
the political commitment must become much more broad-based throughout all levels of the 
political system in order to support a strong population and family planning program. Some 
policy makers, community leaders, and even health service providers are uninformed (or 
misinformed) about family planning and other broad population issues. Such commitment and 
awareness must be increased significantly if expanded population programs are to be success­
ful. 

Broadening participation in the policy revision/implementation process will: (1) improve the 
policy itself by ensuring relevance to concerns beyond the center as well as broad social and 
cultural acceptance; (2) establish a sense of "ownership" among a wider set of actors (geo­
graphic, ethnic and religious groups, districts); and (3) facilitate successful implementation 
through mobilizing support of the bureaucracy and significant social groups. 

Policy Implement:.ltion: NPC Institutional Devel'Opment: Effective policy implementation will 
require a technically capable NPC Secretariat that can provide leadership for the overall 
program and facilitate and coordinate program efforts. As noted above, the NPC Secretariat 
has been given the mandate to conduct a very ambitioUs program over the next few years. 
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These activities will require a large pool of analytic and technical skills which must be identi­
fied or developed as well as sustained technical assistance until this capacity is built. 

One key constraint to program coordination and policy implementation is the interim nature of 
the Secretariat in which SSPU staff are responsible for both NPC activities as well as SSPU 
duties. This overload of responsibility, as well as insufficient staffing, has resulted in much 
pressure put on the interim secretariat. The interim Secretariat has good support from the 
Population Impact Program (PIP) at the University of Ghana (Legon) for many of its activi­
ties, but PIP also is understaffed considering its workload. Upon creation of the permanent 
Secretariat, these staffing issues should be resolved. However, the responsibilities of the 
Secretariat will be diverse and will require a large pool of analytical, technical and political 
skills which, as noted, will take some time to create. 

A second issue is the need to develop strong, supportive working relationships among the 
ministries and involved agencies and the NPC/Secretariat. At this time there are, understand­
ably, inconsistent perceptions of the respective roles of the ministries and NPC Secretariat as a 
coordinating body. It is clear that it would be helpful for some of the major actors involved 
to visit other countries where an NPC-type agency is performing the functions delegated to 
Ghana's NPC and to see how such relationships and coordinating mechanisms develop. 

Another key issue is that of Secretanat support for policy implementation at the regional and 
district levels. The Secretariat should, ideally, be able to assist the districts and provide 
leadership and guidelines for district popUlation coordinating groups. In order to achieve this, 
NPC itself should have (or have access to) the financial resources and analytical and technical 
capacity to provide such assistance. In addition, linkages to the district level from the NPC 
must be strengthened. 

D. Recommendations 

There are a number of ways in which the policy environment for population programs needs 
to be strengthened at present in Ghana, through the NPC and through activities with key 
agencies and organizations in both the public and private sectors. 

Political commitment: It is critical for long range program success that there be broad 
participation in, and consensus about the revision of the national popUlation policy so that it is 
not perceived as imposed from above or unrelated to the experience and concerns of people in 
the districts. Activities are needed to raise awareness of population issues among the general 
public and special target groups (religious groups, parliamentarians, line ministry staff, etc.) in 
order to strengthen the policy consensus. 

In particular, as the district assemblies will be more resp'lnsible for setting program and 
budget priorities in the future, local leaders, interest groups, and planners (and the public) 
must be educated about the importance of population programs so that they can make 
informed decisions regarding program support and administration. IEC programs, both 



Anne" F !'g.11 of 63 

general population awareness and for family planning are needed, tailored to local conditions 
(and in local languages) in order to improve their effectiveness. 

NPC Institution-Building: A professionally respected, politically influential Secretariat will 
be able to motivate all other aspects of the program, facilitate the work of the involved 
ministries and agencies at all levels, and coordinate activities so that efforts achieve synergy. 
Technical assistance provided from USAID centrally funded projects, and UNFPA, intensive 
in the early stages, can gradually be phased out as the Secretariat develops capacity--thus 
achieving a measure of technical sustainability prior to other program components. 

/ 
~) 
\ 
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v. DEMAND FOR MODERN CONTRACEPTION 

In 1988, the Demographic and Health Survey (DHS) found that use of contraceptive methods 
overall in Ghana was very low at less than 13 percent; use of modem contraceptives was only 
5.2 percent. The 1993 CBS, however, suggests that considerable gains have been made 
during the past five years. The CBS found ~urrent use of modern contraceptives among 
married women had increased significantly to 14.8 percent. This prevalence was strongly 
weighted towards temporary methods. Among currently married family planning users 5.9 
percent use the condom and 5 percent use the pill. Vaginal foaming tablets are used by only 
1.9 percent, injections by 1.8 percent, IUDs by 0.8 percent, and female sterilization by 0.3 
percent of married women. Moreover, the study found that 14 percent of all women were 
currently using modem contraception and that 12 percent of them had used modem contra­
ceptives for over three months and 9 percent had used them for over a year. 

In 1993, somewhat more than one-quarter of currently married women in Ghana do not want 
more children. Though this is about the same proportion as in 1988, the proportion of 
married women who report being undecided about whether to have another birth has doubled 
from 9 percent in 1988 to 19 percent in 1993. The proportion of women older than 35 who 
want no more births also increased from 45 to 53 percent. Among women with four or more 
children, the proportion who do not want more children increased from 45 to 60 percent 
between 1988 and 1993. 

In order to increase demand and thus expand the use of effective contraception, potential users 
must move along a continuum from awareness and knowledge, through interest/motivation, 
trial and assessment to retrial/commitment. The 1993 data indicate a significant improvement 
in the pattern of contraceptive use, essentially achieving the FPHP target of 15 percent for 
married women, as well as a notable shift in attitudes towards further childbearing. Neverthe­
less, contraceptive prevalence in Ghana remains relatively low, raising the question of how far 
along this continuum Ghanaian women are willing to move. 

Though attitudes toward family planning in Ghana are generally positive, awareness of 
individual methods among all women as reported in the 1993 baseline remains relatively low, 
ranging from 10 percent for male sterilization to 34 percent for IUDs, 65 percent for orals, 
and a high of 70 percent for condoms. Condom awareness has increased to 70 percent from 
only 49 percent reported in the 1988 DHS. 

Basic knowledge of individual methods lags even further behind awareness. Though 70 
percent of all women are aware of condoms, only 48 percent know how to use them. 
Similarly, knowledge of use of pills is only 34 percent, of injections 26 percent, and of IUDs 
22 percent. 

The strategy for the communication campaigns under FPHP is to specifically address the low 
level of knowledge of all the methods. IEC efforts focus on community mobilization and 
interpersonal communication supported by public relations and media campaigns. Public 
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sector IEC campaigns providing method specific information will be supported by brand 
specific campaigns addressing the benefits of the social marketing products. 

In order to support this information base and encourage successful trial, the FPHP is also 
continuing to train health personnel about the methods and their contraindications as well as 
in family planning counseling techniques. Through this training, health personnel are 
encouraged to realize that their responsibilities include the creation and support of demand, as 
well as the delivery of services, and they are trained in outreach and interpersonal communi­
cation techniques. 

FPHP is also working with NGOs to develop information and distribution systems since they 
can provide excellent networks to reach women with information, support and products. 
However, these networks will take time to develop before they can effectively and efficiently 
reach the target audiences for demand generation. Once they can demonstrate the effective­
ness of their efforts, the N GO network might be expanded even further to target rural 
audiences and other key groups such as youth and men. 

There are additional "message and product deliverers" who are not currently included in the 
FPHP who can extend the reach offamily planning efforts. Networks such as those provided 
by agricultural extension agents and teachers provide highly respected sources of information 
and could potentially provide supplies as well. The NPC workshop held in Akosombo in 
August 1993 specifically identified these agents as a necessary target of future family 
planning projects. 

A. Constraints to Demand for Non-Clinical Methods 

Lack of awareness and knowledge of individual methods continue to be major harriers to use. 
Thirty-five percent of never users state that they are not using contraceptives due to lack of 
knowledge; 14 percent cited fear of side effects as a reason for non-use. 
In more urban settings, especially in the south, where women are more educated and there is 
greater acceptance of modem contraceptives, evidence suggests that improving knowledge of 
products and increasing awareness of sources has a positive impact on prevalence. Service 
statistics in districts that had information campaigns indicate an increase in awareness and trial 
of modem contraceptives as a result of the campaign. These results highlight the importance 
of providing proactive outreach, where women are sought out to be given information, support 
and access rather than waiting for women to seek out the information, products and services. 

Another factor t11at is particularly important in Ghana is the extent to which husbands or 
partners are knowledgeable about, or approve of the use of contraception. There is general 
consensus in Ghana that, to date, men have not been adequately involved in the family 
planning program, with the exception of the promotion of condom use. Among married 
women who have never used a method, 7 percent report partner disapproval as the reason. 
Data from the Situation Analysis show that 16 percent of MCH clients do not know whether 
their partner approves or disapproves of family planning, suggesting it has not even been discussed. 
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In addition to inadequate information about contraception or specific methods, there is also a 
lack of knowledge of sources for contraceptives. Only 4'7 percent of all women know that 
condoms can be obtained from pharmacies; only 28 percent know that pills can be obtained 
there. Similarly, only 32 percent mention MOH clinics as a source of condoms and 33 
percent of women mention MOH as a source of pills. 

The difference found ~n the baseline between trial and current use also indicates that there is 
substantial discontinuation. Former users report that they are not contracepting because of 
lack of knowledge, as weB as because of fear of side effects and partner disapproval. This 
finding underscores the need for more information and support for women to increase their 
knowledge about specific methods and reduce their health concerns as well as a need to 
educate men about the benefits of contraception in order to foster greater levels of 
continuation. 

Once women have a positive attitude toward family planning, and are aware and knowledge­
able about methods and their sources, they can proceed to try the methods, evaluate that trial, 
and, if the trial is successful, continue to use the method. This process is greatly facilitated 
by the involvement and approval of their partners. In Ghana, as a result of the low levels of 
awareness and knowledge, tri&l of modern methods ( ever use) has been limited. According to 
the 1993 CBS, for all women, trial of any modern method is 32 percent, ranging from 1 
percent for IUD, and 3 percent for injection to 5 percent for vaginal foaming tablets, 12 
percent for the pill and 18 percent for condoms. 

At present the FPHP does not include a well-developed ~ystem of CBD workers who could 
provide information and thus expand the demand for Contraceptives. Through the American 
College of Nurse Midwives (ACNM), FPHP currently supports MCH training for Traditional 
Birth Attendants (TBAs) that includes family planning. This training is intended to enable 
TBAs to provide information and serve as CBDs. Educating TBAs about family planning can 
provide important access, especially to more rural women. It is unclear whether TBAs are the 
most appropriate group as a whole to serve as CBD workers, although individual TBAs may 
serve successfully in this role. 

B. Constraints to Demand for Long-Term Methods 

Demand is even lower and the supply infrastructure is much less developed for the long-term 
clinical than for the non-clinical methods. The 1993 FPHP baseline also clearly demonstrates 
the demand situation for long-term and permanent methods: among all women, awareness 
of injectables was 50 percent, IUDs was only 34 percent, female sterilization was 35 percent, 
and male sterilization was only 10 percent. Moreover, only 23 percent of women were aware 
of that MOH clinics were a source for IUDs; only 5 percent were aware that PPAG was a 
potential source. 

Very few women possess basic knowledge about long-term methods. Only 26 percent of 
women know how to use injectables; and only 22 percent of women have a basic knowledge 
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about IUDs. No data were available about knowledge of sterilization or NORPLANT®. 

Trial lags even further behind with only 3 percent who ever used injectables; 2 percent who 
have tried IUDs, and .3 percent who have been sterilized. Current use of injections was 2 
percent and IUDs was only 1 percent. Additionally, private providers who were previously 
trained in IUD insertion report lack of demand for their services and many public clinical 
programs are under-utilized. 

The development of demand and supply for these methods must be approached in a coordi­
nated manner. For example, it is difficult to train providers in sterilization or IUD techniques 
without an adequate number of clients. Similarly, once trained, health workers must have 
adequate opportunity to practice the techniques to maintain their skills. On the other hand, 
programs must be careful not to develop demand ahead of the capacity to service it, or 
potential clients may be frustrated. 

The environment of acceptance is also lower for clinical than non-clinical methods. Numer­
ous myths exist about IUDs and there is little acceptance of even the concept of sterilization 
among either males or females. Therefore, demand generation activities are needed to allay 
misplaced fears and improve acceptance of methods. Acceptance of sterilization, especially in 
a culture that reveres fertility, is a long term effort, requiring gradual shifts in attitudes with 
increased exposure from as many sources as possible and an emphasis on interpersonal and 
community based communication efforts . 

Demand generation for long-term methods must be coordinated with and targeted to the 
development of the delivery infrastructure. Once an area has a critical mass of providers who 
are trained in the techniques and who have the time and access to the facility to perform 
them, specific demand generation activities can be targeted to that area. Women must be 
given specific information about the methods and the sources for obtaining them. 

Referral systems are needed to stimulate demand and trial of clinical methods. Because there 
far fewer potential service sites for long term methods, community outreach, CBD, pharma­
cists, and others need to be trained to refer potential clients to an appropriate source. 

Finally, at present, there is no country-wide strategy for the continued provision of 
NORPLANT®. Such a strategy must consider whether NORPLANT® will be maintained in 
the public sector or private sector and whether there is donor support for the purchase of the 
sets. Additionally, it should explore if and how the product can be marketed in the private 
sector. There has been social marketing of NORPLANT® in Mexico, where the product is 
brought in through the FPA at donor prices, but marketed through the private sector. 
However, even these prices are vastly outside the grasp of most consumers in Ghana, and 
would have to be subsidized. 
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In the longer term, training will need to continue and with the development of the infrastruc­
ture, demand generation activities can be rolled out nationally. In the long term, demand will 
continue to need to be supported with interpersonal counseling and referral systems including 
referral from the entire range of health providers. 
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VI. DELIVERY OF SERVICES 

A. Current Status 

In the public sector at present, motivation for family planning counselling and contraceptive 
methods are available at all MCHlFP service delivery points (SOPs). However, surgical 
contraception is available only at seven regional hospitals, while NORPLANT® can be 
obtained only at two sites. At present, there are over 6,000 service delivery points in Ghana, 
and an additional 12,000 individuals such as traditional birth attendants, outreach workers and 
community based distributors who provide family planning services and commodities. Under 
FPHP, the number of service delivery points covered by the Ghana Social Marketing 
Foundation (GSMF) has risen substantially from 3,000 in 1992 to 5,000 in 1993 with an 
expected increase of 2,000 per year. 

With respect to deployment of staff, MCHlFP manpower policy has not been successful. 
Despite decentralization efforts, as of 1992 Greater Accra had 70 MCHlFP professionals 
above that required to meet the national average staff to population ratio of 1 :41 ,348. 
Similarly, disparity in the distribution of Community Health Nurse Midwives persisted, with 
disproportionate concentrations in Eastern, Greater Accra and Volta regions. 

In Ghana, the lines between the public and private sector delivery of family planning products 
and services currently are not rigid. Public sector products are purchased at subsidized prices 
by private sector midwives and resold at those same prices to family planning clients. In 
some cases, private hospitals take the place of public hospitals in serving remote clients, while 
PP AG often holds its sessional clinics in public sector facilities. Private doctors must serve in 
the public sector before being able to open a private practice. However, though there is 
mutual support between these two sectors, there is currently limited opportunity for active 
collaboration and joint strategic planning which would increase the efficiency of cooperative 
efforts. 

A more effective public/private sector collaboration is essential to efficiently direct both 
public and private sector resources to be maximally effective. Efforts have already been 
initiated in some regions to open discussions between public and private providers. The 
National Population Council can provide a mechanism to define areas for coordination and 
collaboration. The NPC is also an appropriate forum for the development of a strategy for 
NORPLANT® introduction and roll-out, for example. 

Additionally, the NPC can provide a forum for the Ministry of Health to approve the 
parameters of private sector service delivery under GHANAP A, without having to be involved 
in their day to day management. The NPC can facilitate the development and extension of 
private delivery systems by ensuring that private doctors and midwives have access to 
training, equipment and supplies necessary to deliver family planning services in accordance 
with MOH regulations. 

. . 
~\ 
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B. Analysis of Service Deliyery 

In a short five years, the family planning program in Ghana has moved from the "emergent" 
level, in which modern method prevalence is 0-7 percent to the "launch" phase (modem 
method prevalence 8-15 percent) and over the course of the next five years will be well into 
the "growth" phase. The "launch" phase ~f a family planning program is one in which 
political and popular support for family planning grows while customary practices which 
impede service delivery are changed. Method choice expands to include longer acting and 
permanent methods of contraception, but this must be done carefully in conjunction with IEC 
efforts to address consumer attitudes and knowledge about these methods. In this phase. the 
private sector takes on an increasingly important role in complementing the services already 
available in the public sector. 

A program in the "growth" phase, which will be the target of GHANAPA, concentrates on 
expansion of services and quality of care, while integrating these services into already existing 
programs. The emphasis is on a method mix with a greater proportion of more effective 
methods (IUDs, injectables, NORPLANT® and surgical contraception) and expansion of the 
availability of non-clinical methods to low income consumers and hard to reach clients in the 
rural areas. To accomplish this shift, the established target is to have the more effective 
metbods comprise 40 percent of the method mix. The following shows the projected method 
mix for the year 2000. 

METHOD 

Condoms 
Injectables 
IUD 
Oral Contraceptives 
Vaginal Foaming Tablets 
NORPLANT® 
Female Sterilization 

TOTAL 

PERCENT 

5.40 
5.00 
1.80 
5.40 
1.20 
0.20 
1.00 

20.0 

Details of the TARGET MODEL from which these figures were derived are given in 
Attachment __ _ 

1. Short-Term Methods 

Short-term methods are provided through the public sector and a variety of private sec­
torlNGO channels including the Ghana Social Marketing Foundation (GSMF), Ghana 
Registered Midwives' Association (GRMA) and Planned Parenthood Association of Ghana 
(PPAG). Of the sixty-five percent of short-term methods supplied by the private sector, 
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OSMF provides nearly 84 percent, the remainder being provided by PPAG, GRMA and other 
NGOs. Following is a brief description of the three major private sectorlNOO organizations 
involved in the Mission's family planning activities, as well as information on other NGOs 
that receive assistance under FPHP and are expected to continue under GHANAPA. 

o Ghana Social Marketing Foundation 

The Ghana Social Marketing Foundation, established as the Ghana Social Marketing Program 
hl 1985, is a non-profit, incorporated, private sector organization dedicated to improving the 
quality of life of individuals and families through the provision of affordable and accessible 
family planning and maternal and child health products and services. The organization 
became a private company in 1993, governed by a board of directors, and is now the largest 
provider of private sector contraceptives in Ghana. 

GSMF has been receiving financial support and donated contraceptive commodities from 
USAID/Ghana since 1985 (?) under both the Contraceptive Supplies Project and the FPHP. 
Under FPHP, GSMF has received significant training and technical assistance which has 
strengthened the organization's financial management and administrative capabilities, 
established procurement procedures, and improved overall accountability. 

GSMF capitalizes on the efficiency of the private sector to improve existing distribution 
channels to extend access to family planning products and services, and now supplies 5000 
pharmacy and chemical retail shops throughout Ghana. GSMF currently sells two brands of 
condoms and one brand each of oral contraceptives, vaginal foaming tablets and oral 
rehydration salts. 

By using three different distributors for their products (discussed in section 9 on Commodi­
ties), GSMF has now expanded its client base to include private midwives, supermarkets, gas 
stations, packaged goods stores, local markets and hairdressers with a goal of reaching 10,000 
retail outlets by 1996. Plans call for injectables and IUDs to be sold to private doctors and 
clinics as the program emphasis shifts to long-term methods. GSMF engages in extensive 
product promotion to increase awareness and knowledge about the benefits of the products, 
and training to ensure that retailers can provide correct information about the products. 

As indicated in Table 1, GSMF has almost quadrupled its total sales since 1986. Such a 
significant increase demonstrates that consumers are willing to pay for contraceptive supplies 
and speaks to the future sustainability of the program. GSMF currently recovers 15 percent of 
its recurrent costs through sale of products. FPHP project assistance covers the remaining 85 
percent. By the year 2000, GSMF projects increasing its share of recurrent costs to 54 
percent. 
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Table 1: GSMF Commodity Sales According to Method by Year 

CONDOMS FOAMING ORALS TOTAL 
TABLETS 

1986 1,323,600 - - 1,323,600 

1987 2,519,100 544,200 284,900 3,348,200 

1988 3,501,100 614,500 350,000 4,465,600 

1989 3,214,300 724,700 431,300 4,370,300 

1990 3,586,500 1,602,172 451,082 5,639,754 

1991 3,748,300 1,911,332 453,839 6,113,471 

1992 4,026,651 2,190,392 379,097· 6,596,140 

PERCENT 204 percent 302 percent 33 percent 398 percent 
INCREASE 

·The decline in oral ~ales noted in 1992 is a result of (I) supply problems due to start-up of new USAIDIW contract 
for procurement of c,:mtraceptives; (2) difficulties with the local distributor. The worldwide contract is now in place 
and distribution has been expanded to include three local distributors. 

Source: GSMF Quarterly Returns, 1986-1992. 

As elaborated upon in section __ and Annex __ of this document, GHANAP A will 
establish an endowment or trust f.Jlld for the GSMF to allow the Foundation to develop an 
investment strategy for self-sufficiency. It is anticipated that by utilizing such an investment 
mechanism in conjunction with income generated from sales, GSMF will be able to cover all 
recurrent costs and generate enough income to begin purchasing a portion of contraceptives 
with ten years. 

o Planned Parenthood Association of Ghana CPP AGl 

PPAG is a private NGO and is the local affiliate of the International Planned Parenthood 
Federation (IPPF). PPAG is the largest NGO provider of family planning services in Ghana, 
and currently provides 14 percent of the total short-term methods in the privatelNGO sector. 
PPAG receives the majority of its commodities through IPPF and funding from the World 
Bank, and delivers them through its family planning system, as well as through a system of 
community-based distribution (CBD). At times, PPAG has experienced commodity shortages 
or outages due to delays in the provision of these goods. However, under the new centrally­
funded agreement between AIDIWashington and IPPFlLondon, adequate supplies of all 
contraceptives should be re~·iily available. 
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PP AG has developed strategic plan for 1995-2000 which calls for the expansion of delivery of 
short-term methods, particularly through its CBD program, as well as an increase in the 
delivery of long-term methods through its family planning clinics. PPAG places a particular 
emphasis on target groups such as adolescents and men. The GHANAPA program plans to 
provide a grant to PPAG to expand its family planning programs, particularly with regard to 
long-term methods, and to reach underserved populations through its CBD program and 
programs for adolescent. In the event of occasional shortages, GHANAPA will also provide 
commodities as needed through the GSMF to supplement those received from IPPF, thereby 
assuring PP AG of a constant supply of short-term methods, and further increasing the 
commercial distribution of short-term commodities. 

o Ghana Registered Midwives Association (GRMAl 

GRMA is a non-governmental organization which consists of approximately 500 registered 
nurse midwives, who serve as private practitioners and provide pre-natal, delivery and family 
planning services to women throughout the country. Under the FPHP, USAID/Ghana has 
provided funding to GRMA for the training of its members in general family planning 
information, and the provision of short and long-term methods. To date, 275 members have 
received training in family planning and receive commodities through the MOH and GSMF; 
45 have been trained in IUD insertion. USAID funding to GRMA began in 1987 through a 
grant from REDSOI WCA to establish the organization, while USAlD/Ghana funding under 
FPHP began in 1992 to help establish appropriate administrative and financial management 
structures. While thus far GRMA accounts for only a small percentage of the overall NGO 
provision of family planning services, it provided nearly 5000 couple years of protection in 
1993 and is an important channel for provision of family planning and other reproductive 
health services in the private sector. GHANAP A will continue to provide training support to 
GRMA in long-term methods, particularly the IUD, as well as supply short-term methods 
through GSMF. Over time GRMA will increase its overall share of family planning, further 
shifting provision of these services to the private sector and thereby increasing program 
sustainability . 

o Other NGOs 

Under FPHP, USAID/Ghana provides funding for training in counselling and referral, IEC 
materials, and contraceptives through the GSMF to 10 local NGOs as part of the community­
based distribution program. The NGOs are selected based on their involvement in providing 
family planning services and referrals and on their ability to utilize messages developed under 
the IEC activities of FPHP. Linkages between the GSMF and other project activities, 
including IEC, and the NGOs will continue and perhaps be expanded under GHANAP A. 

It will be a major accomplishment if, at project's end, a substantial portion of the procurement 
and distribution of short-term methods is fmancially self-sufficient. 
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2. Long-Term Methods 

In order to achieve a significant decline in fertility, a shift to long-term methods must take 
place during the growth phase of Ghana's population program. This requires increasing the 
current number of users of long-term methods from 48,000 in 1993 to approximately 236,000 
by the year 2000, which corresponds to 20 and 40 percent of all users in 1993 and 2000 
respectively (Table 2). 

Table 2' Current and Proiected Number of Users of LoOlz-Term Methods 

1993 2000 

METHOD Percent Number Percent Number 
(OOO's) (OOO's) 

IUD 5 13 9 53 

NORPLANT® 0 0 1 6 

Injectable 12 30 25 147 

Female Sterilization 2 5 5 30 

TOTAL USERS 19 48 40 236 

TOTAL Cypl 95,000 281,000 

,,()( JKl :t<:: TAKli~T Mode (Annex ) an d Consumer Baselme :survey, The }'utures Uroup, 
1993. 

Table 3 shows the annual numbers of long-term procedures projected to meet these targets. 
While these numbers project a rapid growth, they are consistent with the demand analysis 
presented earlier. For these targets to be met, there must be a significant increase in the 
number of service delivery points for long-term methods and numbers of personnel trained in 
counselling and performing these procedures. 

lCouple Years of Protection -- contraceptive protection for a 
couple for one year. For example, four doses of the injectable, 
Depo Provera, annual yield one CYP. There are standard values used 
for each method which account for various factors which permit 
comparison of programs, although country- or region-specific values 
need to be incorporated to reflect local circumstances. For 
example, if women are sterilized on average at age 38, as they are 
in Ghana, they will not benefit from the full 12.5 average years of 
protection associated with sterilization. In this analysis, the 
following values were used: IUDs - 2.5 CYPi NORPLANT® - 3.5 CYPi 
Injectables - 4/CYPi Sterilization - 8 CYP . 

. . 
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Table 3. Numbers of Procedures Projected Annually by Type of Procedure 

VSC NORPLANT'" IUD 

1994 1,049 781 10,700 

1995 3,394 767 15,590 

1996 4,108 1,431 16,330 

1997 4,872 1,423 18,470 

1998 5,678 2,271 21,570 

1999 7,803 2,776 24,050 

2000 7,412 2,267 26,530 

,ource: TAIUit<:"1 MOdel (see Annex h) 
... In some years, TARGET requires fewer NORPLANT insertions because the denominator (women of reproductive 
age) is increasing at a faster pace than the numerator ( percent of method mix). 

There are currently fifteen sites providing sterilization procedures throughout the country. In 
1993, the Association for Voluntary Surgical Contraception (AVSC) conducted an assessment 
of 100 additional service delivery points to determine their suitability as sites where long-term 
(clinical methods) could be offered. These sites consisted of university teaching hospitals, 
regional, district, military and missionary hospitals as well as polyclinics, NOO clinics and 
private physician facilities. The assessment included an analysis of services offered, space 
requirements, equipment and supplies, and training needs, and concluded that of the 100 sites, 
35 require major renovation ( > 3.5 million cedis; approximately S3,750 at the rate of C935 = 
SUS1) and 20 require minor renovation « 3.5 million cedis). The remaining sites require 
equipment only, no assistance at all, or renovation is .'lot possible because the space is rented. 

The analysis indicates that once renovated and equipped, these 100 sites plus the existing 
fifteen will be adequate for providing the required number of procedures. However, these 
facilities are also utilized for other types of surgery and operating room access for family 
planning procedures has been cited as a constraint by providers. This issue will be addressed 
by reaching agreements with each facility regarding availability for provision of long-term 
family planning methods. 

An analysis of training requirements to perform the number of clinical procedures necessary 
indicates that an additional 340 doctor/nurse teams are needed for sterilization, 40 doctors and 
200 nurse midwives for NORPLANT® procedures, approximately 600 trained and practicing 
nurse-midwives for IUD insertion, and a minimum of 900 personnel for counselling and 

'\ 
\~ . 
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referral. Since 1991, pre-service training in IUD insertion has been included for all nurse­
midwives and public health nurses, of which there are approximately 300 graduates each year. 
However, not all of the nurse-midwives assigned to the public sector are given IUD kits and 
not all are put in clinical service units where they can practice. In the private sector, 275 of 
the approximate 500 registered nurse-midwives have been trained in general family planning, 
and forty-five of those have received clinical training and are currently performing IUD 
insertion. 

C. Constraints 

Overall, there are several service delivery gaps in the current program which would benefit 
from additional resources. The first is the lack of programs for adolescents which would 
provide services in addition to information and counseling. These services are needed in a 
setting which is outside the usual MCHlFP context, providing maximum privacy to the teen. 

Post-abortionlpost-partum services also receive little emphasis at present. There are many 
missed opportunities to educate women about family planning during this period. The 
situation analysis found that 47 percent of family planning clients have had an unwanted preg­
nancy and 50 percent of these women have had an abortion. Of 1,']97 women visiting MCH 
facilities and interviewed, 62 percent have never used a family planning method. Of those 
v/ho are currently using a method, many were not aware that family planning was available in 
the same service delivery site where they were receiving MCH services. Training for post­
partum IUD insertion for nurse midwives and private physicians, as well as training in 
counselling and referral for post-abortion patients would begin to address this overlooked 
popUlation. 

Third, the rural areas are underserved. caD programs are needed which can get the services 
out to the remote areas. 

In assessing the constraints to the delivery of services, it is useful to consider clinical (surgical 
contraception, IUDs, injectables and NORPLANT®) and non-clinical (pills, condoms, VFTs) 
methods separately, as the level of demand and the supply infrastructure vary for the different 
types of methods. For example, the distribution systems are more developed for non-clinical 
methods than for clinical methods because the previous US AID family planning projects 
focused on building demand and delivery mechanisms for non-clinical (supply) methods. 

1. Constraints to the Supply and Delivery of Non-Clinical Methods 

Public Sector: In the past, the public sector has experienced considerable disruption in the 
supply of non-clinical contraceptives. Stock outages have occurred for almost all the methods 
at different times due to problems with ordering, shipment, clearance and inventory levels. A 
recent (February 1993) Family Planning Logistics Management (FPLM) assessment reported 
improved stock management in the public sector. However, the 1993 Situation Analysis 
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indicated that there continue to be moderate levels of stock outs. Thirty-three percent of 
service delivery points providing the progestin-only pill reported a stockout in the past six 
months. This figure is 18 percent for VFTs, 11 percent for condoms, 8 percent for combined 
oral contraceptives, 8 percent for IUDs and 4 percent for injectables. 

NGO Sector: Members of the Ghana Registered Midwives Association (GRMA) provide 
contraceptives through their private maternities, which currently serve an average of 47 new 
family planning clients per year per maternity. Only 250 of their 500 members have been 
trained in general family planning services thus far, which limits their contribution to the 
national program. 

One major constraint to developing the NGO delivery network is the lack of funds to support 
NGO activities. Though training has been offered to NGOs under the current project, the 
reality is that the participation of these organizations requires financial and logistical support. 

Private Sector: Many of the constraints to the supply and delivery of non-clinical methods 
in the private sector have been addressed under FPHP. However, there are still rural areas in 
which these products are not available. Training, including refresher training, for pharmacists 
and chemical sellers will have to be conducted to maintain the momentum of the current 
progranl. Most private physicians are not trained to counsel, refer or provide family planning 
services. 

As the program moves from the "launch" phase into "growth", follow-on activities will need 
to place greater emphasis on reaching rural areas and in establishing a sustainable training 
capacity and in-service training of family planning providers in all sectors. 

2. Constraints to Supply and Service Delivery of Long-Term Methods 

The service delivery capacity for provision of clinical contraceptive methods is not well 
developed in either the public, NGO or private sectors. To date the major emphasis of the 
work of JHPIEGO and A VSC has been the training of the public sector to deliver these 
services, although both organizations have provided limited private sector training. 

Those who have been trained have the capacity for far more procedures than they currently 
perform, since many have other duties and access to clinical facilities may be limited. There­
fore, the actual capacity is reduced. Additionally, the coverage of the training has been very 
limited. Many areas have no capacity to provide any of the clinical methods to potentially 
interested women. 

The training that has been done has also not been well orchestrated and documented. Some 
providers have been trained in general family' planning, others in IUD insertion, others in 
sterilization. There is no clear record of IUD trainees, where they are, whether they are 
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currently practicing and so forth. Since future efforts require the development of demand 
concurrently with the development of a service delivery capacity, it is critical to be able to 
identify and locate past and present trainees. 

Public Sector: In the short term, the lack of an adequate service delivery infrastructure for 
clinical methods remains a major constraint to meeting prevalence targets. The IUD has the 
greatest acceptance and the greatest potential for increasing prevalence but the number of 
trained service providers is very limited. Training is also limited by the number of sites 
where those receiving theoretical training in long term or permanent methods can receive 
practical training. The development of training sites must be done in a coordinated fashion, 
rather than separately for VSC and IUD insertion. 

Private Sector: The private sector clinical service delivery infrastructure is the most underde­
veloped of all the sectors. Only 64 private physicians (out of only 300) have been trained in 
IUD insertion techniques. 

D. Recommendations 

NGOs not only can play an important role in creating a supportive environment for the use of 
family planning by providing a forum for reaching women and men to increase knowledge 
and trial, they can also provide a network for distribution of non-clinical family planning 
methods. NGOs should be used to provide support and distribution to areas of low preva­
lence that are unserved by either the public or the commercial sectors, or where more 
intensive proactive support is required. 

Private midwives furnish an excellent network to promote and support family planning 
services, given their role in providing reproductive health care to their clients. In addition to 
training in basic family planning, greater numbers should be trained in IUD insertion. In 
addition, they should be utilized to provide injectables, as well as NORPLANT®. 

In the longer term, to increase the sustainability of family planning service delivery in Ghana, 
the private sector must play an even greater role in the provision of services. The GSMF 
currently is investigating the addition of injectables and IUDs to its product line. Distribution 
would be through the network of midwives and doctors. 

The Society for General Medical and Dental Practitioners represents private medical practitio­
ners. Currently, private practitioners have no formal distribution network which supplies them 
with either non-clinical or clinical methods. Linkages should be established between the 
Soci.ety and the GSMF to ensure participation of its members in training programs, and to 
provide access to contraceptive supplies. After an initial test of the private provision of non­
clinical family planning services, a more extensive social marketing of long term methods 
should be initiated. In this scheme private providers can be trained in a range of family 
planning methods, can receive their products from the GSMF and their network can be 

•• 
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promoted through GSMF. Providers can be trained to be more consumer driven and improve 
their quality of care, as well as to promote their services. Extensive support for longer term 
methods and private pI'Oviders can be provided by public relations activities and referral 
networks. Family planning counseling training should be expanded to include the staff of 
private providers. 
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VII. Quality of Care 

The 1992 Annual Report of the MCHlFP unit reports that, despite increases in the number of 
SDPs there continue to be problems with poor continuity and underutilization of services. A 
major factor is the quality of care. Factors such as avail@ility of services, provider attitudes, 
and lack of skill may play a role in mitigating the significant improvements in family 
planning service coverage that have been achieved in Ghana. Many of these issues can be 
examined using data from the Situation Analysis. Selected findings are presented below: 

Counselling skills: 

• 33 percent of new clients report that they were not given information about 
side effects of the method accepted 

• 39 percent of clients report that they were not told about switching to another 
method if they had problems 

• 23 percent of new clients report that they were not told how to manage side 
effects of the method accepted • 

• 26 percent of new clients were asked whether they had a method preference 

• 44 percent of providers were not willing to provide information and counseling 
on AIDS to family planning clients \ 

Technical competence: 

• 11 percent of providers indicated that they knew of no major problems associat­
ed with pill use requiring return to the clinic; 13 percent reported ho such 
medical problems associated with IUD use or injectable use 

• in 33 percent of pelvic examinations, the provider did not wash hands before 
the examination 

Acceptability of services: 

• the average visit was 17 minutes long 

• other family health issues (including AIDS) were discussed in fewer than 13 
percent of the client/provider interactions 

• 25 percent of providers did not mention condoms as a way to avoid AIDS 
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Mechanisms to encourage continuity: 

• 19 percent of continuing pill clients coming for resupply and given pills during 
the visit were given only one cycle; 14 percent were given two cycles; 61 
percent were given three cycles 

33 percent of facilities providing the progestin-only pill had a stockout in the 
past six months; this figure was 18 percent for facilities providing VFTs and 11 
percent for facilities providing condoms; 8 percent for both combined pills and 
IUDs; and 4 percent for injectables 

Method choice 

21 percent of new clients indicated a method preference; 26 percent of new 
clients were asked by the provider if they had method preference 

• 33 percent of new clients reported that they did not receive the method that 
they preferred; 28 percent of these clients reported that they were disappointed 

• 17 percent of new clients reported that the method they received was the only 
method that was discussed with them during the consultation 

Clearly, training in counselling, referral and clinical skills will improve the quality of services 
provided in all sectors. 
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VIII. PROVIDER PRACTICES 

A. ~ 

In Ohana, as in most countries, increasing attention is being given to the quality of services 
provided (see Section 7 above). Nevertheless, certain restrictions or provider practices 
designed or intended to ensure high quality have the effect of limiting access to family 
planning services without necessarily improving quality. Such restrictions have come to be 
referred to as "medical barriers." These restrictions are imposed on the individual in the name 
of quality of care, because of a "perceived" medical risk, or more typically because of lack of 
knowledge about the latest contraceptive technology. These restrictions can appear as 
inappropriate eligibility criteria, misinterpretation or overstatement of a medical contra­
indication, restrictions on who can provide certain methods, process hurdles such as repeat 
medical examinations or laboratory tests, and provider biases to name a few. Taken together, 
these restrictions can prevent women who choose to plan their families from receiving the 
care they seek. Currently, there are no regulatory constraints which prohibit dispensing of 
contraceptives according to age, marital status, or partner's consent. However, clinical 
guidelines suggest that family planning is for married couples. 

B. Constraints 

To date, some attention has been given to provider practices, as well as to customs that 
constrain wider access to services. Nevertheless, additional work is required. Results from 
the Family Planning Situation Analysis suggest the presence of provider bias in service deliv­
ery in Ghana, a phenomenon whereby practitioners will not provide certain methods at all or 
not provide them te' certain categories of clients because they are misinformed about the 
safety or efficacy of the method.2 While taking medical history and blood pressure are 
certainly in order, urine and blood tests are considered unnecessary prior to providing 
hormonal methods. Not only does this practice increase the cost of service delivery to both 
the provider and the client, it creates a process hurdle for the potential client. Table 4 shows 
the percent of providers interviewed in the Ghana Situation Analysis who reported that they 
conducted certain tests prior to administering a particular method. Nearly half of all clients 
wishing to use oral contraceptives or injectables are given blood and/or urine tests. Similarly, 
pelvic exams, unless warranted by a condition noted in the medical history, should not be 
required for pill or injectable use. 

2 The Ghana Statistical Service, with technical assistance from the Population Council (a USAID contractor) 
conducted a Family Planning Situation Analysis in May 1993. Nearly 400 facilities were visited and inventoried, 
with over 650 interviews with family planning clients, over 1600 interviews with MCH clients, 783 staff interviews, 
and observations of the client/provider interaction. 



Table 4: Percent of Staff Conducting Medical Tests by Contraceptive Method 
Type 

TEST Pill Injectable IUD 

Medical history 98 98 93 . 
Blood pressure 98 98 94 

Weight 90 90 90 

Pelvic exam 45 46 89 

Breast exam 85 85 93 

Urine test 43 44 45 

Blood test/hemoglobin 55 56 51 

STD screening 26 27 4 

Source: Ghana Statistical Service and the Population Council, N.Y., N.Y. Ghana Situation 
Analysis, 1993 

Table 5 shows provider biases regarding eligibility for method use. Nearly 90 percent of the 
providers interviewed would not provide any method to a woman with fewer than three 
children. Many providers would not provide family planning to unmarried clients or without 
the spousal consent of the married clients . 

. ' 
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Table 5: Provider Eligibility Restrictions on Method Use by Method and Restriction 

METHOD PAIUTY· MARITAL SPOUSAL 
STATUSb CONSENT 

Progestin-only pill 85 26 31 

Combined pill 87 27 40 

Condom 83 5 35 

VFTs 86 5 34 

IUD 90 44 36 

Injectable 88 39 32 

Source: Ghana Statistical Service and the Population Council, N.Y., N.Y. Ghana Situation 
Analysis, 1993 

• percent of providers who will not provide method to women with fewer than three children 
b percent of providers who will not provide method to unmarried women. 

There are also age restrictions placed on provision of certain methods: 

• 10 percent of providers cited 20 as the youngest age they would provide the 
injectable; another 12 percent said the lowest age would be 25; a further 10 
percent reported that the lower age limit was 30 

• 25 percent of providers would not provide foaming tablets to clients under 18 

• 65 percent of providers would not provide the progestin-only pill to women 
over 35. 

Process hurdles are medical procedures which actually result in denied access or high 
discontinuation rates. Provision of one cycle of oral contraceptives per visit or requiring a 
brief medical exam, even if the client is a continuing user with no adverse side effects or 
complaints, can result in a client suspending use of the method. Similarly, restrictions on who 
can provide certain methods may result in fewer users. 

Inappropriate eligibility criteria can also severely restrict clients from obtaining services. It 
was noted that some providers are more willing to provide services to unmarried clients than 
to married clients without spousal consent, while other providers were reluctant to provide 
services to young or unmarried women at all. Some of these practices relating to eligibility 
criteria arise from rumors and misconceptions e.g. the delayed return to fertility thought to be 
associated with injectable use. 



These are simply examples of the current restrictions··legal, regulatory or customary-·that 
must be addressed to ensure wider access to services, as well as a broader range of methods. 

C. Recommendations 

There is much that can be done to increase access to family planning by removing medical 
barriers and improving the image of contraception. Examples of these types of impediments 
occur throughout the family planning services systems in Ghana, as discussed in the previous 
section. The examples identified may not exist in every region, or at every level of care. 
Nevertheless, to address the issue of legal and regulatory reform, there should be a thorough 
review of guidelines for the. delivery of services, which in turn might form the basis for 
reconsideration of the material presented in various training curricula. Potential interventions 
to address these issues include: 

• Review legal and regulatory constraints to policy implementation and deve-I­
opment of a reform strategy 

• Assess appropriateness of provider certification criteria 

• Improve the knowledge of providers through in-service training and workshops 

• Conduct research to validate safety and efficacy for providers and policy-mak­
ers of proposed changes in regulations 

• Develop service delivery/training guidelines 

• Conduct contraceptive technology updates for service providers, policy makers, 
the media and pre-service faculty 
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IX. COMMODJTIES 

At present, almost all commodities in Ghana are distributed by three major players: the 
Ministry of Health's Maternal and Child Health/Family Planning (MCH/FP) Division, the 
Ghana Social Marketing Foundation (GSMF), and the Planned Parenthood Association of 
Ghana (PPAG). There is little purely private contraceptive distribution, though of course 
GSMF products (and in many cases MCHlFP and PPAG products) are distributed through 
commercial networks. 

The in-country distribution systems of the three organizations are generally adequate for the 
quantities of contraceptive commodities currently flowing through them, though there are 
supply imbalances in some places. Stockouts experienced in recent years have been due 
primarily to problems in obtaining products from abroad and to difficulties in port clearance 
once commodities arrived in Ghana. These issues are largely resolved, though there are still 
periodic shortages of several items provided by UNFP A and IPPF. 

A. Status of Current Logistics Systems 

This section briefly describes the current status of logistics systems in MCHlFP, GSMF, 
PPAG, and the private sector. 

1. The Ministry of Health 

MOH services are provided through a network of some 900 service delivery points (SOPs) 
including hospitals, clinics, health posts, and villages served through outreach activities. All 
SOPs provide some level of MCHlFP services, ranging from the full gamut of clinical 
services to only motivational outreach efforts. These sub-district level services are managed by 
multi-disciplinary District Health Management Teams (DHMTs). The 110 districts are in turn 
supervised by ten Regional Health Management Teams (RHMTs) under the direction of the 
Regional Medical Officers (RMOs) and Principal Nursing Officers (PNOs). PNOs also report 
to the central MCHlFP Division in Accra for family planning and MCH activities. 

MOH contraceptives have to date been provided exclusively by donor organizations. 
However, the MOH has agreed to begin procurement of contraceptives through its own 
funding, and funds for an initial international tender are included in the current budget. 

Contraceptive distribution is accomplished through a requisition or "pull" system at all levels. 
Sub-district facilities request enough stock each month to bring their balances up to four 
months of supply of each commodity, based on quantities dispensed in the month just ended. 
Similar procedures are foilowed at the district level, but on a quarterly basis. A request is 
prepared to bring stocks up to four months of supply in the SOPs, and to six months of 
supply in the district store. 

\~ 
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At the regional level, sufficient quantities are requested to ensure a nine-month supply, plus 
the quantities necessary to completely resupply all district and sub-district facilities. Requests 
are discussed and approved at MCHIFP Division headquarters in Accra before commodities 
can be collected from the Central Medical Stores (CMS) in Tema. Coordinating the approval 
and issue process between Accra and Tema is often difficult, which can hamper transport. At 
all levels, transport is generally available, but MCHIFP receives low priority. 

The central desired stock level is set by policy at twelve months. Thus the theoretical length 
of the in-country MCHlFP pipeline is 31 months (4 at the sub-district plus 6 at the district 
plus 9 at the region plus 12 at the central level). In practice these quantities of stock are 
rarely available, and logistics managers at all levels allocate lesser quantities based on . 
availability and actual need. 

At the central level, MCHlFP commodities are stored in a separate section of the CMS, and 
managed by the same system used for drugs and other MOH commodities, but with decision­
making responsibilities shared by the MCHlFP Division and the Supply and Procurement 
Division. This same strategy is followed at the Regional Medical Stores (RMSs) with the 
Regional Phannacist managing the physical stocks and the PNOs responsible for distribution 
decisions. Storage capacity for MCHlFP commodities is generally adequate for current 
volumes. Storage conditions are typically good, though better insulation, ventilation or air­
conditioning would improve most sites. At the district and sub-district level, storage capacity 
and storage conditions are more variable, but were found to be adequate for current volumes 
in sites visited. 

Good storekeeping practices are generally observed at all levels. Products are separated by 
brand and date, usually stacked and labelled neatly, and usually protected from environmental 
hazards. Stock records (tally cards) are up to date and generally accurate; first-expiry, first­
out stock rotation procedures are generally observed. 

Forecasting at the national level is done annually by MCHlFP staff, with some external 
technical assistance provided by A.I.D. and, until recently, by UNFPA. The national 
commodity situation is monitored quarterly by MCHlFP and donor staff. All of these 
forecasts are based on quantities dispensed to clients at the sub-district level. 

The MCHlFP Logistics Management Infonnation System (LMIS) is separate from the national 
health MIS now under development, though it is consistent with the requirements of the larger 
system. Dispensed-to-client data are reported in aggregate fonn all the way up the system to 
Accra. These reports are usually timely, and are believed to be accurate. Logistics data are 
tracked centrally by MCHlFP staff using a complex array of LOTUS spreadsheets on a 
personal computer. The LMIS reporting fonnat has been recently revised with technical 
assistance from UNFPA, though implementation of the new fonnat is not complete. 
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2. The Ghana Social Marketing Foundation 

Contraceptives supplied by USAID to the Ghana Social Marketing Foundation (OSMF) are 
cleared from port by the local agent of USAID's U.S. freight forwarder and delivered to 
GIHOC Pharmaceuticals' warehouse. OIHOC is responsible for central level warehousing 
and repackaging, and has adequate space to allow for program expansion well into the future. 

The FPHP technical assistance contractor contracts with local firms to supply sufficient 
quantities of repackaging materials to GIHO(,. Repackaging is done in the same GIHOC 
facility where the product is warehoused. 

GIHOC then releases quantities to three distributors: DANAFCO (distributing primarily to 
pharmacies), STARWIN (distributing to pharmacies and other chemical sellers) and Johnson's 
Wax (distributing to sellers of other Johnson's wax household products). Each maintains a 
central warehouse in Accra from which products are transported to the regions. Each 
distributor also has some regional representatives, as well as a network of salespeople, 
stockpeople and retail outlets. The total number of retail outlets of the three distributors 
combined is now over 4,000. 

Competition among the distributors to enlist pharmacists and chemical sellers into their 
networks has lead to improved performance by each distributor's regional representatives. 
Pricing is more competitive and increased efforts are made to ensure that the individual sellers 
are resupplied on a timely basis. 

Sales data pass through each distributor's network from the field up to the central office. 
Data are then centralized at GIHOC, and regularly transmitted to the contractor. Product 
requirements are derived from projected sales which in turn are based on historical sales 
patterns and future program plans. Estimates of future GSMF commodity requirements are 
submitted to USAID to facilitate preparation of the annual Contraceptive Procurement Tables. 

Funds generated by the sales of GSMF products are also passed back up through the networks 
after the appropriate profit margins are retained. These funds are then deposited into a bank 
account in Accra under the FPHP contractor's responsibility. 

Previously, the GSMF distributor's management system did not make regional breakdowns of 
sales by product readily available. This refinement of the GSMF's information system is 
currently being introduced by GIHOC, and will be a valuable asset in strategic program 
planning. GIHOC also provides the contractor with monthly reports of stocks on hand of 
repackaged product, unrepackaged product and the various repackaging materials. 

3. The Planned Parenthood Association of Ghana 

PPAG operates in seven regions, with some 25 clinic sites and 447 CBD workers. Program 
operations are controlled by the PPAG central office in Accra, and supervised through 
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regional offices in seven of the ten regions. PPAG family planning nurses in six of these 
seven regions perform IUD insertions, both in the clinics located in the regional capitals, and 
during their monthly or bi-weekly rounds to the 18 district MOH facilities where PPAG has 
established representation. PPAG's CBD agents refrr prospective IUD clients to these 
facilities, and arrange appointments to coincide with the regional nurse's scheduled rounds. 
They also arrange appointments for first time orals clients. and clients requiring clinical back 
up visits. 

USAID has identified two sites (Koforidua and Takoradi) for renovation and training in order 
to give PPAG voluntary surgical contraception (VSC) capability. 

Contraceptives are provided both by IPPF and most recently by the World Bank. In addition, 
PPAG occasionally purchases from the MOH when stocks from other sources run low. 

PPAG's forecasting for commodities follows IPPF standard annual planning procedures. 
Requirements estimates are based on historical usage rates adjusted for annual program plans. 
Once the IPPF annual workplan is approved, PPAG knows the quantities of each commodity 
it will receive in the coming year, but each product is shipped directly from the manufacturer 
to PPAG, and may arrive at any time during the year. IPPF has some ability to change the 
manufacturers' shipping schedules where stockouts are anticipated. Total budgets for IPPF 
commodities are limited. However, under the terms of the centrally-funded agreement with 
IPPFlLondon, USAID-funded contraceptives should be available to PPAG in future without 
such constraints. 

The World Bank agreement to procure contraceptives for PPAG has been in place for some 
time, but there have been extended delays in establishing this new procurement channel. 
UNFPA now acts as procurement agent for contraceptives obtained with these funds. The 
current agreement extends only to 1996, but the Bank has indicated willingness to consider 
supplying commodities beyond that time period, given delays in the process to date. 

The delay in Bank procurement and variability of IPPF schedules have historically caused 
significant stock shortages. PP AG often has had to purchase substantial quantities of 
contraceptives at the central, regional, district, as well as local levels to avoid stockouts. 
Where MCHlFP staff have believed that their own stocks were insufficient for MOH needs, 
PPAG's requests have been refused. 

Storage capacity at the PPAG central facility is sufficient for current needs, but there is little 
room for expansion. PP AG staff allocate commodities to regional stores as soon as they are 
received, due to the overall shortage of supplies, and retain only small quantities of emergen­
cy stocks centrally. Storekeeping practices are good. Stock records are kept up to date and 
are reasonably accurate. The storage situation at the regional level varies from place to place. 

For the MOH district facilities where PPAG has representation, the PPAG regional family 
planning nurse delivers contraceptives while making her monthly or bi-weekly rounds, based 
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on her knowledge of each facility's distribution rates. When she delivers products, the district 
PPAG representatives provide her with data on use of quantities of products previously 
supplied and quantities of stock on hand. Since these rounds are scheduled in advance so that 
the nurse can perform IUD insertions and clinical backup visits for orals and injectables 
clients, district PP AG representatives can contact the regional office prior to the nurse's visit 
to communicate any particular supply needs. 

For the PPAG CBD agents, either the agents come to the Regional office for resupply, or they 
are resupplied by the regional nurse when she makes her rounds. 

PP AG follows standard IPPF reporting and monitoring procedures for stocks and other 
program activities. These administrative systems and the PPAG MIS appear to function well. 

4. The Private Sector 

Little purely private sector contraceptive distribution is evident in Ghana at present, though 
the subsidized social marketing products of GSMF do move though private sector distribution 
channels. Prices for these products vary from place to place, usually within the following 
ranges: 

Panther condoms 
Protector condoms 
Kamal VFTs 
Secure orals 

30 - 50 cedis (each) 
150 - 200 cedis (3 pack) 
135 - 200 cedis (8 pack) 
150 cedis (cycle) 

It is also common to find MOH and sometimes PPAG products available through chemical 
sellers and pharmacists. In some cases Ministry staff will sell product to such retailers only 
when they know that there is no other readily available source of supply. In other cases, 
MOH staff have recruited chemical sellers and pharmacists to provide additional outlets, 
providing them with training and gathering and reporting data on the service they provide. 
Again, prices vary considerably, usually within the following ranges: 

Condoms (plain) 
NeoSampoon condoms 
Lo Femenal 

20 - 50 cedis (each) 
200 cedis (4 pack) 

200 cedis (cycle) 

This practice effectively creates another subsidized distribution channel, with prices at the low 
end of the range. 

B. Constraints 

While the three main distribution systems are generally working well, some weaknesses 
remain. In terms of the public sector, issues requiring attention include the following: 
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• Contraceptive requisitions based on dispensed-to-user data for the time period 
just ended result in extreme fluctuations in quantities requested; 

• Current desired stock level policy that results in an in-country pipeline 31 
months long drastically increases the chance of product expiry or damage in 
storage; 

• The policy of ordering enough product at each level to fully stock the entire 
pipeline every quarter needlessly strains and frequently exceeds both storage 
and transport capacity throughout the system; 

• Quantities of most products supplied through UNFP A are insufficient to meet 
total demand, resulting in stockouts, rationing, and shortages, and leading to 
frequent brand switching by MOH clients; 

• Transport procedures are not systematized at any level, resulting in ad hoc 
transport schemes which will be severely strained if commodity volume 
increases as expected; 

• Financial resources at lower levels are insufficient for program operating 
expenses, including transportation of products, supervision activities and 
program services such as outreach. 

The main constraints for the GSMF are that some perceive their products to be too expensive, 
at least for some portion of the target population. Further, the existence of lower prices at 
MOH and PPAG outlets, and the availability of MOH and PPAG products to private outlets, 
are currently limiting GSMF's ability to increase its market share. 

The IPPF and World Bank procurement issues make commodity planning difficult for PPAG, 
although it is anticipated that some relief will come through the new arrangement with 
USAIDI 
Washington. 

Limiting factors concerning the private sector as a whole include the lack of any history of 
large scale importation of purely private family planning commodities into Ghana. Also, 
subsidization of products from GSMP and PP AG the market share available for the purely 
private sector. 

C. Recommendations 

In anticipation of continued dramatic program growth, both the service providers and the 
donor agencies have questioned whether existing distribution systems will be able to handle 
vastly increased quantities of contraceptive products, as well as what those quantities are 
likely to be. The recent analysis of the commodity distribution and management capacity in 
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the public and private sectors suggests that the MOH, 000 and PPAG will be able to meet 
projected demand under several scenarios of continued rapid growth, presuming that 

• distribution systems are modified and strengthened; 
• commodity pricing policies are rationalized to encourage the flow of commodi­

ties through GSMF and pure private sector commercial outlets; and 
• necessary commodities can be procured through a combination of donor funds 

and Government of Ghana (GOG) resources. 

Since donor and GOG resources are limited and will eventually become insufficient, some 
changes in public sector programs are needed which will foster growth of an unsubsidized 
private sector market for contraceptive commodities. 

As the family planning programs in Ghana mature, there will be a natural shift in method 
mix, from traditional, less effective and temporary supply methods toward modem, more 
effective and permanent methods. In addition to programmatic implications, such changes 
have large consequences for 'logistics management; for example, providing five Couple-Years 
of Protection (CYP) with condoms requires much more storage capacity, transport capacity, 
and service delivery capacity than providing five CVP with two IUDs. 

Strategic approaches for meeting these commodity needs include the following: 

• Use the comparative advantages of each distribution system (MOH, OSMF, 
PPAG, private sector) so that each is providing the types of services for which 
it is best suited and none are overwhelmed as volumes increase; 

• Concentrate service expansion efforts on accessible populations to encourage 
continued rapid program growth; 

• Encourage use of the most effective methods (which also require a smaller 
storage and transport capacity) through changes in counselling and service 
delivery patterns; 

• Rationalize public sector pricing policies to encourage commodity movement 
"through the social marketing system and to foster growth of private sector 
distribution channels, while ensuring that price does not become a barrier to 
contraceptive use; 

• Decentralize resources needed for program operations in the MCHlFP service 
delivery system; 

• Continue to integrate specific MOH family planning logistics functio,ns with 
essential drug distribution functions where appropriate; 

• Move cautiously toward self-sufficiency in contraceptive procurement in the 
government program; and 

• Strengthen th~ MOH, GSMF, and PPAG in-country distribution systems. 
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x. SVST AINABILITY 

A. Financial Sustainability 

The issue of program sustainability has received increasing attention from USAID and other 
international donors. in recent years. As discussed here, a fully sustainable program or project 
is one that generates sufficient revenue to cover its recurrent costs. In the area of family 
planning, the success of programs has resulted in dramatic increases in the demand for 
contraceptives. Even if global resources from donors and host country governments increase, 
however, they will not rise fast enough to cover this rising demand. It has been estimated 
that resources may fall short by as much as $1.4 billion by the year 2000 (USAlD, 1989). 
Thus, generating more·sustainable programs has been identifif:d as a way to stretch scarce 
dollars.3 

Despite recent improvements in the economy, it seems unlikely that family planning service 
delivery in Ghana··in the public or the private sector--will become fully sustainable in the 
near future. Experience in successful programs (e.g., Thailand) has shown that given 
prolonged low contraceptive prevalence levels, subsidy is necessary for a period of time. 

Strategies directed towards building long-tenn financial sustainability in family planning or in 
other sectors typically focus on two potential national sources of funds to sustain activities: 
budgetary support from the government at various levels; and cost recovery mechanisms, 
which require beneficiaries to pay for services. 

1. Current Budgetary Support 

Between 1988 and 1993, gross budget allocations by the GOG to the Ministry of Health rose 
dramatically, but the MOH share of total budget resources has been maintained at about 6 
percent of total government allocations. Nevertheless, persistent, rapid inflation has reduced 
the value of allocations with the result that there has been little or no increase in funds 
available to the MOH. About 90 percent of the 1993 capital budget will be financed by GOG 
and 10 percent by donors. Compared to other West African countries, the contribution by 
donors to Ghana's capital health budget is quite low which might suggest sustainability in the 
long-run. 

However, the percent of the capital budget devoted to MCHlFP is negligible. The total 
estimated 1993 recurrent budget for the MOH as a whole is 46.7 billion cedis ($70.2 million 
at $1 = 665 cedis), representing 11 percent of the total GOG recurrent budget. 

According to Save the Children Fund (UK), donor contributions currently represent 15 percent 
of the total MOH budget (recurrent plus capital costs). From 1984 to 1991, over $85 million 

lAs discussed bere, we are concerned with fmancial sUstainability in the absence of external donor resources; 
that is, the sustainability is a characteristic of the program itself. 



Anne" JI 1'11,42 of 63 

was committed by donors for Ghana's health care system, including family planning. For the 
1991-1996 period, external assistance is estimated at $162.8 million. As shown in Table 6, 
during this period the African Development Bank (23 percent of total), USAID (21 percent) 
and the World Bank (16 percent) will be taking the lead in health sector financinn; USAID 
will continue to take the lead in the finapcing of family planning activities: 

Table 6: External Assistance 1991·1996 in HealthIFP 

(in $ Million) 

DONOR TOTAL PERCENT AMOUNT PERCENT 
FOR FOR 

HEALTH FAMILY 
PLANNING 

World Bank 27.0 16 4.7 10 

UNFPA 4.6 3 4.6 10 

UNICEF 10.0 6 0 0 

ODA 1.6 1 1.6 3 

USAID 35.0 21 34.8 77 

WHO 2.7 2 0 0 

SCF 0.5 0 0 0 

DANIDA 22.0 14 0 0 

GTZ 1.7 1 0 0 

EEC lV.7 7 0 0 

ADB 38.0 23 0 0 

Saudi Fund 9.0 6 0 0 

TOTAL 162.8 100 45.7 100 

With respect to family planning and maternal and child health alone, the Ministry of Health 
has examined the issue of sustainability by developing estimates of the resources required to 
attain all MCHlFP targets concerning safe motherhood, family planning and child survival in 
relation to an annual average of donor support, the GOG share of the recurrent budget, and 
rough estimates of maximum. community contributions through hypothetical "user fees". The 
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results suggest that In 1992 the MCHIFP program operated with only 37 percent of their 
required budget needs being met of which 8 percent was pl'Ovided by the 000, 24 percent by 
donors, and a potential maximum of 5 percent from user fees. 

The budgetary situation is even bleaker at the regional and district levels. In 1992, the 
Ministry of Health was restructured to make services more effective and efficient. This new 
structure assigns to the central level the role of policy formation, technical guidance and 
central procurement, while direct responsibility for management of health services is to shift 
to the regions. In line with overall GOG policy on decentralization, the Regional Medical 
Directors in turn are to delegate increasing responsibility for service delivery to the District 
Health Management Teams. Nevertheless, while efforts are ongoing to strengthen the 
management capacity at regional and district levels, the MOH budget process does not 
currently allow resources to reach these levels. For example, the draft of a 1993 study by 
Save the Children (U.K.) shows that other than salaries and supplies, only about 5 percent of 
the MOH budget is allocated to the district level and 0 percent to the level B or sub-district 
level, the majority of the budget being reserved for the central level and teaching hospitals 
(about 50 percent). Level B facilities are apparently operating exclusively from funds 
generated from the sales of drugs and collection of service fees. 

The lack of budgetary resources overall, as well as the unavailability of resources at the 
district and sub-district levels provide serious constraints to efforts to expand family planning 
service delivery through the public sector. The present situation also suggests that, in the 
absence of change, sustainability of program activities through budgetary means will meet 
with little success. 

2. Cost Recovery 

The other potential avenue for achieving financial sustainability for programs is through cost 
recovery. With respect to health services in general, there is evidence to suggest that 
Ghanaians can pay for services, or least for some portion of services. The GOG was able to 
surpass a 15 percent recurrent cost recovery target within 2 years of implementation of cost 
recovery measures in pilot areas (beginning in 1985, and attaining 20 percent by 1987). Due 
to salary increases (nearly two-fold) and a rise in the cost of drugs and medical equipment, 
however, the rate has dropped to between 5 and 10 percent over the past two years. Also, an 
experiment with a health insurance scheme in the Nkoranza District achieved its goals and 
showed that 87 percent of in-patient costs (excluding health staff salaries and facility costs) at 
the pilot hospital could be recovered, with 31 percent of the population buying into the 
scheme. Further evaluation needs to be done to assess overall costs related to health care 
delivery. Nonetheless, the already stroug commitment of the MOH to design a national health 
insurance plan has been reinforced by the success of these early trials. 

On the other hand, a study conducted in the Ashanti-Akim District raises questions about 
equity under cost recovery schemes. Introduction of cost recovery led to substantial declines 
in utilization levels, although urban sites gradually regained pre-cost recovery utilization rates 
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and eventually surpassed t.hem. There were also significant decreases in the proportion of 
females using both the rural and the urban health centers. 

Although not uniformly positive, the limited studies to date suggest that some cost recovery in 
the health sector might be possible. However, at present, MCH/FP services, which are 
targeted to the most vulnerable segments of the population, are to be provided free of charge. 
Nevertheless, even if the cash and carry system were to be implemented for family planning 
commodities, the MCHlFP Division estimates that the maximum potential contribution from 
family planning user fees in 1992 would have totaled less than 5.5 percent of the cost of 
commodities distributed (Ministry of Health, 1992). 

Typically, countries with family planning programs at the launch stage of the family planning 
typology such as Ghana initiate social marketing of contraceptives to upper income groups in 
urban areas to begin some effort at cost recovery. Under both the previous Contraceptive 
Supplies Project and the current FPHP, USAID has supported social marketing activities, with 
prices kept relatively low. Nevertheless, there is now a movement toward raising the prices 
of commodities in both the public and private sectors to enhance sustainability. Further, 
establishment of an endowment for the GSMF will enable that group to nearly cover its 
recurrent costs out of sales plus the return on investment after the year 2000. 

A major emphasis in the strategy followed by USAID in Ghana has been to encourage 
activities in the private sector, most notably through the Ghana Social Marketing Foundation, 
and the Ghana Registered Nurse Midwives Association. It is clear that while the Government 

... of Ghana has a commitment to providing health and family planning services to all citizens, 
the public sector resources to do so are lacking. Thus, it is in the Government's interest to 
foster the development of a favorable environment for private sector service delivery, as part 
of a long term approach to developing a sustainable national family planning effort. Future 
efforts should include support, for example, to the Planned Parenthood Association of Ghana. 

Operations Research is needed to test approaches to improving the financial sustainability of 
family planning in Ghana, including the commercial feasibility of setting up private practices 
in rural and under-served areas. Studies are also needed on the ability of clients to pay for 
services, with attention to pricing of commodities and services. Thus, OR should be under­
taken that includes cost effectiveness and cost efficiency studies of various service delivery 
approaches, as well as cost-analyses directed at comparing the costs of hospital stay for 
delivery or for treatment for abortion complications with family planning costs, and examin­
ing the opportunity costs of the social sectors (e.g., health and education) to show the 
potential impact of family planning (cost-benefits) on reducing public expenditures in these 
sectors are recommended. 

B. Technical Sustainabilitv 

Attention to the financing of programs alone is not sufficient to ensure sustainability; it is 
critically important to also focus on transferring technical skills. A recent analysis of several 



health and population projects suggests that the prospects for sustainability were strong~r in 
projects that included a strong training component. Such training may encompass long term 
professional training, often Elt overseas institutions, as well as in-country training for profes­
sionals and para-professionals, both in-service arad prc~service, and long and short-term. 

Investment in training can contribute to long-term sustainability through several avenues. For 
example, training of trainers creates a technical capacity that can continue to adwmce the 
goals of the program as these trainers use their skills to develop additional human resources. 
Once trainers are in place and curriculum developed, costs to the government of continuing 
with training are limited. Further, the trainers and their trainees--service providers and policy 
makers, for example--can form a constituency for continuation of program activities in the 
long run. 

In the case of Ghana, the training re~uired is not just that for service providers. There is also 
an acute shortage in both the public und private sector of individuals with the requisite 
managerial and financial skills to manage increasingly complex family planning and health 
programs. 

Human resource constraints in Ghana encompass both the lack of skilled personnel, and the 
inadequate deployment of those who are trained. There is a continuing need for training 
service providers, especially those who can provide long-term and permanent methods. 
Consideration might be given to experimentation with an incentive package to encourage 
service providers (in the public sector as well as the private sector) to locate in the under­
served regions. 

For the public sector, a human resources needs assessment is required to form the basis for a 
training plan that wilJ indude short and long term training, as well as technical assistance. 
Other recommendec! ~ai.ling includes management and financial skills training for relevant 
staff at regional and district levels. In addition, it is recommended that members of the 
GRMA, along with other private providers, receive training in business skills, to facilitate 
their setting up and operating private maternities and clinics . 

. ' 
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XI. OTHER DONOR SUPPORT 

The World Bank 

The First Health and Population Project ($15M, 1986-1988) provided equipment, 
materials and supplies for rural health facilities, support for improved service delivery and 
training. The second Health and Population Project ($27M, 1990.1995) comprises 6 
components: a) drug and vaccine supply ($6M) and drug infrastructure rehabilitation 
($2.6M); b) MOH institution building ($0.7M); c) supply, repair and maintenance of district 
hospital equipment ($5M); d) population and family planning ($4.7M); e) district level 
primary health care ($6.7M); and, f) a prizes fund to promote improved performance ($0.9M). 

United Nations Fund ror Population Activities (UNFP A) 

During the period 1984-1990, a US$3M grant has financed MCHlFP activities and the 
collection and analysis of the 1984 census data. The current program ($4.6M, 1990-1995) 
finances training activities ($0.7M), administrative support and equipment to regions and 
headquarters ($0.8M), contraceptives ($0.7M), technical assistance and evaluation ($0.6M). 

United Nations Childrens Fund (UNICEF) 

The 1986-1990 program (S6.5M) main focus was on immunization and diarrheal 
disease control. Another focus the development of comprehensivt= community-based PHC 
systems in selected districts a la Bamako Initiative. UNICEF's new program (SI0M, 1991-
1995) is devoted to 4 main projects: a) iodine deficiency (SO. 7M); b) EPI/ORT (S4.4M); cJ 
district PHC development (S3.8M); d) food and nutrition policy development (SO.06M); and, 
e) safe motherhood (SO. 8M). 

Overseas Development Assistance (ODA) 

ODA supports technical assistance, health education, training fellowships and supply of 
medical equipment. A SI.4M budget will be devoted to contraceptive supply (funds to be 
channelled through UNFPA). 

The World Health Organization (WHO) 

WHO supports a wide range of disease control program. During the 1993-1995 period, 
WHO plans to support: a) health situation and trend assessments (SO.2M); b) PHC ($0.5); c) 
development of human resources for health ($0.67M); d) promotion of oral health ($0.55); e) 
mental and neurological disorders (SO.037M); f) malaria prevention and control activities 
($0.27M); g) tuberculosis and leprosy prevention and control activities ($0.03M); h) other 
communicable disease prevention and control activities ($0.2M); and, i) the global program on 
HIV/AIDS (SO.3M). 

.~\o 
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Save the Children Fund (SCF) 

The SCF program for the 1992-1993 period is estimated at $0.5M and is targeted 
towards: a) the development of the MOH transport system (SO.2M); b) the strengthening of 
district and sub-district health management teams in Eastern Region (SO.04M); c) capacity 
building of Eastern Region and MOH national level staff (SO.06M); d) research and informa~ 
tion systems of the Eastern Region (SO.03M); e) HIV/AIDS control in the Eastern Region 
(O.02M); f) direct support to the Eastern Regional Health Administration (SO.03M); and, g) 
technical assistance to the Eastern Region ($0.07M). 

Danish International Development Agency (DANIDA) 

Danida's five-year Health Sector Support Program (S22.1M, 1993-1998) will support 
the strengthening of PHC in the Upper West Region ($10.5M), the strengthening of PHC 
Training Institutions ($7.5M), and the prevention and control of tuberculosis ($4.1M). 

Canadian International Development Agency (CIDA) 

From 1984-1990, CIDA provided $3.9M through UNICEF in support of the EPI 
program. In addition, $2.5M was provided to strengthen the health and hygiene education 
activities linked to the Eastern Region Water Supply Program. 

Germany's Gesellshaft fur Techische Zusammernarbeit (GTZ) 

GTl's interventions have involved a small community-based program and the supply 
of drugs in the Northern Region. Beginning in 1992, GTl has supported health systems 
development on a region-wide scale (over 3 years, DM 3M or $1.7M @ SI=DM1.7). GTl 
has also financed a unit in Western Regional Hospital to screen blood for HIV and to treat 
sexually transmitted diseases. 

European Economic Community (EEC) 

In the period 1984-1990, SO.6M was spent on the provision of essential drugs and in 
the rehabilitation of Western Region Hospital. In 1992 cedis 300M were provided (around 
$O.5M) as balance of payment support to policy conditionality in the health sector. A cedis 6 
billion ($IO.2M) as MOH recurrent budget support will be provided in 1993. 

African Development Dank (ADD) 

The ADB assisted in the financing of feasibility studies for 5 district hospitals, 1 
regional hospital and 2 teaching hospitals for an amount of $1.8M. A loan of $18M, 1989-
1994 was made available for the rehabilitation of Komfo Anokye and Korle-Bu Teaching 
Hospitals. An agreement for Hospital Rehabilitation Project II (S20M) was recently signed. 
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Saudi Fund for Development 

A loan of $9M for the construction of 40 new health centers nation-wide (scheduled 
for 1989-199 ~) is stilJ under negotiation. 

Government of Japan 

Japan supplies, annually, vehicles ($2.3M) and $1.5M budget to the Noguchi Memorial 
Institute for tropical disease, and grants for the purchase of X-ray equipment. 



XII IMPLICATIONS OF THE RESULTS OF THE 
1993 DEMOGRAPHIC AND HEALTH SURVEY 
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When the PID for the GHANAPA project was written, and the preliminary log frame 
developed. three primary data sources were available: 

• 1988 Demographic and Health Survey 
• Quarterly service statistics from the Ministry of Health the Ghana Social 

Marketing Program (now Foundation), and PPAG; and 
• 1993 Consumer Baseline Survey, conducted by the Futures Group 

The Consumer Baseline Survey (CBS), conducted in April, was designed to provide data that 
would be comparable to the 1993 DHS, which was carried out from October through 
December, 1993. The CBS used the DHS sampling frame and was household-based; sample 
size was 1,069 females between the ages of IS and 49. 

Data from these sources showed that modem method prevalence among currently married 
women had increased from 5.2 percent in 1988 to aproximately 9 to 10 percent by 1991 
(based on service statistics); by the time of the baseline in 1993, the figure was 14.9 percent. 
Based on this information, and on trends in contraceptive use from the quarterly service 
statistics, the project development team in consultation with the NPC Secretariat established as 
a target an increase in modem method prevalence from 15 to 25 percent of women in union 
over the life of the project. This is in accordance with the goals established in the Ghanaian 
National Population Policy (1993). Further, in addressing the Project goal of lowering 
fertility, the target established was a reduction in the TFR from 6.1 (estimate for 1993) to 5.3 
by the end of the project. It was expected that only minor revisions to these targets would be 
necessary once the 1993 DHS was completed. 

Preliminary results of the 1993 DHS are now available, which indicate that modem contracep­
tive method prevalence in Ghana is currently 9.3 among all women (10.1 percent among 
married women), and the TFR is 5.5 for all women ages 15-49. These results suggest that, 
while modern method prevalence rose by 5 percentage points4 during the past five years, the 
TFR dropped by nearly one child from 6.4 in J,988. These results raise two questions: 

• Are the data in the 1993 DHS internally consistent? If not, what is the source 
of the inconsistency? 

• What accounts for the ,;ubstantial difference in method prevalence between the 
CBS and the DHS? 

4Although an increase of 5 percentage points is rather modest, 
it does represent a doubling of prevalence, which is not an 
insignificant achievement in a low-prevalence context such as 
Ghana. 
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Internal Consistency of DUS Data 

As noted, between 1988 and 1993, according to the DHS, fertility declined from 6.4 to 5.5, 
while modem contraceptive prevalence increased from 4.7 to 9.3 percent. Worldwide data on 
contraceptive prevalence and fertility sugsest that, on average, an increase of 15 percentage 
points in contraceptive prevalence is associated with a decline in the TFR of about one child. 
Total contraceptive prevalence in the 1988 DHS was reported at ! 2.3 percent for all women; 
results from 1993 DHS show that proportion increasing to 18.9 percent (Table 1). At that 
prevalence, the expected TFR, estimated with the regression equation describing the relation­
ship between prevalence and fertility (based on worldwide data' ) is 5.97. Similarly, a TFR 
of 5.5 would be associated with contraceptive prevalence of 25.6 percent. 

If we expect Ghana's experience to follow the typical pattern that seems to be true for other 
countries, then we may question whether the data overestimate the decline in fertility, or 
underestimate the level of contraceptive prevalence. If neither is the case, then we must look 
for other explanations for this unusual pattern of a substantial fall in fertility accompanied by 
a modest increase in contraceptive prevalence. 

According to the results of the two Demographic and Health Sm veys, Ghana has experienced 
a substantial decline in fertility during the past five years. The birth history section of the 
questionnaire is standard, and has been tested and used in many countries. It includes several 
probes and interviewer check-points to ensure data quality. Analysis of the 1993 DHS birth 
history data shows that there is clear age heaping at age 4 (i.e., transfers of birth dates from 
1990 to 1989 to avoid eligibility for the longer sequence of questions on child health for those 
born since January 1990). However, there is no evidence that births were omitted entirely 
from the birth history and no downward bias evident in the calculated 5-year total fertility rate 
of 5.5. 

Thus, there seem to be no grounds for further questioning the fertility data. However, it still 
is important to undersamd the factors influencing the fertility decline, to determine whether 
the data on contraceptive prevalence are flawed, and to consider what additional circumstances 
exist that make Ghana's experience so unusual. The following are factors that have been 
proposed as contributing to the unexpected results: 

• Abortion: Abortion is apparently fairly widespread in Ghana, and could have 
a major impact on fertility without having a similar effect on contraceptive use. 
Little data is available, but nearly one-quarter of family planning clients 
interviewed for the Situation Analysis had had an abortion. 

5 Ross, John A. and Elizabeth Frankenberg. 
from '!'wo Decades of Pamily Planning Research. 
Population Council. 

1993. Pindings 
New York: The 
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• Desire for Children: The 1993 OHS shows a dramatic increase in the propor­
tion of women who reportedly want no more children, rising to 33 percent 
from 23 percent in t 988 (Table 4). (This is line with the sizeable decline 
observed in the TFR.) 

• Periodic Abstinence: This is a very popular method, especially among 
Catholics. The OHS shows that 7.5 percent of currently married women use 
periodic abstinence, representing more than one third (37 percent) of all current 
users. (This compares with 6.2 percent in the 1988 DHS.) However, it is 
suggested that abstinence is typically used in conjunction with other methods, 
e.g., condoms. Since it was not possible to list more than one current method, 
this might have resulted in underreporting of "modem" methods. 

• Marital/childbearing patterns: Ghana Statistical Service reports that there 
have been increases in both the age at marriage and the age at first birth. (It 
isn't clear whether this is from the DHS or other data sources.) 

• Household Composition: Analysis of the households in the DHS shows a 
decline in the average number of household members (de facto) from 4.83 in 
1988 to 3.68 in 1993, relfected in the growth of single person headed house­
holds from 22 percent in 1988 to 43 percent in 1993. However, the percentage 
of the overall household population represented by women of childbearing age 
was about 22 percent in both 1988 and 1993. The GLSS also has found a 
large increase in the percentage of female-headed households. Absence of 
husbands/partners could have a major impact on fertility, although this would 
depend on the level of sexual activity outside of marriage or union. 

Post-partum Abstinence and Breastfeeding: Changes in the extent and 
duration of both post-partum abstinence and breastfeeding could have had an 
impact on fertility without necessarily affecting contraception, but we do not 
yet have data from the DHS on these issues. However, it is more usually the 
case that these traditional restraints on high fertility decrease rather than 
increase with modernization. 

• Fecundity: A major change in the overall fecundity status of the population 
could be responsible for changes in fertility. Nevertheless, the proportion of 
currently married women declared infecund is virtually the same in 1993 (3.7 
percent) as in 1988 (3.5 percent) (Table 4). 

• Questionnaire Wording: The questions pertaining to contraceptive prevalence 
ask whether a woman (or her partner) is currently using a method, and then 
asks: "what are you doing to prevent a pregnanr.y?" It appears that "you" is 
translated as singular, rather than plural, which is the intended meaning in 
English. This could have resulted in underreporting of contraception, especially 
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of condom use. Indeed, the percentage of males who report current use of 
condoms is substantially greater than that among women: J 0.8 percent com­
pared with 2.6 percent. 

Edu~ation: It has been suggested that the recent increase in the percentage of 
females in secondary (?) school from 60 to 65 percent could have had an 
impact on fertility (but also presumably on contraceptive use). 

• Economic Conditions: Although no particular evidence was presented, it has 
been suggested that recent economic reversals have served to reduce fertility. 

• Sampling error: Reportedly, the s&mpling error for TFR is typically .2 to .;~ 

child. Thus the observed TFR of 5.5 could actually be as high as 5.8. HI0'~;feV­

er, this would still be a decrease of .6 child in five years, with an increase it~ 

modern contraceptive prevalence of only 5 percentage points. 

Of the factors di:;cussed that may have influenced fertility in Ghana during the past fly:;: -<i!:~'':'. 

only increased recourse to abortion to terminate unwanted pregnancies, and changes in 
marriage behavior that re .. uce exposure to the risk of pregnancy (e.g., increase in age a! 
marriage, marital dissolution or absence of partner) would not have also served to increase 
contraceptive prevalence. It is unknown, however, whether the level of abortion and clut'\r:.~5 
in marriage behavior are great enough to have reduced fertility by such a large amount lin ~hr. 

absence of a greater increase in contraception. This is particularly so because we have 
numerous examples of other, similar countries in Africa where abortion is high snd ChiCJ.'lger {;,.J 

household structure and marriage are occurring v/here we do not find large reductilJns ill 
fertility accompanied by modest increases in contraception. 

Comparison of Consumer Baseline Survey 
and the Demographic and Health Survey 

The results of the CBS suggested that modem contraceptive method prevalence had tripled 
since 1988, a significant achievement for any developing country but an outstanding one f07 
Sub-Saharan Africa. While this indicated unusual success, analysis of service statistics on 
contraceptive sales and commodities distributed suggested that the results were plausible 
(Table 5). (··"PAM: Please put in table of CYPs for past several years from service 
statistics)·"· The rather large difference found between the CBS and the 1993 DHS 
requires that we examine both sets of data more carefully, as we consider revisions to the 
targets for GHANAP A. 

As a first step in examining the differences between the results in the two studies, Table 1 to 
4 display data on contraceptive use and knowledge as a means of investigating whether the 
differences are systematic, or whether it is prevalence alone that seems out of line. Data from 
the 1988 DHS are also presented for purposes of comparison. 
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Ever Use 

Both the 1993 CBS and the 1993 DIIS show strong increases in ever use of contraception, as 
shown in Table 1; this is particularly true when the CBS is compared to the 1988 DHS, which 
show ever use of all methods at 49 percent and 34 percent, respectively. Comparisons of the 
two DBS data sets shows a somewhat stronger increase in modem prevalence, from 21 
percent in 1988 to 30 percent in 1993, than is found for traditional methods, which rose from 
23 percent to 30 percent. 

The major difference in ever use of modem methods between 1988 and the two 1993 surveys 
is the substantial increase in use of condoms. This result was expected, in light of the strong 
social marketing program, and the emphasis on the use of condoms as protection against 
HIV / AIDS, as well as for family planning. With respect to traditional methods, the CBS 
suggests substantially lower percentages ever using such methods in comparison with both 
DHSs, suggesting a methodological difference. 

Current Use 

Data on current use are shown for the three surveys in Table 2. Both of the 1993 surveys 
again show substantial increases in contraceptive prevalence since 1988, with 21 percent of all 
women in the 1993 CBS and 19 percent in the DHS reporting current use of all methods. 

There are some interesting differences when the two 1993 surveys are compared.6 For 
example, the 1993 CBS shows that modem meth~d prevalence has tripled, while the 1993 
DHS shows a doubling in prevalence. While the DHS thus indicates more modest progress, it 
is still an important achievement for a country in Sub-Saharan Africa. It appears that 
differences in reported use of the pill and condom, both lower in the DHS compared to the 
CBS, are the primary factors responsible. At least some of this may be the result of under­
reporting of condom use in the DHS because of the wording of the question (discussed 
above). Conversely, reported use of traditional methods is nearly the same when the 1988 
DHS and the 1993 CBS are compared, while the 1993 DHS shows an increase, particularly 
noticeable for periodic abstinence. The 1993 CBS may be underestimating current use of 
traditional methods since the survey was designed to look at consumer preferences, brand 
recognition and so forth, which would not be relevant in the case of traditional methods. In 
fact, greater popularity of periodic abstinence was mentioned as a potential factor in the 
observed decline in fertility. 

6Because the percentages are small, it is not certain whether 
any of these differences is large enough to exceed sampling 
variability. 

.. 
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Knowledge of Contraceptive Methods 

Table 3 shows the percentage of respondents in the three surveys who "know or' each 
contraceptive method, including both those who spontaneously named a method Wld those 
who acknowledged that they "knew" the method, when asked. Between 1998 and 1993, the 
DHS data show strong increases in knowledge of all methods, with even the percentage who 
know about male sterilization doubling during the five year period. When we examine the 
data from the 1993 CBS, however, the pattern is less clear. The data generally reflect an 
increase in knowledge, although the magnitude of the change in comparison with the 1988 
DHS is smaller in all cases. Further, in the case of the IUD and sterilization (both male and 
female), the percentage is lower. This may well be due to differences in questionnaire 
wording and instructions to interviewers concerning probing unclear responses. 

Desire for Children 

The last topic on which we have compared the DHS and CBS data is the desire for children, 
shown in Table 4. 

Conclusions 

Based on this brief consideration of the results of the 1993 DHS in relation to the 1988 DHS 
and the 1993 CBS, there is no obvious explanation for the seeming inconsistency between a 
substantial decline in fertility and a modest rise in modem contraceptive prevalence. No 
evidence has been found to doubt the validity of the reported TFR. In fact, the substantial 
decline is quite plausible when considered in conjunction with the large rise in the proportion 
who want no more children. 

With respect to the differences in contraceptive prevalence reported in the two 1993 surveys, 
again there is no obvious flaw in either survey, with the possible exception of the wording of 
the 1993 DHS question concerning current use. In both, contraceptive prevalence has clearly 
increased strongly--the main difference is in the magnitude of change. With the change in 
attitude towards childbearing and family size observed in both surveys, there is clearly a need 
to expand family planning services with increases in accessibility, availability and quality in 
mind. Thus, in terms of the design of the GHANAP A project, there is no reason to alter the 
general approach. Family planning has caught on, and the program is moving rapidly through 
the "launch" phase. The tasks with respect to policy, demand generation~ improvements in 
service delivery--especially the expansion of the capacity for delivering long term and 
permanent methods, and sustainability remain the same. 

What should be altered, however, are the targets. The program is directed towards fertility 
reduction. Based on the new information from the DHS, then, the goal of the project is a 
reduction in TFR from 5.5 to 5.0 by the end of GHANAPA. Change in contraceptive 
prevalence should be retained as a target, but revised to take the lower 1993 DHS estimate 
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into account. Thus, the target should be an increase in modern contraceptive prevalence from 
10 to 20 percent by the project's end. Other targets, such as that relating to the change in 
the relative proportions of prevalence due to short-term and to permanent and long-term 
methods should remain the same. 

This analysis suggests, however, that there is a need for further investigation to better 
understand the pattern of fertility decline that Ghana is currently experiencing. If contracep­
tion is not responsible, we need to investigate other factors. The first section highlighted both 
abortion, and changes in marriage behavior as likely influences. Thus, studies will be 
designed to address these issues. In addition, further study of the contraceptive prevalence 
data, and comparison of the results of the three surveys, as well as examination of differences 
in methodology will proceed. 



Table I: Ever Use of Contraception by Method: 1988 DBS, 1993 Consumer Baselinc 
Study, 1993 DHS, All womcn 

Contraceptive Method Ever Used Method 

1988 1993 1993 DHS 
DHS CBS 

Any Method 33.9 39.5 43.1 

Any Modern Method 20.5 31.9 29.5 

Pill 12.8 11.6 15.1 

IUD 1.2 1.3 2.2 

Injectable 0.9 2.6 3.7 

Vaginal Methods 7.9 5.0 8.8 

Condom 4.5 18.2 13.0 

Female Sterilization 0.8 0.1 0.8 

NORPLANT® ---- 0.0 0.0 

Male Sterilization ---- 0.0 0.0 

Traditional 23.1 9.7 29.9 

Periodic Abstinence 18.3 8.2 21.6 

Withdrawal 7.8 0.7 16.4 

Other 2.7 1.3 2.7 

•• Respondent] 4,488 1069 4,562 



Table 2: Cllrrent Use of Contraception by Method: 1988 DBS. 1993 Consumer Baseline 
Study, 1993 DHS, All women 

Contraceptive Method Currently Use Method 

1988 1993 1993DHS 
DHS CBS 

Any Method 12.3 21.1 18.9 

Any Modern Method 4.7 13.2 9.3 

Pill 1.6 4.0 2.8 

IUD 0.5 0.7 0.7 

Injectable 0.2 1.4 1.2 

Vaginal Methods 1.2 0.8 1.1 

Condom 0.3 6.0 2.6 

Female Sterilization 0.,9 0.2 0.8 

NORPLANT® ---- --- 0.0 

Male Sterilization ---- 0.1 0.0 

Traditional 7.6 7.9 9.6 

Periodic Abstinence 6.1 6.3 7.3 

Withdrawal 0.8 0.2 1.9 

Other 0.6 1.4 0.5 

Respondents 4,488 1,069 4,562 
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Table 3: Knowledge of Contraceptive Methods, 1988 DBS. 1993 Consumer Baseline 
Survey, 1993 DHS, All women. 

Contraceptive Method Knows Method 

1988 1993 1993DHS 
DHS CBS 

Any Method 76.2 87.9 91.1 

Any Modern Method 73.8 80.5 90.6 

Pill 59.7 65 79.4 

IUD 36.7 34 44.5 

Injectable 42.6 49.6 74.8 

Vaginal Methods 36.6 39 53.5 

Condom 48.5 69.7 79.5 

Female Sterilization 54.1 35.4 67.3 

NORPLANT® ---- 3.5 4.4 

Male Sterilization 11 10.1 21.4 

Traditional 49.2 57.1 67.9 

Periodic Abstinence 39.0 22.2 57.1 

Withdrawal 31.0 25.9 52.3 

Other 8.6 -- 6.8 

Respondents 4,488 1,069 4,562 



Table 4: Percent Distribution of Currently Married Women by Desire for Childr'en 

V nriable and Category 1988DHS 1993 CBS 1993 DHS 

Desire for Children: 

Want more children ... 46.S· --. 
Want within 2 years 19.5 .. 16.3 

Want after 2 years 44.9 .. 39.3 

Want, unsure timing 4.1 .- 0.7 

Undecided 5.1 27.6 5.4 

Want no more 22.8 22.7 33.0 

Sterilized _.- 0.9 

Declare infecund 3.5 3.2 3.7 

Missing 0.1 .- 0.6 

Number 3,156 1069 3,204 
Questions pertairung to spacing were not asked on the CHS 

TARGET MODEL (1993-2000) 

METHOD MIX 

1993 1994 1995 1996 
Condom 39.9% 38.5% 37.1% 34.4% 
Female Sterilization 2.0% 2.0% 2.0% 2.6% 
Injectable 12.2% 14.0% 15.9% 17.7% 
IUD 5.4% 5.9% 6.4% 7.6% 
Norplant 0.0% 0.1% 0.3% 0.4% 
Oral 33.8% 32.8% 31.9% 30.9% 
Vaginal Tablets 6.7% 6.6% 6.5% 6.4% 

1997 1998 1999 2000 
Condom 32.5% 30.7% 28.8% 27.0% 
Female Sterilization 3.2% 3.8% 4.4% 5.0% 
Injectable 19.5% 21.3% 23.2% 25.0% 
IUD 8.0% 8.3% 8.7% 9.0% 
Norplant 0.6% 0.7% 0.9% 1.0% 
Oral 29.9% 28.9% 28.0% 27.0% 
Vaginal Tablets 6.3% 6.2% 6.1% 6.0% 



PROXIMATE DETERMINANTS OF FERTILITY 

1993 1994 1995 J996 
Number of WRA 
% WRA Married 
Post Partum 

3,543,571 3,684,489 3,825,408 3,966,326 

Total Abortiori Rate 
Sterility 
TFR 
Prevalence 

68.1% 67.7% 67.3% 66.9% 
13.1 mths 12.9 mths 12.7 mths 12.5 mths 
0.0 0.0 0.0 0.0 
3.0% 
5.5 

10.1% 

3.0% 
5.4 

11.5% 

3.0% 
5.3 

12.9% 

3.0% 
5.2 

14.3% 

1997 1998 1999 2000 
Number of WRA 
% WRA Married 
Post Partum 

4,107,245 4,248,163 4,389,082 4,530,000 

Total Abortion Rate 
Sterility 
TFR 
Prevalence 

Number of users by Method 

Con FSt 
Thousands Thousands 

1993 9'7.25 4.88 
1994 110.55 5.74 
1995 123.44 6.65 
1996 130.73 9.89 
1997 139.88 13.76 
1998 147.80 18.30 
1999 154.38 23.55 
2000 159.49 29.54 

66.4% 66.0% 65.6% 65.2% 
12.4 mths 12.2 mths 12.0 mths' 11.8 mths 
0.0 0.0 0.0 0.0 

Inj 

3.0% 
5.2 

15.8% 

IUD 

3.0% 
5.1 

17.2% 

NPI 
Thousands Thousands 

29.74 13.16 0.00 
40.20 16.94 287.00 
52.90 21.29 998.00 
67.32 28.91 1521.00 
83.85 34.40 2580.00 

102.59 39.98 3372.00 
124.18 46.57 4817.00 
147.68 53.16 5907.00 

3.0% 
5.0 

18.6% 

3.0% 
4.9 

20.0% 
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Or) VTab Total 
Thousands Thousands Thousands 

1993 82.38 16.33 243.73 
1994 94.18 18.95 286.86 
1995 106.14 21.63 333.05 
1996 117.53 24.34 380.23 
1997 128.57 27.09 430.13 
1998 139.20 29.86 481.10 
1999 149.87 32.65 536.02 
2000 159.49 35.44 590.71 

Contraceptive Consumption for each Method 

Con FSt Inj IUD NPI 
Millions Thousands Thousands 

1993 9.72 985.00 118.94 8.71 287.00 
1994 11.06 1049.00 160.80 10.70 781.00 
1995 12.34 3394.00 211.61 15.59 767.00 
1996 13.01 4108.00 269.28 16.33 1431.00 
1997 13.99 4872.00 335.40 18.47 1423.00 
1998 14.78 5687.00 410.37 21.57 2271.00 
1999 15.44 6549.00 496.71 24.05 2269.00 
:WOO 15.95 7412.00 590.71 26.53 2267.00 

~.-' 
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Od VTab 
Thousands Thousands 

1993 1070.95 1632.99 
1994 1224.39 1895.16 
1995 1379.76 2162.64 
1996 1527.84 2434.19 
1997 1671.43 2709.03 
1998 1809.56 2986.23 
1999 1948.31 3265.02 
2000 2073.40 3544.27 

Number of Acceptors by Method 

Con FSt Inj IUD NPI 
Thousands Thousands Thousands 

1993 49.77 985.30 17.12 8.71 287.15 
1994 54.34 1049.19 21.69 10.70 781.32 
1995 53.57 3394.35 26.25 15.59 767.68 
1996 58.17 4108.57 31.59 16.33 1431.25 
1997 60.37 4872.79 37.50 18.47 1423.38 
1998 62.00 5687.54 44.54 21.57 2271.40 
1999 63.00 6549.85 51.28 24.05 2269.64 
2000 63.99 7412.17 58.02 26.53 2267.88 
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Orl VTab Total 
Thousands Thousands Thousands 

1993 41.27 12.45 130.59 
1994 45.64 14.08 148.28 
1995 49.35 15.73 164.67 
1996 53.08 17.40 182.10 
1997 56.61 19.07 198.32 
1998 60.46 20.76 217.29 
1999 63.23 22.44 232.82 
2000 65.99 24.12 248.34 
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TECHNICAL ANALYSIS 

I. ACQuired Immunodeficiency SyncUome (AIDS); An Oye~ 

Since its discovery in 198 I, AIDS has spread rapidly throughout the world, and has become a 
public health problem of extraordinary scope Wld unprecedented urgency. It is a deadly and 
still incurable disease. Due to the extended incubation period, half of those infected with 
HIV will develop AIDS within ten years. There is still no vaccine available, and proposed 
treatments are toxic, expensive and of uncertain efficacy. It is believed that all who are 
infected with the Human Immunodeficiency Virus (HIV) will ultimately dev"lop AIDS, and 
will die shortly thereafter. However, this opinion is being challenged by the "long-term 
Survivors", those individuals who carried HIV more than ten years, yet remain well. 
Intensive research on these "Survivors" is underway and generates a lot of hope since it could 
yield to develop a vaccine that could at least contain the infection. 

At the same time, much progress is being accomplished in vaccine development and about 
seven vaccine candidates are ready for field trials. However, the preliminary results of the 
planned trials are not expected within the next five to ten years. International trials performed 
in cooperation with countries with high rates of new HIV infections will yield answers within 
the shortest possible time. The existence of different HIV strains dictates that trials be 
performed in several different countries. Controlled trials require thousands of people. The 
developing countries where new infections are occurring most rapidly, and which would 
benefit most from an effective vaccine, are also those countries where the health and research 
infrastructures are least developed. 

In December 1993, the World Health Organization's Global Program on AIDS (WHO/GPA) 
estimated that about 15 million adults and close to two million children under five throughout 
the world have been infected with the HIV virus. Sub-Saharan Africa, with less than 10% of 
the world's population, accounts for about 58% of total HIV infections, two-thirds of adult 
AIDS cases and 90% percent of pediatric AIDS cases worldwide. The cumulative of HIV 
infections in Africa was close to 10 million, an increase of 1.5 million over the past year. 

Although central and east Africa remain hardest hit, the virus continue to spread dramatically. 
AIDS has become a leading cause of death in many East African cities and lately in the West 
African city of Abidjan, Cote d'Ivoire. Prevalence rates in Nigeria have reached as high as 
22 per cent among men attending srD clinics, and already more than one in three women 
seeking antenatal care in Francistown, Botswana, are infected. Sixty per cent of new 
infections are amon~ 15-24 year old. By the year 2000, some 7.5 million African women 
will have been infected. 

.. 

I' 

.. 
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The demographic Impact 

According to WHO/GP A, WHO has estimated that between 1985 and 1990, AIDS added 10 
percent to annual death increase for adults aged 15·49. For some age groups, mortality rates 
couid double or even triple by the mid·1990s. Infant mortality is expected to be 4% higher 
than it would be in the absence of AIDS. Furthermore, it is estimated than 10% or greater of 
the under-15 year old population in many African countries will be orphaned by the year 
2000. 
Contrary to negative growth predictions by some demographic models, AIDS is not expected 
to lead to a shrinking population in Sub-Saharan Africa where underlying growth rates remain 
high, although the population structure may be altered. 

The economic Impact 

Unlike other communicable diseases, AIDS increases deaths among young adults between the 
ages of 14 and 45. This leads to excessive loss of individuals in the most productive years of 
life, and often leaves children orphaned due to HIV-related deaths in the family. HIV/AIOS 
disnlpts the course of economic, social and political development, and many development 
gains achieved within the last decade may be negated as a result of this epidemic. 

The World Bank's simulations indicate "a slowing of growth of income per capita by an 
average 0.6 percentage point a year in the ten worst-affected countries in subNSaharan Africa." 
In Tanzania, a World Bank study showed that affected rural households in 1991 spent $60 N 
roughly the equivalent of annual rural income per capita - on treatment and funerals. The 
study also demonstrated that the effects of losing an adult in the family persist into the next 
generation as children are withdrawn from school to help at home. School attendance in the 
15-20 age group was reduced by half if the household had lost an adult female member in the 
previous year (World Development Report 1993). 

The 1I1V -STDs link 

Most available data suggest that both the susceptibility to mv infection and the infectiousness 
of an HIV -infected individual are increased several fold by the presence of other STOs (Piot 
et al. 1988; Pepin et al. 1989). The clearest evidence of the STD-HIV link involves genital 
ulcer diseases (GtJOs), a group of STDs such as syphilis, chancroid and genital herpes. The 
interaction between GUOs and HIV appears to be bi-directional: GUOs facilitate HIV 
transmission by increasing the susceptibility to HIV infection of non HIV -infected persons. 
At the same time, HIV may prolong and augment the infectiousn~ss of individuals with 
OUDs, by, altering the natural course of STOs, including their response to treatment. 

While evidence for the role of other STOs is more preliminary, recent studies in Africa have 
suggested that non-ulcerative STOs such as gonorrhea, chlamydia and trichomoniasis may also 
enhance susceptibility to mv infection. This could have profound implications since these 
non-ulcerative STOs are far more common that GUDs, and are often asymptomatic in women 
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and are thus unrecoanized. For example. in Africa, prevalence rates of gonorrhev. range from 
1 to 15 percent in pregnant women and from 20 to 60 percent in commercial sex workers 
(CSWs), while GUD prevalence range from I to 15 percent in pregnant women and from 5 to 
15 percent in CSWs (Goeman, Meheus and PlOT, 1991). Table 1 shows the degree to which 
STOs facilitate transmission of HIV. 

Table 1: Role of STDs in HIV Transmission 

SYNDROME RISK ESTIMATE 

MEDIAN RANGE 

Genital ulcers 4.7 3.3-18.2 

Syphilis 3.0 2.0-18.2 

Genital herpes 3.3 1.9-8.5 

Chlamydia infection 4.5 3.2-5.7 

Gonorrhea 4.7 3.5-8.9 

Trichomoniasis 2.7 ? 

Anogenital warts 3.7 ? 

The HIV -TB link 

The HIV -tuberculosis link is already .having a dramatic impact in developing countries where 
95 percent of people with dual tuberculosis and mv infection live (AIDS in the World, 
1992). The relationship between HIV and tuberculosis is bi-directional: HIV increases the 
infectiousness as well as the severity of clinical tuberculosis while tuberculosis complicates 
the course and management of mv infection. HIV -infected people have a six to thirty times 
greater risk of tuberculosis (AIDS in the World 1992) and clinical tuberculosis often precedes 
the diagnosis of clinical AIDS. In Abidjan, a CDC supported study in people with newly 
diagnosed tuberculosis found that 42 percent of TB cases were in people infected with 
HIV-1. 

Evidence also exists that HIV -infected persons with tuberculosis infection develop active 
(clinical) tuberculosis more frequently than those without HIV. Thus, in areas where 1B is 
already endemic, reactivation of dormant TB in mv -infected people has led to dramatic 
increases in TB rates. For example, in Zaire, the number of hospital admissions for clinical 
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TB doubled between 1990 and 1992 and among them, one-half were found to have 1I1V as 
well. Clinical tuberculosis is a very common opportunistic infection occurring in HIV­
infected people, and since active TB is more easily transmitted to household members and the 
community, it is already creating a new problem for the African hl~alth care system already 
straine~ and over-burdened by inadequate resources and management. 

In Africa, tuberculosis is fast becoming the prime cause of death in HIV -infected adults. For 
example, the TB mortality rate was 4 percent before the AIDS pandemic; now, the mortality 
rate has nearly tripled (11 percent) among HIV -infected persons in urban Tanzania. 

II. EPIDEMIOLOGY OF HIYlAIDS IN GHANA 

The first reported AIDS case in Ghana was diagnosed in March 1986. Since then the total 
number of cases reported by the National AIDS Control Program (NACP) has reached a total 
of 11,853. The prevalence of HIV infection appears to be rising in Ghana. Limited mv 
seroprevalence data from antenatal sentinel sites indicate that HIV positive rates in 1992 
among pregnant women ranged between 1.0% and 4.6% in most parts of the country, 
although some pockets were as high as 18%. Until recently, such high prevalence rates were 
unknown. 

Eighty-six percent of all cumulative 11,853 AIDS cases identified were in the 20-49 age 
group, with those aged 20-29 being the most seriously affected. 

The HIV epidemic in Ghana has certain important peculiarities. Unlike most other countries, 
HIV / AIDS in Ghana affects more People in the semi-urban and rural areas than the urban 
core. Ghana has an "AIDS belt,", which runs across the middle of the country, but does not 
include Accra, the capital city, or the second largest port, Sekondi-Takoradi. As of September 
1993, the Ashanti and Eastern regions accounted for the highest number of reported cases, 
3793 and 30006 respectively, followed by the Greater Accra (1361) and Brong Ahafo (1179) 
Regions. 

In other African countries, the disease is initially more widespread among females or males 
(males in Cote d"Ivoire), but rapidly equalizes. However, in Ghana. women remain 
disproportionately affected. As of September 1993, reported AIDs (;~es among females 
accounted for 70% of the cumulative cases. 

One of the important risk groups in many countries has been the Armed Forces. A careful 
study in Ghana revealed that the rates among soldiers were approximately the same as those 
found in the general popUlation. 

III. EPIDEMIOLOGY OF STDS IN GHANA 



Limited data arc available on the prevalence of sros in Ghana. In 1992, there were 15,000 
cases of gonorrhea reported to the government. This figure probably represents only a smr.lI 
fraction of the actual number of new cases, as there are limited diagnostic capabilities, and 
many persons seek treatment for sros from pharmacists, chemical sellers, or traditional 
healers, who are unlikely to report cases. 

A study done at Korle Du Hospital in Accra and published in 1985 indicated that gonorrhea 
and chlamydia infections were common among women. The study isolated Neisseria 
agnQrrboea from five (3.4%) of 148 postpartum women and five (3.1%) of 162 randomly 
selected women attending the gynecology outpatient clinic. Chlamydia trachomatis was 
isolated from three (7.7%) of 39 postpartum women and eight (4.9%) of 162 women 
attending the gynecology clinic. Hence, 11.1 % of postpartum women were infected with 
either N. gonorrhoea or C. trachomatis. A study now being conducted in Accra will provide 
current data on the prevalence of gonorrhea, chlamydia infection, trichomoniasis, and 
candidiasis. The study will include 1 SO male STO patients, 1 SO female STD patients, and 
300 pregnant women. Of 131 pregnant wO .. nen examined thus far, 15% had intracellular 
gram-negative diplococci in endocervical secretions (a finding strongly suggestive of 
gonorrhea); 2.3% had C. trachomatis antigen in endocervical secretions; 6% had Trichomonas 
vaginalis detected via wet smear microscopy; and 13% had Candida albicans detected via wet 
smear. 

Available data indicate that gonorrhea and non-specific urethritis are the predominant sros in 
Ghana, and that genital ulcer disease is uncommon in Accra and relatively more common in 
Kumasi. The public STD clinic in Adabraka (Accra) in 1992 recorded 51 cases of gonorrhea 
and non-specific urethritis, one of syphilis, and none of chancroid. In 1993, the clinic 
recorded 73 cases of gonorrhea and non-specific urethritis, none of syphilis, and none of 
chancroid. The public STO clinic at Komfo Andkye Teaching Hospital in Kumasi in 1992 
recorded 165 cases of gonorrhea and non-specific urethritis, 28 cases of syphilis, and 42 cases 
of chancroid. These data also indicate that despite the probably large number of persons with 
STDs in Accra and Kumasi, relatively few are being seen in the public STO clinics in those 
cities. 

The relatively small percentage of STO cases in Accra with syphilis might be due to a high 
prevalence of yaws among children. Immunity to Treponema pertenue, the causative agent of 
yaws, confers some protection against Treponema pa1lidum, the causative agent of syphilis. 
The possibly high prevalence of yaws also poses a problem with the use of serologic tests to 
assess the prevalence of syphilis, as yaws can cause seroreactivity to the nontreponemai tests 
for syphilis, such as the VORL and RPR tests. However, other specific tests exist to 
differentiate syphilis from. yaws. 

Antibiodc-resistant N. gonorrhoea is a major problem in Ghana. A study done at Komfo 
Anokye Teaching Hospital in Kumasi tested 356 isolates of N. gonorrhoea for sensitivity to 
nine antibiotics, using disc diffusion methodology. The isolates were from the urethra (121 
isolates), endocervix (96 isolates), high vaginal area (87 isolates), and conjunctiva (52 

•• 
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isolates). It is not known what percentage of the isolates were from patients who previously 
had been treated unsuccessfully with antibiotics. The percentage of isolates found suscQptible 
to antibiotics were: penicillin, 8%; tetracycline. 3%; co-trimoxazole (trimethopriml 
sulfamethoxazole), 3%; chlorwnphenicol, 10%; erythromycin, 8%; spectinomycin, 78%; 
norfloxacin, 97%; cefuroximc. 9S%; ceftriaxone, 100%. These results indicate that in Ghana 
the inexpensive antibiotics (penicillin. tetracycline, co-trimoxazole) are no longer effective in 
treating gonorrhea, and those antibiotics that are effective are expensive (norfloxacin, 
cefuroxime, ceftriaxone). 

The finding that only a small percentage of N. gonorrhoea isolates in Kwnasi were sensitive 
to penicillin and tetracycline is consistent with results from other parts of sub-Saharan Africa. 
However, the finding that only 78% of isolates were sensitive to spectinomycin appears 
atypical. In Abidjan, Cote D"Ivoire, the percentage of isolates susceptible to antibiotics 
were: penicillin, 30%; tetracycline, 43%; spectinomycin, 100%; ceftriaxono, 100%; and 
ciprofloxacin, 100%. In Dar es Salaam, Tanzania, the percentage susceptible were: 
penicillin, 29%; tetracycline, 14%; spectinomycin, 93%; and ceftriaxone, 92%. 

A recent commissioned study by USAID' indicated that most of the STD cases are seen in the 
private health facilities, as expected. Using a random sample in five regions of Ghana, the 
study team interviewed Doctors (30), Midwives (29), Mission hospitals (5) Pharmacists (29), 
Chemical Sellers (30), and Private laboratories (19) and found the following: 

- In the three health care practices of private doctors, midwives and mission hospital, patients 
with possible sm accounted for over four percent of all outpatient visits. This contrasts with 
less than one perc~nt of all outpatient visits in the public health centers. Vaginal discharge 
and male dysuria were the most common presenting symptoms. 

- The mission hospitals saw the most patients (mean = 98 patients per hospital in four weeks) 
followed by doctors (mean = 23 patients per practice in four weeks) and midwives (mean = 
10 patients per practice in four weeks). 

- Drug Vendors (Pharmacists and Chemical Sellers) also see substantial numbers of patients 
with possible STD. Pharmacists saw a mean of sixty-eight possible STD patients per shop in 
four weeks. The mean for chemical sellers was 33. This represents 4.4 percent of all 
customers for phannacists and 3.8 for chemical sellers. Only thirty-four percent of all 
potential STD customers had seen a health care provider before coming to the drug vendor. It 
was assumed then that sixty-six percent of the possible STD patients were seeking primary 
STD care from the drug vendors. 

I Assessment of Private Sector Sexually Transmitted Disease Diagnosis and Treatment. 
Stanton David et a1. Draft report. April 22, 1994. 
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Based on the average caEeS diagnosed in the misSlion hospitals and private practices of doctors 
and midwifes, it is estimated that u minimum of 400,000 SrDs cases nrc treated in the public 
and private facilities. This represents an incidence of about 2000 cases per 100,000 
population. 

IV. EFFECTIVE INTERVENTIONS AVAILABLE TO COMBAT THE SPREAD OF 
HIVIAIPS 

A number of interventions can halt or decre.ase the spread of HIV. Various data from 
developing as well as developed countries have shown that lEe programs that promote 
behavioral changes and increased condom use are important tools in the control of HIV 
spread. In vitro and solid epidemiological studies among prostitutes and discordant couples 
have shown that condoms are efficient barriers to HIV if used properly. 

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. As 
indicated earlier, the latter intervention has recently emerged as a critical element in the fight 
against mv / AIDS. Programs that reduce the frequency and duration of STDs may reduce the 
incidence of HIV / AIDS by 50%. For women, STD control is one of the few relevant 
strategies since they can avail themselves of this means of protection if diagnosis and 
treatment of srDs can be combined with other consultations requiring an internal 
examination. Condom usage, abstinence and faithfulness of both partners in a relationship are 
usually not under the woman"s control. 

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), 
researchers2 have examined the potential effects of the mv epidemic on a population, given a 
particular set of inputs to demographic processes, behavior and disease parameters. 

The inputs were chosen to represent processes and behavior similar to those in the 
sub-Saharan Africa region. The following is a description of four possible interventions 
which could be implemented in the 1990-1995 period to stop or decrease the spread of HIV. 
They are: 

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

2. a STD control program that reduces the duration of STDs by 5 to 25% in the urban 
population by 1995; 

2 Peter Way and Karen Stanecki; The Demographic Impact of an AIDS Epidemic on an 
African Country: Application of the IWGAIDS Model. Center for International Research, 
U.S. Bureau of the Census. 
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3. an lEe program that reduces casual sex in the urban populatiofl (to 25%); and 

4. a 100% blood screening program in operation by 1995. 

1. Condom Use 

A model of a five year program (If condom promotion, beginning in 1990 and fully 
operational by 1995, was developed, using the assumption that 0.4% of urban women and 
men are using condoms in 1990. With no condom intervention, the model projects the 
prevalence rate of HIV infection by the year 201 S to be about 17% in the urban areas. With 
an intervention program resulting 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. According to the 
model, an intervention that results in condom use by 25% of urban couples will result in a 
declining epidemic with an urban prevalence rate of 0.6% by the year 2015. 

2. Reduction of Casual Sex (the number of sexual contacts 
outside marital sex) 

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

3. SIP Control 

A 5% reduction in the duration of SIOs in urban areas would result in a 2 percentage point 
drop in urban sero-prevalence levels in 2015 - from 17% to 15%. Lengthier reductions in 
STP duration would result in progressively larger decreases in sero-prevalence levels in 2015. 

3. Blood Screening 

The model predicts little impact on 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 would 
be reduced by less than 1 percentage point. Concentrating all available health funds on the 
establishment of a 100% screening program might not be as cost effective as other types of 
interventions. 

EEC, which has the most extensive experience among donors in supporting blood screening 
services experts recently estimated that blaod screening may only be cost effective with a 
seroprevalence rate of 20% among blood donors. 

However, at this time, blood screening is the only technology available which is effective 
within a short time period in stopping mv / AIDS transmission through blood. Also, in many 
African countries, children are at great risk of acquiring HIV infection because they receive 
large numbers of transfusions (some of which may be HIV -contaminated) for treatment of 
malaria and other related anemia symptoms. 



In any cue, blood screen In" progrnma should complement other interventions and not be 
considered in lieu of lEe and sro control activities. Alternative interventions to screenin" 
blood for HIV also should be explored. Theile should include the review of blood tranflfusion 
practices to decr~ase UMecessary transfusions and the strengthening of blood donor screeming 
in order to discouraae those practicing hiah risk behavior from donating blood. 

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

Although these projections should be interpreted cautiously, recent data from a WHO review 
of effective interventions to AIDS Prevention indicated encouraging trends. Selected 
interventions have been successful in assisting people to change their behavior and in 
improving community response to the epidemic. Studies have demonstrated improvement in 
consistent condom use from less than 10 percent to over 70 percent; decrease in STD monthly 
incidence rate from 13 percent to 0.5 percent; decreases in annualized rates of HIV from 15 
percent to 3 ~rcent. 3 

V. COMPONENTS OF THE HIVIAIDS AND STP PREVENTION AND CONTROL 
PROGRAM 

A. Health InfOrmation Systems 

The establishment of measurable indicators is critical for effective program management and 
evaluation. The most reliable indicator for the effectiveness of an HlV I AIDS prevention 
program would be changes in the sero-incidence (i.e., the number of new HIV infections 
acquired in a defined population for 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 not easy, especially when informed consent is required. In 3ddition, 
large samples may be required in order to detect any significant difference between two 
surveys. Thus, a program can not rely exclusively on population-based incidence rates (0 

indicate effectiveness. 

Other measures can be representative of changes in HIV sero-incidence, including incidence 
rates from anonymous, sentinel sero-surveys using convenient, non-representative, sampling 
methods as well as the use of reductions in SID incidence, syphilis and gonorrhea. As 

Gary Slutkin. Effective Interventions for Prevention: Key Elements of Success. World Health Organization 
Global Program on AIDS. 1993. 
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mentioned clltHer~ a ,i"niflcant cort5traint in the control of SrDs 15 the lack of good baseline 
epidemiological data, not much Information i& Cl.:Trently availAble on the prevalenc;:e of HIV, 
or other STOfl, nor on patterns of resistance to antibiotics by sros. 

With regard to HIV tcsting. the presence of HIV·2 in west Africa and Ohana in partlculW' 
requires the use of tests or DsayS capable of detecting HIV·I and HIV·2 sero-prevalence. 
Reliable assays such as ELISA and Western blot are available for this purpose. The 
development of rapid or simple/rapid assays such as HIVSPOT, which is currently use by the 
NACP, provides excellent opportunities for developins countries to establish viable fa(:i1ities 
for HIV testins withoat the equipment and maintenance required for ELISA and Western blot 
assays. 

In this regard, the USAID/Ghana funded Family Planning and Health project (FPHP) has Leen 
funding the construction of four reference laboratories and is developing an epidemiologicd~ 
surveillance system to provide high quality HIV and STD epidemiologic data. Also, long 
tenn technical assistance in laboratory is also being provided. 

While WHO and the Dutch, 13ritish and Gennan governments have assistt:d in the 
procurement of the HIV test kits and reagents for clinical diagnosis, the epidemiology 
serosurveillance system is dependent on the USAlD/FPHP for laboratories supplies and other 
recurrent costs. The system will require approximately 500 samples from each of the three 
above mentioned groups in each of the ten health regions to be tested yearly, enabling the 
r-.;ACP to generate adequate epidemiological data. 

With the assistance of the FPHP project, Ghana has established a viable, less expensive HIV 
testing framework. The current Ghana HIV testing algorithm no longer requires confirmation 
of HIV seropositivity by immunoblot procedures. HIV screening is conducted with rapid 
assays such as HIVSPOT and confirmation with the ELISA method. A synthetic peptide 
assay (Innolia) is used in case of discrepant results. 

GHANAP A will continue to support the MOH"s efforts to track the HlV / AIDS epidemic 
though the epidemiological serosurveillance system. NPA conditionality will support adequate 
GOG budgetary contribution for the recurrent costs of the laboratories, while project funds 
will finance the mv reagents needed for the surveillance system. 

Currently, with the exception of the head of the Heal~ Laboratory Services (HLS), no one 
has academic credential at the university level. None of the current HLS personnel has any 
laboratory management expertise. 

Under FPHP the PHRL has begun to build expertise and experience on the management of a 
continuing education program including infection control, quality assurance, laboratory 
management and exodus waste management for public and private laboratory personnel. 
Todate 172 laboratory personnel were fonnally trained including 40 from the private sector. 
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By the end of FPHP, all four USAID supponed reference and zonal laboratories will be fully 
equipped. The effective management of the laboratory network .;ontinue to be of "rcat 
concern in view of the limited available expenise. With the exception of the cunent Heud of 
th\J Health Laboratory Services, no one within the laboratory services has academic credentials 
it ~ne university levels. By the termination of the long-term technical assistance in laboratory 
n':: ! year, the management of the PHRL and the zonal laboratories will still be at the initial 
stu~'1S and on-site stimulation and guidance will be required. It should also be noted that 
Ff' HP is the first attempt to build laboratory infrastructure and capacity in Ghana. Therefore, 
it is proposed a six to one-yeM extension of the L TT A contract and a total of eight-person 
months of external technical assistance on laboratory management, strategic planning and 
quality control in order to further improve the management and viability of the laboratory 
network, which is currently being strengthened by FPHP. 

Without an effective vaccine or preventive/curative therapy, education is the primary 
intervention. Therefore, evaluation of a program"s effectiveness must focus also on this 
intervention utilizing currently available tools such as research-fvcused knowledge, attitudes, 
beliefs, and practices (KABP) studies. Fortunately, the FPHP has conducted several studies 
concerning HIV / AIDS in Ohmia including: 

o Consumer Baseline Study, (CBS) 19934
• A national household based survey of 

1069 female and 1047 male respondents to determine knowledge attitudes and 
practices concerning family planning and AIDS. 

o Qualitative Formative Study on AIDS in Ohana, (QFSAG) 1993'. Focus group 
d:scussions and individual in-depth interviews on male and female respondents 
in the Ashanti and Northern Regions were held to understand regional 
differences in Knowledge, Attitudes and Practices (KAP) and needs for IE&C 
messa~es. 

o Contraceptives, AIDS, Anti-malarial, and Control of Diarrheal Diseases (CDD) 
Knowledge Attitudes and Practices among Doctors, Pharmacists and Chemical 
Sellers, 19936

• A survey of 86 physicians, 118 Pharmacists and 263 Chemical 
Sellers in Accra and Kumasi and adjoining district towns to determine provider 
hlformation. 

4 Consumer BASeline Study Ghana ,1993. Marketiq and Social Research IlUititute Limited, Accra. 

5 Adjei, Sam, G. Owusu, M. Ablordey, Qualitative Formative Study on AIDS in Ghana, National AIDS Control 
Program, Health Education Unit, and Health Research Unit, Minisuy of Health, Accra, 1993. 

6 Ghana Family Planning and Health Project Contraceptives, AIDS, Anti-malarial, and CDD Knowledge, 
Attitude and Practices among Private Service Providers. Marketing and Social Research Institute Limited, Accra, 
Ghana 1993. 
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o Ghana Dcmoaraphic and Health Survey (OUS) 1993. Data was collected in 
November and December 1993. Preliminary analyses indicate, for exumple, 
level of condom use amona the sexually active population. 

Tbp.se surveys, together with the Situation Analysis funded by the Population Council and the 
Ohana Statistical Service, provide considerable information on 1~II()wledge, Attitudes and 
Practices (KAP) of Ghanaians concerning AIDS. OHANAPA wiJI continue to support these 
important surveys. 

B. Program Management. Coordination and Policy Deyelopment 

In recognition of the compellina data from other African countries and the opportunity to 
limit the spread of HIV/AIDS while the rates are comparatively low, the Government of 
Ghana established the NACP in 1988 and fmalized the Medium .. Term Plan for HIV / AIDS the 
following year. The objectives 'If the medium-term plan include: 

o determining the extent and pattern of HlV infection. 

o providing information to the public concerning the epidemic and to promote 
condom use for prevention. 

o developing a national program for the control of sexually transmitted diseases 
(SrDs) which are a cofactor for infection with HIV. 

o providing adequate clinical management and social support to affected 
individuals. 

o providing adequate laboratory services for the diagnosis of HJV inn·ction. 

o ensuring safety of blood transfusions. 

o establishing a monitoring and evaluation system for the AIDS prevention and 
control program. 

The MOH"s Program management unit (PMU) of NACP coordinates the HlV/ AIDS control 
activities of the MOH and other government ministries and NOOs. According to the NACP, 
approximately 80 percent of MOH non-personnel expenditures for AIDS/SID control 
activities are funded by external donors, including WHOIUNDP, EEC, the Dutch, German and 
British governments with USAID being the largest contribu.'(or. The remainder of these 
expenditures is covered by the MOH. The MOB projects a total 1994 recurrent and capital 
budget of $6.7 million for AlDS/STD control. Of this arno\i'nt, $4.9 million represents donor 
financing, and the remaining Sl.8 million, MOH expenditurtis. 
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USAID provides $4 million, roughly 9 t percent of total donor resources in AIDS/STD 
control, but that figure includes approximately $3 million in capital expenditures and technicll! 
assistance for the laboratories. Total recurrent AIDS/STD expenditures for 1994 are 
estimated at $3.1 million. This level is expected to increase slightly over the next few years. 

Since the establishment of the NACP, effective program management and coordination have 
been limited by the following reasons: 

• the urgency of dealing with the HIV I AIDS epidemic and the massive resources 
required for AIDS prev~ntion have led to the establishment of a vertical 
program causing minimal utilization of existing MOH and other sector 
infrastructure ar,d resources and a low absorptive capacity for donor funds. 

• the seven full time professional staff members have been absorbed by program 
implementation activities instead of program planning, policy formulation, 
coordination and advocacy. Consequently, the lines of authority and 
communication between the PMU and the various MOH Directorates, regions 
and districts were unclear and remain to be better defined. The same situation 
prevails within the PMU and between the Regional and District AIDS 
Committees and Regional and District Management Teams. 

• Currently, there is a movement towards decentralization of MOH activities 
including AIDS and STDs activities. This movement has re-vitalized the 
regional and district AIDS Control Committees. However, the decentralization 
process has been hampered by shortages of resources and adequately trained 
personnel, as well as by problems in logistics and the flow of information to 
the regional and district levels; 

• sectors other than health have not yet assumed a meaningful role in STDI AIDS 
prevention and control. This situation is related to the lack of financial 
r,:sources, technical assistance, meaningful policy dialogue, and commitment to 
encouraging other sectors to participate in the fight against AIDS. The 
m",lti-sectoral implications of the mV/AIDS epidemic dictate that special 
attention be given to HIV / AIDS prevention and control by the other sectors. 
The massive resources needed, as well as the social pressures required, to 
adequately address the mv / AIDS problem cannot be generated or absorbed by 
any single sector. 

• The use of NOOs to decentralize activities has also been problematic, since 
NOOsIPVOs which add AIDS prevention to their priority objectives are often 
\\1Ilderstaffed, already over-committed to other are.8S, and technically unprepared 
t'l meet the new challenges posed by human resource intensive AIDS 
pll'evention programs. 
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OHANAPA will use a combination of non-project assistance supported policy reform and 
project supplied financial resources to assist the MOH address the above mentioned issues. 
GHANAPA will no longer provide off budget financing of MOH"s FP and AIDS activities, 
but will encourage the 000 to increase MOH"s budget. This important decision should 
greatly facilitate the planning process and improve a better utilization of the MOH"s resources 
at the central, regional and district level. 

Given the limited number of NACP staff and e,~p~~ience and expertise of the regions and 
other sectors in AIDS and STDs related program plt\Jll1ing, coordination and policy 
development. project funded short-term technical assistance will also be provided to improve 
the capacity of NACP"s PMU in program planning, coordination and policy development. 
With respect to the involvement of other sectors in AIDS prevention and control, GHANAP A 
will also support the provision of technical assistance to the Ministry of Education as well as 
the training of selected NODs and private companies. 

Effective tools have been developed by A.I.D. to facilitate policy dialogue with senior 
leadership and decision-makers. The AIDS Impact Mod~1 (A.I.M.) which has been developed 
after the highly successful RAPID population presentation model is already being used by the 
NACP"s PMU. GHANAPA will assist in generating pertinent data on the socio-economic and 
demographic impact of AIDS in Ghana, and will continue to utilize the AIM to increase 
commitment of the country"s leadership to HIV prevention and control. The project also will 
fund observation tours to other countries for community leaders, policy-makers, and 
professionals to observe policies, programs and strategies in other countries with successful 
programs. 

C. Safer Behavior Change Interventions 

The sexual behavior change required to reduce risk of infection of HIV (and other STDs) will 
take place only if individuals: are aware of HIV / AIDS and understand its transmission; 
consider themselves personally at risk for contracting HIV; understand which specific 
behaviors they should modify such as using condoms, reducing the number of sexual contacts 
and preventing and treating STDs; perceive that the benefits outweigh the social and cultural 
costs of undertaking these changes; and, have access to the condoms and drugs for treating 
STDs. 

Awareness: The CBS showed that almost all Ghanaians are currently aware of the disease 
AIDS. Most Ghanaian men (92 percent) and women (86 percent) know that having sex with 
someone who has the AIDS virus is a transmission route, although misconceptions about 
transmission still exist. The CBS concluded that although most Ghanaians are aware of 
AIDS and know it is transmitted sexually, many misconceptions remain concerning 
HIV / AIDS. Over a third of respondents believe that it can be transmitted by mosquitos. 

Health Care Providen Attitudes: The CBS also reported that health care providers were 
considered by the general public to be the .most reliable source of information concerning 
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liIV/AIDS. However, the 1993 Situation Analysis reported that 44 percent of health care 
providers would not provide information and c~unselling on AIDS to family planning clients. 
It was not clear if this was prompted by unWillingness to discuss HIV / AIDS, or by a 
perception that they did not have adequate skills and knowledge to counsel on AIDS. Given 
such a high percentage of failure to provide this information, more research and training are 
required to change the behavior of providers. 

Perceived rusk: AIDS is perceived by many Ghanaians as a disease which occurs only in 
prostitutes or people who have been out of the country. Very negative attitudes about people 
with AIDS reduce an individual"s perception of their own wlnerability from continuing 
practices that expose them to the virus. Seventy seven percent of men and 68 percent of 
women felt that AIDS patients should be quarantined, to protect the rest of society. Even 
individuals who were labeled "high risk" of contracting AIDS in the QFSAG survey felt that 
AIDS patients should be quarantined. The CBS reported that only half of men and women 
say that anyone can get AIDS, Md slightly more than a third of women say that people who 
have many sex partners can get AIDS. These data confinn that many Ghanaians do not feel 
personally threatened by AIDS. 

Many AIDS control programs have focused on "core" groups of hig,h risk individuals 
(prostitutes, truck drivers, those with mUltiple partners, those who have intercourse with 
individuals who have multiple partners) rather than trying to prevent cases in the general 
population. Focusing on "very high risk" groups often reinforces the general public"s view 
that HIV / AIDS only happens to others, thus compounding the problem. In Ghana, the 
percentage of the population that practices "high risk" behavior, which includes people with 
mUltiple sexual partners, is so large, it is difficult to differentiate from the general population. 
While certain groups can be targeted for specialized messages and interventions, the general 
population must also understand that anyone can get AIDS. 

Behavior Modification: The FPHP 1993 CBS indicated that the use of condoms is 
increasing. Current condom use among females and males has reached 6.1 % and 19.7%, 
respectively. Men use condoms for both STDslAlDS prevention and family planning (96%). 
Even though awareness is high, knowledge is improving, and condom use is increasing, high 
risk sexual behaviors remain common. The 1993 CBS also reported that 80 percent of the 
population aged 15-30 is sexually active with approximately 25 percent having multiple 
partners. Only 25 percent of men who have ever used a condom report that they use it every 
time they have sex. The CBS also reported that 83 percent of Ghanaians know that sexual 
fidelity is the best way to prevent AIDS, but only 56 percent of men and 29 percent of 
women felt that using condoms would prevent AIDS. 

To date, mass media interventions and social marketing activities have made the greatest 
contribution to the limited, but encouraging behavior modification. Approximately 8.9 
million condoms were sold in Ghana in 1993, up from 4.4 million in 1990. If condom use 
behavior changes, these amounts must continue to be increased dramatically over the next six 
years. While it is not known how many condoms are used primarily for AIDS/SID 
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prevention as opposed to contraception, the CBS reported that condoms are used with other 
partners more than with wives. 

Sufficient condoms will be available through the Family Planning Component of OHANAPA 
through OSMF to meet the increased demand for condoms. At the same time, the 
OHANAPA will build on the community-based interventions of the OSMF, PPAO, ORMA, 
SOMDP and the MOH to also strengthen interpersonal communication interventions which are 
believed to be critical to behavior modification, once the awareness level of a given 
popUlation is very high. Training on AIDS and STD will be provided to the health care 
providers and community-based resource persons. OHANAPA will also continue to support 
behavioral operatio,.,~ research in order to better refine the IEC interventions. 

D. VQluntarv testing and Counseling 

Voluntary counseling and testing has been shown to induce behavior change in Rwanda and 
Uganda. An evaluation study conducted in Uganda by CDC at the AIDS Information Center, 
showed that the program was able to induce behavior change among its clients. 
Clients reported substantial changes in certain risk-reducing behaviors, including monogamy 
and condom use. These changes were reported by both sero-positive and sero-negative 
individuals. 

Counseling centered on HlV testing is a problem, especially since confirmation of HIV 
sero-positivity is not always available in Africa. This has major implications for HIV 
prevention counseling in a continent which accounts for a majority of the mv infections. 
In Ghana, the demand for voluntary testing and counseling is insignificant at this stage of the 
HIV I AIDS epidemic and IEC interventions. However, based on the experience in other 
african countries and the high level of awareness on HIV I AIDS and the planned 
intensification of the IEC campaigns, it can be assumed that the demand for voluntary testing 
and counseling services may increase significantly. A significant number of private 
laboratories offer HIV testing, suggesting that the demand is increasing. 

Since the PHRL and zonal regional laboratories will be ready to provide adequate laboratory 
support for HIV testing by the end of 1995, it is important to anticipate the demand for 
voluntary testing. It is critical that viable testing services be developed, counseling services, 
algorithms and policies be established and that procedures for HIV testing be designed. 

GHANAP A will support the NACP to conduct a needs assessment and feasibility study on 
cost effective voluntary and testing services and design a fee system and appropriate 
procedures for these services as well as linkages between the laboratory network and the 
counseling services. In this regard, two study tours of MOH and selected NOO personnel will 
be funded in two African countries with extensive experience in voluntary testing and 
counseling. 
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E. Clinical ManaGement of STPs 

Successful programs for STD care have been designed to be "acceptable and accessible" to 
popUlations with the largest need. Furthermore, integration into primary health care (MCH and 
FP services) is desirable. A variety of simultaneous interventions is needed to change 
behavior in order to control the spread of STOS7. These include counselling for risk 
reduction; training in symptom recognition; compliance with medical prescriptions; and 
promotion of ~ condom use. 

"Points of first encounter" where the patient first comes into contact with health care is the 
most important because it is this care that most likely influences future behavior regarding the 
treatment and diagnosis of STDs. This first encounter does not necessarily occur in the formal 
system, but rather may occur at the local chemical seller, as confirmed by the USAIO/Ohana 
commissioned STOs needs assessment study in the private sector. This emphasizes the need 
to train providers in the proper diagnosis, treatment and counselling, and additionally to link 
these providers with th!' provision of condoms through the social marketing program. 

The use of syndromic approach to treat STOs is an strategy in countries without adequate 
laboratory support and poor treatment compliance. The World Health Organization (WHO) 
has recommended that health-care providers in developing countries treat patients with STOs 
on the basis of the group of symptoms, or syndrome, that the patient has, rather than for 
specific STOs. For example, providers would treat for vaginal discharge or a genital ulcer 
rather than gonorrhea or syphilis. 

Since several SIDs can cause a particular syndrome, providers may need to treat for several 
STOs at the same time. For example, urethritis in men is a symptom of both gonorrhea and 
chlamydia infection. Therefore, providers using the syndromic approach in areas where both 
are prevalent should treat patients with urethrlti!. for both SIDs. 

Information about the patient"s sexual history can help to distinguish between syndromes that 
are sexually transmitted and other reproductive tract infections (especially candidiasis and 
bacterial vaginosis) which are not, or not usually sexually transmitted. 

1. Current Treatment of sms i~ Ghana 

STO care appears to be poor both in the private and public sector. 
In the public sector, a 1992 study of STO treatment at six urban MOH health centers in 
Accra and four in Kumasi found that in both males and females, no p.hysical examinations 
were done. No vaginal specula were available. 

AIDSCAP Technical Strategy, Family Health International, 1993. 
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At these facilities, health-care providers diagnosed all cases of urethral discharge as 
gonorrhea, and few were aware of non-gonococcal uretlU'itis. Seventy percent of providers 
prescribed antibiotics at the first visit, without waiting for the results of a gram stain, culture. 
and sensitivity they might have ordered. Treatment of gonorrhea varied, with effective and 
non effective antibiotics used including cefuroxime, spectinomycin, amoxycillin, tetracycline, 
gentamicin, and co-trimoxazole. 

Less than 10% of providers gave patients any health education about STOs. Educational 
materials were not available, and health talks on STOs were not given in the outpatient 
departments. Only 25% of healthucare providers advised pati~nts with STOs to notify their 
partners to seek medical care. Only 40% of providers asked patients to return for follow-up 
care. These providers estimated that 90% of persons !tdvised to return did not do so. 

Laboratory tests for STOs were done only occasionally. All laboratories had at least one 
laboratory technician and one functioning microscope. Microscope slides and reagents for 
gram stains usually were not available. Serological tests for syphilis were not done at any of 
the laboratories. Information on laboratory tests performed were not readily available in any 
of the laboratories. 

In the private sector, the USAlO/Ghana commissioned SID needs assessment found that the 
quality of care provided in the health centers is highly variable. Most providers indicated that 
they start treatment at the time of consultation. Laboratory tests are relied on in a small 
proportil)n of the cases. Speculum examinations of women were done for less than one fourth 
of women. Only a small number of providers used antibiotics active against resistant N. 
Gonorrhea. Most providers did not know how to treat Chlamydia, Chancroid, or Syphilis. 

In the private Laboratories, N. Gonorrhea culture was the test most frequently cited, followed 
by mv testing. HIV testing, offered by six labs, was the most costly test offered. Only one 
third of the N. Gonorrhea cultures were tested for drug sensitivity. Only one lab indicated 
that it properly incubated and interpreted the cultures. Eighty-two percent of labs doing N. 
Gonorrhea cultures used Blood Agar -- a media unsuitable for isolating N. Gonorrhea. The 
tests are usually conducted by lab technologists and lab technicians who are university trained 
professionals. All but one lab had at least one of these categories of personnel on their staffs. 

With respect to equipment and supplies, only one provider, a CHAO hospital said that it had 
difficulty in obtaining supplies. 

Also, the quality of care given to possible SID patients by drug vendors, like the providers, 
was variable. Antibiotics active against resistant N.Gonorrhea were not often used. The most 
disturbing finding was that less than half of the drug vendors referred their customers who 
failed treatment to health care providers for evaluation. 
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2. StatuI of Gbana"l EI.entlal Drug LI.t and National Formulary (EDLNF) 

2.1 Druas for SIps DOW in the Essential Drug List and NatiQnal formylary 

Ihe Essential pru" List and National FormylaO' contains a listing of the drugs on the 
Essential Drug List, information abQut each of the drugs, and guidance on how certain 
medical cQnditiQns should be treated. Because of the shortage Qf commercially published 
drug information in most developing countries (including Ghana), a national formulary 
manual is vital to provide infQrmation on the proper use of drugs included on the national 
formulary list. If the manual exists but has not been revised within five years, it may not 
reflect current informatiQn on the drugs listed. 

The last time the Essential Drug List and NatiQnal Formulary was published was 1988. In 
1990, the list of drugs was revised but not published. In late 1991, a draft of It revised 
Essential Drug List and National FQrmulary was submitted to the ft,.10H. This revision 
included current 1991 information about eJlch of the drugs on the 1990 list. The MOH took 
no action on this draft. In late 1993, another revision of the Essential Drug List and National 
Formularv was submitted to the MOH. This revision included current 1993 information about 
each of the drugs on the 1990 list. 

The revision of the Essential Drug List and National FQrmulary that is due to ~ printed has a 
two·page section on the treatment of STDs. This STD section contains recommendations on 
the treatment of urethral discharge in men and vaginal discharge. However, there are several 
problems with its recommendations. 

First, none of the drugs on the list remain adequately effective in treating gonorrhea in Ghana. 
The STD section recommends that urethral discharge be treated with penicillin or amQxycillin. 
These antibiotics are very unlikely to be effective, due to antibiotic·resistant gonorrhea. The 
reason that the section cannot recommend effective antibiotics is that any drugs recommended 
in the Essential Drug List and National Formulary must already be on the Essential Drug List, 
and the Essential Drug List contains no drugs still effective for treating gonorrhea in Ghana. 

Second, the srn ~ction recommends that patients with urethral disclwge be treated first for 
gonorrhea. If seven days later the discharge is still present, then the patient is treated for 
chlamydia, using tetracycline. This approach will require all patients with chlamydia to make 
a second visit to the health facility. However, many patients will not return for a second visit. 
As indicated earlier, WHO recommends that effective treatment for STD syndromes be 
provided in the first visit, and that in areas (such as Ghana) where both gonorrhea and 
chlamydia are common, patients with urethral discharge be treated for both illnesses at the 
first encounter. 

POQr patient compliance should also be expected with regimens that use tetracycline to treat 
chlamydia or to treat syphilis in men and nonpregnant women allergic to penicillin. These 
regimens require patients to take two 250-mg tetracycline capsules four times daily for seven 
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days (for chlrunydia) or I S days (for syphilis). By contrast, regimens that use doxycycline to 
treat chlamydia or syphilis require patients to toke one 100.mg doxycycline capsule two times 
doily for seven days and 1 S days, respectively. It should be noted that, if the drugs are 
purchased via UNICEF, the doxycycline-containing regimens are le9s expensive. However, if 
drugs are purchased from retail pharmacies, the doxycycline-containing regimens are more 
expensive. 

Third, miconazole is 8 very expeusi ve drug with which to treat candidiasis. Less expensive, 
effective dnlgs are available. The regimen that uses clotrimazole 200 mg inserted in the 
vagina once daily for tht'ee days is far less expensive than a miconazole-containing regimen. 

Four, the STD section is not consistent with the guidelines for the management of STDs that 
have been developed by the National AIDS Control Program of the MOH. These guidelines 
use algorithms for the treatment of urethral discharge, vaginal discharge, genital ulcers, and 
lower abdominal pain; the algorithms are similar to those developed by WHO for the 
syndromic apprOl\ch to treating STDs. 

2.2 The impact on treatment guidelines of adding a drug to the Essential prug List 
and National Fonnulary 

Currently, there is a general agreement on the urgent need to revise the EDLNF taking into 
account the available in-country and regional data on STD drug-resistant patterns. The NACP 
is currently recommending that the following drugs be included in the EDLNF: Ceftriaxone, 
Ciprofloxacin and Cefixime. Other drugs such as doxycycline, clotimazole and kanamycin are 
being also discussed among experts. \ 

In developing treatment guidelines, the MOH can recommend only drugs that are in the 
Essential Drug List and National Formulary. This is the case even if the ESsential Drug List 
and National Fonnulary includes no drugs effective in treating a particular illness. For 
example, in developing guideli~es for the treatment of gonorrhea, the National AIDS Control 
Program has not been able to officially recommend any drug adequately effective for 
gonorrhea. Hence, a major impact of adding drugs effective for STOs to the Essential Drug 
List and National Formularv is that the MOH will be able to develop STD treatment 
guidelines recommending drugs more effective than those now in the national fonnulary. 

2.3 The impact on drug supplies at health facilities of adding a drug to the 
ESsential Drug List and National FOrmulary 

Separate revolving (Cash and Carry) funds are maintained by the MOH (for the Central 
Medical Store), by each regional administration (for regional medical stores), and by each 
health facility. The Central Medical Store purchases only drugs listed in the Essential Drug 
List and National FormUlary. Regional medical stores are supposed to purchase drugs only 
from the Central Medical St.'are, but in fact purchase drugs also from the private sector. 
Health facilities are sUPP'lled to purchase drugs only from the Central Medical Store and 

r 
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regional medical stores, but they also pwc~alse drugs directly from private sector. Some of 
the drugs purchased from the private sector by the regional medical stores and health facilities 
are not in the Essential DruK List and National Formularv. 

Each region and facility has control of its own fund and can set its own pricing procedures. 
In reality, each facility can be considered a separate non-profit business, and therefore, needs 
to operate on a businesslike basis in order to survive. 

Adding a drug to the Essential Drug List and National Foanulary will enable the MOH to use 
the revolving fund of the Central Medical Store to purchWlc the drug, via the Ghana Supply 
Commission. Because the MOH often purchases large quantities of a drug, it might be able 
to obtain the drug for a low price, one possibly lower than what private wholesale drug 
suppliers would have to pay. Hence, adding a drug to the Essential Drug List and National 
Formulary enables the drug to be purchased at low price by the MOH, which can ~hen sell the 
drug, via the Central Medical Store, to the regional medical stores and health facilities. The 
lower price available through large purchases can thereby be passed along to the patient. 

As noted above, adding a drug to the Essential Drug List and National Formularv will enable 
the MOH to recommend the drug in its treatment guidelines. This will increase use of the 
drug by health-care providers, who will request that the health facility stock and sell the drug 
via its Cash and Carry Program. In addition, patients unable to purchase the drug at the 
health facility will go to pharmacists to buy the drug; the pharmacists in tum will begin to 
stock the drug as they see that demand for it has increased. 

Hence, adding a dnag to the Essential Drug List and National Formulary will result in the 
drug being more widely available. However, the misuse of the effective and relatively 
expensive sm drugs to be added in the EDLNF for other diseases will need to be addressed 
through training and education of the public health providers. 

3. Drug Costs for syndromic treatment of STDs: retail pharmacy prices VS. wholesale 
international-market prices. 

The following Table 2 summarizes the costs for syndromic treatment of STDs using selected 
drugs (Ciprofoxacin, ceftriaxone, doxycycline and clotim~le discussed for addition to the 
Essential Drug List and National FOrmularv, based on cost of these drugs in the wholesale 
international market vs. retail pharmacies in Accra. The costs are summarized in Table 2 
below. 

As shown in Table 2, the retail pharmacy prices for drugs used in the syndromic treatment of 
STDs are 2.4 to 8.9 times the wholesale international-market prices. 

Of note is that the retail pharmacy prices for ciprofloxacin and doxycycline are 5.8 and 15.1 
times, respectively, the wholesale international-market prices. The price advantage of the 
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International market for these drugs reflects the very low prices for tiprofloxocin and 
doxycycline when they arc purchased through UNICEF. 

Table 2. Costs for syndromic treatment of sexually-transmitted diseases using drugs 
recommended for addition to the Essential prug List and National fOrmulary, baaed on cost 
of druss in the international market vs. retail pharmacies in Accra.· 

Wholesale Retail 
International Pharmacy 

Drug Price Drug Price 
Syndrome 

Urethral Discharge 
Vaginal Discharge 

Cervicitis and vagioitisb 

Vaginitis onlyO 
Genital Ulcer 
Lower Abdominal Pain 

<in US $) On US $) 

0.60 

1.36 
0.76 
2.01 

1.05 

5.31 

7.70 
2.39 
4.91 d 

6.28 

• Wholesale international-markets prices are drawn from several listings and are approximate. 
Retail pharmacy prices are based on the median price found in a survey of 16 retail 
pharmacies in Accra. 

b Treatment for vaginitis and cervicitis includes treatment for gonorrhea, chlamydia, 
trichomoniasis, bacterial vaginosis, and candidiasis 

C Treatment for vaginitis includes treatment for trichomoniasis, bacterial vaginosis, and 
candidiasis 

d Benzathine penicillin 2.4 million U/vial was not available in the pharmacies surveyed. For 
purposes of comparison, the wholesale international-market price is used for the retail 
pharmacy price. 

4. 8TD-related activities of other donor organizationl 

To date, almost all support to 8m prevention and control has been to the public sector, 
although, as in many other African countries, that many Ghanaians prefer the private sector, 
including pharmacies, chemical sellers, itinerant drug peddlers and traditional healers, for 
confidential treatment of embarrassing STOs, since public clinics require registration and loss 
of anonymity. 

• I 
r 



4.1 Commil8ion of lhe EwoPQ@n CQmmunity 

The EEC"s three-year assiltance (1991-1993) in the artlount of $340.000 included SrD 
lurveillance and the uparadlna of clinical management of STOll, including equipping 
govenunent sro clinics • one In Accra and Qne in KumWli. EEe mission will continue its 
support to the public sector. Two million ECUs are progralluned for the following two to 
three years. The Commission abo will fund (1) trainina in sros for medical officers, 
medical assistants, and nurses; (2) reprinting of STO leaflets; (3) the development and printing 
of an STO poster and flipchart; (4) the preparation of a final draft and printina of national 
guidelines for STO case management; and (5) training in STDs for regional HIV/AIDS 
counsellors 

4.2 Oesellshaft fur Zuymmenarbeit (GIl. German AID) 

OTZ supports laboratories in Wa (Upper West Region) and Tamale (Northern Region) to do 
serological tests, including HIV ELISA and Western blot tests, TPHA tests for syphilis, and 
hepatitis B antigen tests. In 1993, OTZ supplied the laboratory in Wa with equipment and 
reagents to culture N. gonorrhoea and do antibiotic sensitivity tests, using disk diffusion. A 
laboratory technologist in Wa received microbiology training in Kumasi at the laboratory of 
Komfo Anoleye Teaching Hospital. In addition, a medical officer from Wa was trained in 
Kumasi in the clinical management of STDs. 

4.3 Qverseos peyelgpment Administration (British Aid) 

The Overseas Development Administration (ODA) will support the establishment of sm 
clinics at the Regional Hospitals in Ho (Volta Region) and Koforidua (Eastern Region). 
Support will be in the form of medical equipment, consumable supplies, and laboratory 
reagents. These supplies will allow the sm clinics to collect ,lpGCimens, perform culture and 
sensitivity testing for N. gonorrhoea, and do the RPR and TPHA serologic tests for syphilis. 
ODA also is funding SID-specialist training in Great Britain for two physicians, who on their 
return will be in charge of the STD clinics in Ho and Koforidua. ODA also will be providing 
equipment and supplies for an SID clinic in Korle By Hospital (Accra). 

ODA also is funding refresher training in SIDs for private physicians and pharmacists in 
Accralfema and Kumasi. ODA has funded a Health Education Research Unit in Kumasi, 
which will be developing a poster encouraging individuals with STD symptoms to seek 
appropriate treatment. It also has funded the reproduction of educational materials about 
SIDs. 

To summarize, the lack of adequate STD diagnosis and treatment in the public and private 
sector, lack of perceived seriousness of STDs by the general public, and unavailability of 
effective drugs to treat SIDs in the public sector and their high costs, are all constraints to the 
control of HIV / AIDS in Ghana. 



CJHANAPA will u/te NPA conditionality to encourage the MOB to add appropriate Bfltiblotics 
to the treatlnent of resistant strains of STOs to th&: Esscnthtl Drug List and National 
Formulary. The project will also provide training. materials and IE&C campaigns on the 
importance of proper diagno.is and treatment of S105 to privllte physicians, nurse midwifes, 
pharmacist. and chemical sellers. and the aeneral public, and complement donor support to 
MOH. OHANAPA will also cltablish a dialogue with other donors such as UNICEF to 
assist the MOH purchase low cost sro drugs. 

G. AIDS-related moeu rru~erculoll. 

In the absence of a cure for HIV, thousands of young adults are suffering from long and 
chronic illnesses ending in premature death. Medical services in Africa! already inadequate, 
will become severely overburdened. In Abidjan, 60% of the beds in infectious disease wards 
currently are 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. Virtually all 
those diagnosed as having AIDS die within a few months. Survival has been increasing in 
developed countries from an average of less than 1 year to about 1-2 years but at a very high 
cost. 

The challenge for health care providers in Africa is to provide AIDS patients with at least the 
minimum of medical and nursing care, as well as psychological and social support. 
In Ghana, some NOOs with other donors support have developed a new fonn of care which 
incorporates home-based care and support for people with HIV I AIDS anel their families, 
which are more viable approaches for resource-poor areas. GHANAP A will also support this 
trend through training health care providers in counseling both in the public and private 
sector. 

AIDS related Tuberculosis is not yet a major problem in Ghana. Studies are clearly needed 
to monitor this problem and HIV programs should monitor trends of TB cases very closely, 
since an increase in the incidence of TB is believed to be an early "sentinel" indicator of HIV 
infection or AIDS in developing countries. 

A major role in this area will be played by DANIDA, the Danish International Aid Agellcy. 
DANIDA will support an important 55,090,000 National Tuberculosis (TB) Control program 
through its Health Sector Support Program, which will focus on the strengthening of Primary 
Health Care (PHC) in the Upper We&t Region and PHC training institutions. Since TB is the 
leading mV/AlDS-related opportunistic infection, support to 'ra control efforts will also 
contribute to improved care for AIDS patients. 

..... 
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IV. THE IMPORTANCE Of MAINTAINING THE LINK BETWEEN THE FAMILY 
I!ROQ8AM ANP AIDS PREYENTION AND CONTROL PROGRAM IN GHANA 

The fwnily planning program in Ghana has been of utmost importance for the achievements 
of the NACP. In fact. AIDS prevention activities have benefitted from years of investment in 
programs to motivate the use of family planning methods. This facilitated the dramatic 
increase of condom Uf'e witnessed with the outbreak of the HIV / AIDS epidemic. Priority 3 of 
the draft USAID Strategy for Population Assistance through the Year 2,000 is of particular 
importance for the NACP. It is etlvisioned that the FP program wi:) intensify the demand f(\r, 
and supply of non· clinical methods, including condoms, and that its activities will be extended 
into rural areas, which appear to be more seriously affected by AIDS than urban areas. 
Linking the proposed sros! AIDS interventions and the promising, large-scale FP proaram 
into a single project may make it easier to achieve the HIV/AIDS-related project purpose and 
facilitate and financially 6Upport the implementation of HIV/AIDS activitie~. However, 
OHANAP A will support discrete operations research to monitor the effectiveness of this 
coordinated approach between the FP and AIDS prevention in Ghana. 

V. PROPOSED PROJECTIONS OF THE my EPIDEMIC USING EPIMODEL 

Epimodel is a simple computer program for short-term projections of HIV and AIDS cases 
developed by the World Health Organization. The model uses an HIV p.oint prevalence 
estimate in combination with the estimated year HIV transmission became widespread and 
estimates of the annual rate of progression from HIV infection to AIDS in order to calculate 
past, current and future mv and AIDS cases. 

The basic assumptions used in the model are the vast majority (about 90%) of HI V-infected 
adults will develop AIDS within a 20 year period, and the 81mu~ll progression rates from HIV 
infection to AIDS in adults are similar for all populations. 

In the four proposed cases (~e attachment), the following assumptions wer(; made: 

- 1994 HIV prevalence: 3.36 percent 

- 1994 Number of HIV-infected: 330,000 

. Estimated year HIV transmission becanle widespread: 1980 

- Ghana has entered in the epidemic phase with an HIV incidence rate which will 
exceed one percent during the next five years. The proposed scenarios 1-4 were based 
on variOllS progression rates of the HIV / AIDS epidemic following the proposed 
parabolic curves characterized by a ganuna of 6, 7, 8 and 9 respectivelv. 11-.c~:e 4 
scenarios indicate an average HIV incidence of 0.8%, 1.0%, 1.2%, 1.4·~~· .:j', J 
prevalence rate of 5.9OAt, 7.1%, 8.46% and 10% by the year 2000. 



Scenarios 3 and 4 are consistent with the trends of the HIV epidemic Ob8Crv~d in the African 
realon. A variety of studies in Uganda, Zambia. Malawi show a consistel1t and rapid increase 
in HIV infection levels among pregnant women «between 1.~·2.0 percent irlcidence). 8y 
1990, more than 20 percent of the samples of pregnant women in thOle areas were infected, 
while in 1996 Infections level. in both Lu.aka and Lilongwe were below 10 percent. In 
contrast, preanant women in Nairobi and Bangui have shown quite moderate increases. 
Infections levels for pregnant women in Abidjan increased al90 rapidly to around 10 percent 
by 1987·89, appeared to have plateaued by 1990, and have started increasing again.' 

Dased on these regional epidemi('.ogical data and the proposed scenarios, it is recommended 
that the goal of the project be to help stabilize the Hr~ I AJDS epidemic at no more than I.S 
percentage points above the estimated 1994 adult prevalence rate of 3.36. percent. 

It is also proposed that the purpose of the project be to maintain the average adult HIV 
incidence at no more than 1.0 percent, following scenario 2 which predicts an HIV prevalence 
of 7.1 percent by the year 2000. This would allow to prevent 146,841 and 317,261 HIV 
infections against the predicted numbers of HIV infections in scenario 3 and 4 respectively. It 
is believed that this objective is attainable in view of the current encouraging level of condom 
use among individuals with risky behaviors and the proposed expansion and intensification of 
project activities. 

In Sumnlary, USAID/Ghana concludes that the proposed strategies in policy development, 
behavior change and SID care are technically sound to combat the HIV epidemic and meet 
the project purpose. AI:to the proposed support interventions (e.g., operations research, and 
management information system) are appropriate to assist the project generate data needed for 
an impact evaluation of strategies by the end of the project. 

8 An epidemiologic review of HIV/AIDS in Sub-Saharan Africa. (peter Way and Karen 
A. A Stanacki). November 1993. 
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1.0 EXECUTIVE SUMMARY 

1.1 CONCLUSIONSIRECOMMENDATIONS 

All the 4 public sector organisations and 4 out of the S Non-governmental agencies (NODs) 
were identified at institu-tionally capable of directly handling successfully the implementation 
of their individual project activities and program components under OHANAPA. 

The 4 public sector organisations that will have key roles to play under OHANAPA are the 
Ministry of Health through 3 of its Units - Maternal Child Health and Family Planning 
(MCHlFP), Health Bducation Unit (HEU), National Aids Control Program (NACP) and the 
National Population Council. 

The 4 NGDs that will sup!>ort the public sector under OHANAP A are the Ohan.1\ Sodal 
Mark\i!ting Foundation (OSMF), Planned Parenthood Association of Gh~ (PPAO)~ (lhana 
Registered Mid .. wives Association (ORMA) and the Christian Health Association of Ohana 
(CHAG) which will participate only in STDIHIV component of GHANAP A. 

The fifth NGD that does not have the institutional capability at the moment to participate 
directly under GHANAPA is the Ohana Society of Private Medical and Dental Practitioners 
of Ghana. However, the individual members of the Society will participate as important part 
of the distribution channels under GHANAP A. 

Even though both the public sector institutions and the NODs have some problems, they are 
not such as to impinge on their effective participation under GHANAP A. 

in all cases, appropliate recommendations have been proposed in respect of each institution to 
address these problems to make them perform even better under GHANAP A. 

i. NATIONAL POPULATION COUNCIL 

ROLE OF THE NPC UNDER THE GHANAP A 

NPC will be the umbrella organisation responsible for monitoring and coordinating the 
entire OHANAP A Program. 

CONCLUSION 

The effective implementation of GHANAP A, depends to a large' extent on the 
absorptive capacity and the technical competence of the NPC which should be set up 
devoid of the short-comings of ONFPP listed below: 

The GNFPP did not have any clearly assigned role or legal instrument backing its 
:-.uthority . 
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The integration of population planning into national develop-ment planning did not 
occur, neither did an appropriate insti-tutional mechanism develop to coordinate data 
collection, research, policy analysil, program implementation, monitoring and 
evaluation. 

The ONFPP was a secretariat within the Ministry of Finance and Economic Planning 
(MFEP), and did not have the necessary authority to mobilise inter-ministerial 
cooperation towards a common goal, neither did it have enough influence even within 
the MFEP to forward its own agenda. 

The ONFPP as part of the MFEP, was administratively outside the control of the 
Ministry of Health that had the primary re"ponsibility of implementing public health 
policies. 

The GNFPP was given massive implementation respon,ibilities, without the necessary 
managerial capacity to operationalize these responsibilities. This problem also affected 
its coordination functions. 

Funding for the GNFPP's operations came mainly from donors and when these were 
withdrawn in the early eighties, it had no Ghanaian budget source to continue its 
operations. 

RECOMMENDATIONS 

Based on the past experiences of GNFPP, the following recommendations are proposed: 

ORGANISATION AND LOCATION OF THE NPC 

The NPC must be an independent body, not located within any Ministry and reporting directly 
to the office of the President. It must be a parastatal as proposed by the report of the 
Consultants from the Ghana Institute of Management and Public Administration (GIMP A). 

FUNCTIONS 

The NPC and its organs must only coordinate the GHANAP A PROGRAM. They should not 
be involved in direct implementation. 

ESTABLISHMENT OF A PERMANENT SECRETARIAT OF THE NPC 

The Secretariat is the executive agency of the NPC and the proposed merger with the GNFPP 
should make its immediate establishment feasible to enable it play its role properly under 
GllANAPA. 

INTER-ORGANISATIONAL COMMUNICATION 

The secretariat must develop strong and supportive working relationships with aU the agencies 
- both public and private involved in GHANAP A. 

• 
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The Population Sector Strategy Document (USAID/OHANA October 1993, p. 11) 
recommendation that it would be helpful for some of the m&\tor actors involved toviait 
countries where an NPC • type agency to see how such relationJhlps and coordlnatinr; 
mechanisms work out in practice is endorsed. 

FUNDING AND SVST AINABILITY 

The 000 should have a direct budget line for the NPIC. This budget line must be 
progressively reviewed to the extent that even in the absence of donor financial support, the 
NPC and its organs can be sustained. 

II. MINISTRY OF HEALTH 

The Ministry of Health is the primary civil service institution responsible for the heruth needs 
of the Ghanaian population. 

Its huge responsibilities, therefore, entails being a big bureau-cracy with all the attendant 
problems like the typical slow decision making process. 

The MOH is very much aware of these handicaps and currently, there is a restructing 
exercise in place i' make it perform more effectively. 

There is also in place now the External AID Coordination Unit which helps expedite 
program/project fund disbursement. 

The three key public sector organisations under GHANAPA - MCH\FPI HEUINACP - are all 
part of the MOH and share the common problems associated with huge bureaucracies. 

It is hoped the on-going restructuring will go a long way to give the individual units quick 
and better access to funds disbursement to make their operations moh.7 "dicient. 

1. THE MATERNAL AND CHILD HEALIHIFAMILY PLANNING UNIT. 

ROLE OF THE UNIT UNDER GHANAPA 

The Unit will continue to provide Family Planning services delivery, information and 
education to target audience including information and education on AIDS and STDs. 

Specifically, the Unit's responsibilities include: 

EnswAng the daily delivery of MCHlFP services as part of an jr.~c:grated health service 
package at each existing institution 

Zoning the catchment area for each institution (including hosp~tals) 

• 
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Developing functional health committees in each catchment area 

Conducting 12 outreach clinics per month within the catchment areas of each Level B 
station 

Identifying, training and supporting TBA's 

Strengthening DHMT/SDHT management 

Creating and supporting new outreach sites and accommodating staff 

Providing means of communication between each level of the health delivery system 

Instituting adequate supply distribution systems 

Institutionalising routine support and supervising strategies. 

KEY OPERATIONAL PROBLEMS 

The FPHP Document prepared by USAID identified the following major constraints in the 
area of service delivery: (p. c 16) 

insufficient manpower 

insufficient supplies and equipment 

inadequate number of service delivery 

lack of staff accommodation and community attitudes. 

Discussions with the management of the MCHlFP confmned the above problems as well as 
other handicaps. For example, being part of a bigger system i.e. the MOH, the ability of the 
MCHlFP to take quick decisions and make flexible adjustments to new situations and 
demands is hampered. This also applies to the disbursement of funds. 

CONCLUSION 

The MCHlFP inspite of its constraints has participated successfully in past programs and is 
institutionally capable of being part of GHANAP A. 

The unit could do even better under GHANAP A if the problems identified are satisfactorily 
resolved. 



RECOMMENDATIONS 

MANAGEMENT/STAFFING 

HEADQUARTERS 
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There is the need to strengthen the staff in the head office to effectively pursue their 
monitoring, supervisory and evaluation roles. 

The following appointments should be considered: 

1 Deputy to the Head of the Unit (a medical officer with specitilisation in public 
health) 

2 nurses with qualifications in maternal and Public Health 

data analyst with background training in demography and statistics 

Since there is cWl'ently a ban on recruitment to the civil service it will be necessary to put in 
special request through the NPC to the Head of CAvil Service for special dispensation to 
recruit. 

The alternative is to source personnel (medical officers and nurses) from the MOH 
establishmer.; .. 

REGIONS, DISTRICTS AND LOCALITIES 

The management of the regional and district outlets needs to be strengthened to effectively 
cope with the added responsibility of caterin~ for the National Traditional Birth Attendants. 

Presently 24 of the 84 PHNs are located in Accra alone. 

A needs assessment of statrmg in the districts will be necessary. 

EQUIPMENT AND LOGISTICS 

Fued on the Project Document and the discussions with the management of the MCHlFP, 
h ere is the need to resource the head office to ensure an effective and efficient role under 
GHANAPA. 

At the moment, the Headquarters pf the MCHlFP has 2 computers (one has broken down 
since March, 1994), 3 vehicles, 1 duplicating machine (under repairs). 

The provision of 1 addif.ional desk top computer, 2 lap top com-puters (for field work)~ 1 
duplicating machine and 1 cross country vehicle will greatly improve the operations of the 
head office. 
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Reslonal, district and local equipment needM could not be: established and a needs Ulelilment 
will be nece.l8I')'. 

SUST AlNABILITV OF SUPPLIES 

The MCHlFP lilted as one of its constraints its inability to meet demand and hence lIultain ita 
contraceptive delivery program because of inadequate staff to handle contraceptive supplies, 
delays in shipping and clearing and returns/reports on stocks from the Regions. 

The MCHlFP has now put in place a machinery to improve returns! reports from the Reaions 
and the MOH is also negotiating with Donors for more reliable supplies. 

FUNDING 

The present system of allOCAting funds is considered too bureaucratic and it makes quick 
access to, and disbursement of funds difficult which adversely affects their operations. 

There is therefore the need to improve disbursement and access to funds. 

The implementation of the decentralization system, as envisaged in 1995, should improve the 
accessibility to funds for MCHlFP operations in the Regions/Districts. 

2 UEALTd EDUCATION UNIT 

ROLE OF THE UNIT UNDER GHANAPA 

The Unit will be responsible for the Information, Education and Communication (IEC) aspects 
of OHANAPA using the foHowing channels: 

Clinic level education and community level education using the mass media 

Placing advertisements on the mass media to support community level education and 
disseminating information on contraceptives to motivate demand. 

The projected expansion program under GHANAP A include the following: 

Extending the campaigns currently concentrated in 4 Regions -
AshantilCentrallEasternlWcstern to the 6 other Regions. 

Improving the communication support for the 10 Regional Health Education officers 

Supplying twice a year cODlplete packages of audio-visual materials to the Regions. 

Providing mass media and community mobilization ~\lpport for each Region at least 
once a quarter. 
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• Organi.ina .t leut three workahop. to fOlter inter-Hctoral collaboradon with both 
governmental and non-governmental organiutionl '" plan health education programs. 

KEV OPERATIONAL PROBLEMS 

The main prnblerd. identified are: 

Hlah production colt of 16nun flIml for the use on the audio-visual vans 

Slow disbursement of fundI for the execution of proarams 

Slow expenditure returna and reports from the reaions for the preparation and 
evaluation of budaets and programs. 

Inadequate training for Management staff, in the area of personnel managernent, 
financial manqement and stores management. 

CONCLUSION 

The HEU inspite of the constraints of being part of a huae bureaucracy programs has 
successfully participated in past programs 'Aid the present management is capable of handling 
the activities envisaged under OHANAP A. 

However, if the identified bottlenecks like, inadequate management training, obsolete audio 
visual equipment and poor reporting from the Regions are resolved satisfactorily HEU will be 
a more effective partner under OHANAP A. 

Under the on-going restructuring exercise, HEV will be located Wlder Technical Coordination 
and Research Division of MOH. 

RECOMMENDA nONS 

Appropriate management training based on training needs assessment of Headoffice 
and Regional staff is necessary to improve efficiency. 

Replacing the existing 16mm projectors in the audio-visual vans with video equipment 
which will be more cost effective as it is comparatively cheaper to produce video films 
as against 16mm fllms. 

The engagement of 2 stenographers and 2 artists will strengthen the headoffice staffing 
position to handle effectively the envisaged increase workload in administration and 
IE&C materials production under GHANAP A. 

Replacing the existing 16mm projectors in the audio-visual vans with video equipment 
which will be more cost effective as it is comparatively cheaper to produce video films 
as against 16mm fibm •. 
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The enlll.m.nt of 2 l .. nogfaph.f8 and 2 anil'. will .tr.nathen the headome •• IIMna 
politi on to handle eff.ctlvely the enviuaed Incr'AN workload In Ildminhltratlon and 
IE"C mlt.fial. production under OHANAPA. 

3. THe NATIONAL AlPS CONTROL PROGRAM 

ROLE OF THE NACP tJNDlR GHANAP;' 

It il clear from the alma and objectives of NAr.P that for the AIDSI STD control component 
of OHANAPA, it will be responsible for co-ordinatin" the HIV/AIDS activities of the MOH, 
other aovemment ministries and NOO's. 

KEV OPERATIONAL PROBLEMS 

The present level of the Head of NACP within the reportina relationship of the 
orpniation structure of the MOH is obviously not commensurate to the importance of 
the office under GHANAP A. The problem is illustrated by the chain of command • 
the head of NACP reportJ to the HEAD of Bpidemiology Unit, who reportJ to the 
Director of Public Health who reports to the Director of Medical Services. 

Inadequate 000 resource allocation and the almost total dependence on donors may 
affect the sustainability of the public sector AlDS/STD activities 

Slow disbursement of funds 

Lack of good STDIHIV prevalence data which limits the ability to plan and program 
resources. 

Inadequate technical staff in the areas of sm and IEC 

Inadequate logistics to support regional activities 

CONCLUSION 

The NACP inspite of being buried in a huge bureaucracy has performed creditabl)' in past 
programs and is instituticmally capable of coordinating the HIV I AIDS component of 
GHANAPA. 

The NACP like all the other MOH institutions will be affected by the on-going reforms in the 
MOH. The NACP under the proposed Dtructure will be located under the Technical 
Coordination 8ild Research Division (TCRD). 

The essence of the creation of the TCRD is to effect a shift from vertical program 
management currently practised by most of the technical divisions of MOH towards technical 
advisory and co-ordination functions. 



RlCOMMINDA TlONS 

The on-goina "ltr'"'turina of the MOH and the creation of ch. Teehn!"a! 
Coordination and ReNarch Dlvhllon wher, the NACP 'a IOQat.d wl11lhlft the vertical 
proaram mllllllment towards teohnical advliOf')' Ilnd coordination function. · 

The envl .... d advhlory and coordination role of NACP wUl reqwr. mengthcminl of 
iii ttchnic:a1 capabilities and the engagement of 6 STD specialists should be given 
HriOua c:onaldaradon 

The provision of loaiitici for regional operation. and the .naaaement of the service. 
of additional lEe officetl sho\lld be comid.Nd apinat the role of HEU undet 
OHANAPA and whether NACP would not be more effective 88 an advilOry and 
coordination unit 

The .Iow di.bursement of funds should be 1't;101.ved to improve the performance of 
NACP 

Resources should be made available for continuous data collection on STDIHIV 
prevalence. 

IU. THE GHANA SOCIAL MARKETING FOUNDATION 

KEY OPERATIONAL PROBLEMS 

STAFFING 

The key problem facing OSMF is the absence of the full complement of staff envisaged. 

RELATIONSHIP WITH THE MINISTRY OF MOBILISATION AND THE INTERNAL 
REVENUE SERVICE 

Even though the OSMF is supposed to be a Don-profit organisation, it bas probleblS with the 
Ministry of Mobilization and the Internal Revenue Service. 

With the Ministry of Mobilization, the problem is that since the OSMF generates revenue, the 
Ministry's guidelines do Dot allow it to register the OSMF as an NOO. 

With the IRS, the issue is that, because the OSMF says it might export SOIM products, it 
should be liable to taxation. What the OSMF want! here is an exemption. 

CONCLUSIONS 

The GSMF since ita inception some two years ago has demonstrated that it is institutionally 
capable of executing activities assigned to it under OHANAP A. 

• 
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However, GSMF has been dependent to a large extent on FPHP support and putting in place 
the full complement of staff is the way forward for it to play its major role under 
GHANAPA. 

RECOMMENDATIONS 

The engagement of the full complement of staff to fill the following positions will 
improve the operational performance of GSMF. 

Marketing Manager 
Business Manager 
Director of clinical unitlMedical representative 

A meeting with representatives from the following organisations/agencies should be 
convened by NPC to resolve the problem of the NGO status and the payment of tax 
since it could affect the pricing structure of GSMF products and therefore its sales 
target: 

Ministry of Mobilisation 
The GSMF 
The IRS 
USAID 
Ministry of Finance and Economic Planning 

iv. THE PLANNED PARENTHOOD ASSOCIATION OF GHANA 

ROLE OF PPAG UNDER THE GHANAPA PROGRAM 

a. Promoting and distributing contraceptive products and also targeting opinion leaders, 
traditional leaders through IE&C, so that through them a larger population could be 
reached in terms of the dissemination of information on contraceptive use. 

b. Playing an advocacy role in women empowerment and life skills education. 

KEY OPERATIONAL PROBLEMS 

Poor management information system 

Inadequate funds to operate optimally 

Poor conditions of service 

Unreliable transportation in rural areas and the effect on the operations of the CBDS 

Inadequate trained CBDs - one CBD serving 10-15 communities. 

Irregular supply of contraceptive products 
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Poor inter-agency cooperation and collaboration in accessing new markets for family 
planning services. 

CONCLUSIONS 

PPAG inspite of the problems identified is a major institution with a good track record 
in past programs making it a capable agency under GHANAPA. 

The resolution of the problems identified will make the PPAG perform even better 
under GHANAP A. 

RECOMMENDATIONS 

COMMUNITY BASED DISTRIBUTORS 

The engaging and training of more volunteer CBDS should be pursued in 
collaboration with other agencies like GSMF, MCHlFP, GRMA to minimise 
duplication of efforts at the community level 

Efforts should be made to recruit professionals as CBDS, so they could bring 
their expertise to bear on the work of the PPAG. 

Providing bicycles and motor bikes to be paid for with earned commissions will 
help to ease the transportation problem of CBDS to the assigned communities 
and improve their operational efficiency 

SUPPLY OF CONTRACEPTIVE PRODUCTS 

The supply of contraceptive products should be planned and scheduled on a 
regular basis. 

MANAGEMENT INFORMATION SYSTEM 

Ensuring the prompt and regular returns of reports from the Regions for central 
processing of data at the head office will go a long way to improve the 
management information system. 

EQUIPMENT 

Future investment in Audio-visual equipment should be considered alongside 
the activities of other Agencies like Health Education Unit to minimise 
duplication of effort and resources. 

FUNDING 

The PPAG plans to diversify its sources of funding to include the GTZ, ODA, 
CIDA and USAID to hetp it meet the cost of its expanded operations. 
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REGIONAL OFFICES 

Investment in vehicles particularly for the Regions for supervisory and re­
supply functions should again be considered along side the activities of other 
GHANAP A Implementing agencies to maximise the utilization of resources. 

v. THE GHANA REGISTERED MIDWIVES ASSOCIATION (GRMA) 

ROLE OF THE GRMA UNDER GHANAPA 

Give continuing education under the GHANAP A Program to midwives in 
family planning servicesr so that they can give qualitative care to families. 

Increase the contraceptive prevalence rate in the country through intensive 
counselling on family planning and AIDS/STDS 

Training in IUCD insertion and outreach programs 

KEY OPERATIONAL PROBLEMS 

SOURCING OF PRODUCTS 

The sourcing of contraceptive products from GSMF is considered a problem because 
members find the retail prices not competitive for their consumers who are also served 
by the public sector with comparatively lower prices. 

POST TRAINING PRACTICE 

Some members trained in providing family planning services are usually not actively 
promoting the sales of contraceptive products among the target consumers. 

This accounts for the low level of contraceptive product sales by the Association. 

The level of outreach services undertaken by trained members is also considered 
unsatisfactory . 

CONCLUSION 

The GRMA has successfully participated in past programs and as presently set up is 
institutionally capable of participating directly under GHANAP A. 

However, the resolution of the problems identified will make the Association even 
more capable. 
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RECOMMENDATIONS 

TRAINING 

The PID on page 13 states among other things that GHANAPA will continue to 
provide training to the GRMA on long-term methods as well as supply short term 
methods through the GSMF. The continuous training of more members will help to 
minimise the negative effect of the drop out trainees on the Association's contribution 
to the successful implementation of GHANAP A. 

SOURCING OF PRODUCTS 

It will be necessary to structure the prices of contraceptive products supplied to the 
public and private sector to make them competitive. 

VEHICLES 

The provision of 1 cross-country vehicle will help the Association's executives to 
improve field visits to their members to motivate and sustain their interest in the 
program. 

OFFICE EQUIPMENT 

1 lap top and 1 Desk top computer will assist the Head Office to improve 
dissemination of information to its members. 

vi. THE SOCIETY OF PRIVATE MEDICAL AND DENTAL 

ROLE OF THE SOCIETY UNDER mE GHANAPA 

The members of the Society expect to continue to provide Family planning services 
particularly the long term methods like IUCDSlInjectableslSterilization under the 
program. 

KEY OPERATIONAL PROBLEMS 

The major problem identified is the absence of a focal point to direct the activities of 
the Society. 

The Society has no permanent office, secretarial or administrative staff. 

CONCLUSIONS 

The Society as presently constituted is not considered ready and capable of directly 
participating as an institution under GHANAP A. 
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Inspite of the loose nature of the Society its members have increasingly been 
participating in the distribution of contraceptive products and benefited from the 
supply of clinical equipment and training sponsored by USAID. 

Their numbers will obviously have an impact on the service delivery points under 
GHANAPA. 

RECOMMENDATIONS 

The nature of the Society does not lend itself to channelling d::ltribution through the 
Association without burdening the Executive members. There is, therefore the need 
for OSMF or its distributors to employ detailmen to supply individual members of the 
Society. 

Training programs and equipment support would, however, be better channelled 
through the Society. 

vii. THE CHRISTIAN HEALTH ASSOCIATION OF GHANA 

ROLE OF CHAG UNDER GHANAPA 

The CHAO indicated its preparedness to participate in the AIDS/Sm component of 
GHANAPA. 

A concept paper on their involvement has already been prepared for approval by the 
Board of CHAG and a copy will be made available to USAID. 

KEY OPERATIONAL PROBLEMS 

Lack of inputs necessary for installing a management information system 

Inadequate office equipment 

Inadequate professional staff 

CONCLUSION 

Inspite of the constraints listed, CHAO has the institutional capacity and with its 
unique accessibility to the rural communities its services under GHANAP A will be 
invaluable in the HIV / AIDS component of GHANAP A. 

RECOMMENDATIONS 

The need for training personnel, equiping and installing a management 
information system within CHAO should be· given serious consideration. 
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Training of the professional staff to upgrade their skill should also be 
considered 

Equiping the office with 1 photocopier and 1 duplicating machine will help 
improve communication within the 107 units 

There is a need for the headoffice to have a Reference Library for use by the 
professional staff 
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2.0 BACKGROUND 

USAID/GHANA is planning to design the new $45 million Ghana Population and AIDS 
Program (GHANAPA) which has as its major purpose: to increase the use of modern and 
effective family planning methods and to reduce the rate of increase of HIV prevalence. 
Successful accomplishment of this purpose will be measured by: 

1. increasing the Contraceptive Prevalence Rate (CPR) from approximately 15% to 25%; 

2. increasing the percentage of CPR derived from longer lasting family planning methods 
from 20% to 40%; 

3. limiting the increase of HIV prevalence to 8 percentage points over the 1994 level. 

GHANAPA consists of Non-Project Assistance (NPA) and project assistance components. 
The NP A component totals $13 million in cash transfer assistance which will support GOG 
policy reforms to: 

1. enhance the sustainability of family planning AIDSIHIV 1 STD programs by increasing 
budgetary support, improving contraceptive price, forecasting and stocking procedures 
and changing customary practices that impede family planning service delivery; 

2. improve services by increasing the availability of all contraceptive methods and 
selected drugs for treatment of STDs. 

Project assistance includes a $20 million bilateral grant and $12 million in contraceptive 
commodities. This component finances technical assistance, training, commodities and the 
establishment of an endowment for the Ghana Social Marketing Foundation to: 

1. support policy reform efforts; 

2. increase demand for family planning; 

3. expand provision of family planning services; 

4. foster greater sustainability of family planning programs; 

5. promote safe sexual behaviour; 

6. encourage proper diagnosis and treatment of STDs; 

7. improve the surveillance of AIDSIHIV ISTDs. 

Marketing and Social Research Institute Ltd (MSRI) was commissioned on May 11, 1994 to 
undertake the study following the acceptance by USAID/GHANA of proposal submitted by 
MSRI in response to a request by Mr. Floyd R. Spears, Executive officer, USAID/GHANA in 
a letter dated March 8, 1994 together with a Scope of Work for the project and received by 
MSRI on March 23, 1994. 

• 



Anne" 0 Pg.17 of63 

3.0 OBJECTIVES 

The overall objective of this component of the study is to assess the capability of 4 public 
sector and 5 NGOs to successfully implement project activities and program components of 
GHANAPA. 

4.0 RESEARCH APPROACH 

4.1 METHODOLOGY 

Desk research reviewing existing relevant documents and personal interviews with 
questionnaires by fieldstaff and consultant were used to collect data for the analysis. 

4.2 SAMPLE 

9 [nine] agencies that are considered relevant for the successful implementation of 
GHANAP A were contacted for data for the analysis. 

The organisations are: 

National Population Council . 
Ministry of Health (MOH) 

Maternal, Child HealthlFamily Planning 

Health Education Unit 

National AIDS Control Program 

Ghana Social Marketing Foundation 

Planned Parenthood Association of Ghana 

Ghana Registered Midwives Association 

The Society of Private Medical and Dental Practitioners Ghana 

Christian Health Association of Ghana 
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4.3 TYPE AND FORMAT OF INSTRUMENT 

Questiunnaires were designed and administered by trained interviewers. 

4.4 EVALUATION OF FIELDWORK 

The major constraint was the short period available for data collection for the study. 
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NATIONAL POPULATION COUNCIL 

1.0 ORGANISATION 

1.1 LEGAL STATUS 

The interim secretariat of the National Population Council (NPC) is set up together with the 
Social Sector Policy Unit (SSPU) within the Ministry of Finance and Economic Planning. 

As presently located, its status is just like that of the Ghana National Family Planning 
Program (GNFPP), of 1969. 

The proposed organogram of the NPC that has been submitted to Government for approval 
sees the NPC as a parastatal. This has not been approved yet. The proposition if accepted 
will put NPC's role in proper perspective under GHANAPA. 

It is envisaged that placing th~ NPC under the office of the President, will not only enhance 
its organisational image, but also put issues on popUlation, family planning, AIDS/STDs at the 
highest level of public policy decision making. 

1.2 AIMS AND OBJECTIVES 

The National Population Council is charged with addressing population issues in the country. 
Specifically, the objectives of NPC are: 

Coordinating population programs and activities in Ghana 

Coordinating the implementation of Family Planning and related activities 

Ensuring the implementation of the country's popUlation policy 

Ensuring the full participation of the private sector in the population policy 
formulation 

Representing the Government of Ghana to donors and the international community on 
population issues. 

1.3 ORGANISATIONAL STRUCTURE 

THE NATIONAL POPULATION COUNCIL (NPC) 

The Council is currently made up of 21 persons representing a number of government 
agencies, institutions of higher education, NGOs and private individuals. The Council 
is headed by a chairperson. 

.-
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THE SECRETARIAT OF THE NPC 

The Secretariat will serve as the executive arm of the NPC with the following objectives: 

Provide technical and administrative support to the NPC 

Guide and coordinate the preparation of plans of action and implementation 

Establish and operationalise a national system for research, evaluation and monitoring 
of population programs 

Promote the integration of population factors in development planning 

Maintain a popUlation data bank to promote the exchange of information on population 

Promote the development of human resources to support policy implementation 

Liase with donors and coordinate their resource input 

Publish a bi and annual population report 

Generally provide leadership on population issues 

The proposed Secretariat will have the status of a parastal organisation and will have six units 
and five Technical Advisory Committees (TAC(S). The TACS include: 

Research, coordination, monitoring and evaluation 

Population information, education and communication 

Family Planning Services 

Population policy programs 

Personnel! Administration. 

A Technical Coordinating Committee (TCC), is designed to coordinate the work of the T ACS. 

1.4 OFFICE ACCOMMODATIONIEQUIPMENT 

The refurbished GNFPP building is proposed to house NPC 

1.5 VEmCLES 

The NPC currently has 5 vehicles, 3 from usAio and 2 from the United Nations Pund for 
Population Activities. 
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2.0 MANAGEMENT/ST AFFING 

The NPC Secretariat presently has 9 personnel who are also responsible for SSPU activities. 

1 Director 

1 Senior Economic Planning Officer 

3 Economic Planning Officers 

1 Assistant Economic Planning Officer 

2 Stenographer Secretaries (GRADE II) 

1 Messenger 

The proposed merger with the Ghana National Family Planning Program (GNFPP) will 
obviously strengthen the management of the NPC with qualified technical and administrative 
staff. 

The GNFPP has the following technical and administrative staff at its Headquarters and in the 
Regions. 

TECHNICAL 

1 Acting Executive Director with background in family planning coordination. 

1 Coordinator for training (lEC) 
1 Principal Infonnation Office (lEe) 
1 Senior Executive Officer who assists the Principal Research Officer 

TOTAL: 4 

ADMINISTRATION 

1 Acting Director of Administration 
1 Assistant Director 
2 Higher Executive Officers 

TOTAL: 4 

REGISTRY 

1 Executive Officer (Library supervision) 
1 Stenographer Grade 2 
2 Typists Grade 1 
1 Typist Grade 2 

TOTAL: 5 



REGIONS 

Greater Accra 

Central 

Ashanti 

Eastern 

Brong-Ahafo -

Western 

Volta 

Upper East 

Northern 

Upper West -

TOTAL: 9 

DISTRICTS 
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1 Assistant Regional Family Planning officer 

Vacant. Temporary Responsibility with regional 
Administration 

1 Assistant Regional family planning officer 

do 

do 

do 

do 

do 

do 

do 

No representation. The GNFPP relies on the communities. 

In all, there are 21 qualified officers of the GNFPP at the Headquarters and the 
regions who could be used for GHANAP A when the GNFPP becomes part of the 
NPC. 

There is the need however, as currently being discussed, to strengthen the regional 
middle level support staff and improve coordination at the districts. 

4.0 ROLE OF THE NPC UNDER THE GHANAPA 

NPC will be the umbrella organisation responsible for monitoring and coordinating the entire 
GHANAPA Program. 

5.0 FUNDING 

The NPC Secretariat as presently constit),lted, is a subvented organisation with funding 
provided by GOG and donors. 
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6.0 CONCLUSION 

The effective implementation of OHANAPA, depends to a large extent on the absorptive 
capacity and the technical competence of the NPC which should be set up devoid of the short­
comings of ONFPP listed below: 

The ONFPP did not have any clearly assigned role or legal instrument backing 
its authority. 

The integration of population planning into national development planning did 
not occur, neither did an appropriate institutional mechanism develop to 
coordinate data collection, research, policy analysis, program implementation, 
monitoring and evaluation. 

The ONFPP was a secretariat within the Ministry of Finance and Economic Planning 
(MFEP), and did not have the necessary authority to mobilise inter-ministerial 
cooperation towards a common goal, neither did it have enough influence even within 
the MFEP to forward its own agenda. 

The ONFPP as part of the MFEP, was administratively outside the control of the 
Ministry of Health that had the primary responsibility of implementing public health 
policies. 

The ONFPP was given massive implementation responsibilities, without the necessary 
managerial capacity to operationalize these responsibilities. This problem also affected 
its coordination functions. 

Funding for the ONFPP's operations came mainly from donors and when these were 
withdrawn in the early eighties, it had no Ghanaian budget source to continue its 
operations. 
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7.0 RECOMMENDATIONS 

Based on the past experiences of ONFPP, the following recommendations are proposed: 

ORGANISATION AND LOCATION OF THE NPC 

The NPC must be an independent body, not located within any Ministry and reporting directly 
to the office of the President. It must be a parastal as proposed by the report of the 
Consultants from the Ohana Institute of Management and Public Administration (GIMPA). 

FUNCTIONS 

The NPC and its organs must only coordinate the OHANAP A PROORAM. They should not 
be involved in direct implementation. 

ESTABLISHMENT OF A PERMANENT SECRETARIAT OF THE NPC 

The Secretariat is the executive agency of the NPC and the proposed merger with the ONFPP 
should make its immediate establishment feasible to enable it play its role properly under 
OHANAPA. 

INTER·ORGANISATIONAL COMMUNICATION 

The secretariat must develop strong and supportive working relationships with all the agencies 
- both public and private involved in GHANAP A. 

The Population Sector Strategy Document (USAID/GHANA October 1993, p. 11) 
recommendation that it would be helpful for some of the major actors involved to visit 
countries where an NPC - type agency to see how such relationships and coordinating 
mechanisms work out in practice is endorsed. 

FUNDING AND SUSTAINABILITY 

The GOO should have a direct budget line for the NPC. This budget line must be 
progressively reviewed to the extent that even in the absence of donor financial support, the 
NPC and its organs can be sustained. 
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THE MINISTRY OF HEALTH 

THE MISSION STATEMENT AND OBJECTIVE OF 
THE MINISTRY OF HEALTH (MOH) 
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The MOH is the primary civil service institution responsible for the health needs of the entire 
Ghanaian population. 

The MOH formulates national policies for the health delivery system and ensures that all the 
various parts of the system functions within the policy framework 

FUNCTIONS OF THE MOH 

The MOH is responsible for the coordination of the entire health services in Ghana which 
include: 

activities leading to the prevention of diseases 

activities leading to the promotion and maintenance of good health 

co-ordination of services and facilities for the treatment of diseases and the 
rehabilitation of patients 

provision of manpower resources for the health sector of the economy 

procurement of financial and all other resources required by the health sector of the 
economy on account of which it coordinates the search for all inflows as well as the 
utilization of local and foreign financial and technical assistance in the health sector 

co-ordination of the development of medical sciences in its totality, including research 
into and application of traditional medicine in Ghana . 

. . 
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ORGANISATION 

The MOH is organized into headquarters (central), regional, district and sub-district levels of 
administration. 

The MOH is undergoing a restructuring exercise. The attached organogram might therefore 
not be permanent. 

The Divisions important to GHANAPA and which are identified and examined in this study 
are: 

Maternal, Child Health and Family Planning 
Health Education Unit 
National AIDS Control Program 
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THE MATERNAL AND CHILD HEALTHIFAMILY PLANNING UNIT 

MINISTRY OF HEALTH 

1.0 ORGANISATION 

1.1 LEGAL STATUS 

The Maternal and Child Health/Family Planning Unit (MCHlFP] is part of the 
organisational structure of the Ministry of Health (MOH). 

It operates three general areas of the MOH's mandate, viz, Safe Motherhood, Family 
Planning and Child Survival. These can be broken down into the specific areas of: 
maternal care, Family planning, communicable diseases control, diarrhoea diseases and 
malaria control. 

From its legal status and mandate, it could be said that the MCHlFP is one of the key 
public sector agencies in the GHANAP A Program. 

1.2 AIMS AND OBJECTIVES 

Provides the policy framework for services provided for monitoring the health 
of mothers and children. 

Ensures the availability of supplies of equipment needed for operating the 
. above-mentioned services. 

Provides supervisory support services for the regions by annual reviews of their 
programs 

1.3 ORGANISATIONAL STRUCTURE 

The Unit is headed by a Senior Medical Officer (SMOH) who reports directly to the 
Deputy Director of Medical Services (Public Health). 

The SMOH is assisted by 1 Deputy Director of Nursing Services (DDNSIPH), with 
support from 1 Principal Nursing Officer (PNO), 1 Senior Nursing Officer (SNO), 1 
Nursing Officer (NO), and 1 Public Health Nurse (PHN). 

At the regional level, the MCHlFP Unit is headed by a PNO, assisted by 1 SNO, 1 
NO and 1 PHN. 
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2.0 MANAGEMENT/STAFFING 

Currently, the country wide strength of personnel of the MCHIFP is as follow: 1 DONS, 2 
SMO's, 20 PHNO's, 107 SNO's, 76 NO's and 84 PHN's. These professionals are supported 
at all levels by' auxiliary nursing staff. 

The management of the MCHlFP states that staff turnover is not very high. 

According to available records, total of 1086 institutions offer the MCHlFP services with 30% 
of such services being managed by the MOH. The distribution of institutions at the regionni 
level is regarded as inadequate. The MOH requires an additional 246 health facilities to meet 
the national average ratio in each region. These facilities may be governmental or non­
governmental. 

However, based on the Primary Health Care guidelines of 1978 which recommend one health 
institution (Level B facility) per 8 Krn radius, a total of 525 new Level B health institutions 
offering MCHlFP services is required for Ghana in the long term. 

Even though it has not been possible to get the exact number of localities with MCHlFP 
services, available data indicates that only about 50% of the total population live within an8 
Km radius of a service delivery point. 

According to the current national strategy for achieving the MCHlFP objectives and targets 
based upon the principles of Primary Health Care (PH C), the following picture emerges: 

NO SERVICE DELIVERY NATIONAL NATIONAL SUPPORT TEAM TO VISIT 
EVERY REGION ONCE PER YEAR 

10 REGIONAL MANAGEMENT REGIONAL HEALTH REGIONAL MANAGEMENT 
TEAMS MANAGEMENT TEAM. TO VISIT 

DISTRICTS 
TEAM AT LEAST ONCE EVERY QUARTER. 

110 DISTRICT HEALTH DISTRICT HEALTH DISTRICT HEALTH MANAGE-
MANAGEMENT TEAMS MANAGEMENT TEAM MENT TEAM TO VISIT CLINIC 

TEAM AT LEAST ONCE PER 
MONTH. 



679 HEALTH STATIONS 
DAIL Y INTEGRATED 
SERVICE 

12 OUTREACH SITES PER 
HEALTH STATION. 
MONTHL Y INTEGRATED 
SERVICES 

HEALTH STATION 

DELIVERY SITE 

3.0 DISTRIBUTION OF CONTRACEPTIVES 
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1 COMMUNITY (TBA) 

TRADITIONAL BIRTH 
ATTENDANT TRAINER TO 

VISIT EVERY TBA AT 
LEAST ONCE PER MONTH 

Since 1970, the Division has been distributing the following of contraceptives products : 

The Pill 

Condoms 

Foaming Tablets 

Injectables 

IVCDS 

Demand has been increasing according to the MCHlFP's Indicators and Targets. Their record 
attainments and targets for modem contraceptive use: 1992 - 4.5%, 1993 - 8% and by 1995 
10% CYP of W.I.F.A respectively. 

4.0 ROLE OF THE UNIT UNDER GHANAPA 

The Unit will continue to provide Family Planning services delivery, information and 
education to target audience including infonnation and education on AIDS and STDs. 

Specifically, the Unit's responsibilities include: 

Ensuring the daily delivery of MCHlFP services as part of an integrated health service 
package at each existing institution 

Zoning the catchment area for each institution (including hospitals) 

Developing functional health committees in each catchment area 

Conducting 12 outreach clinics per month within the catchment areas of each Level B 
station 
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Identifying, training and supporting TBA's 

Strengthening DHMT/SDHT management 

Creating and supporting new outreach sites and accommodating staff 

Providing means of communication between each level of the health delivery system 

Instituting adequate supply distribution systems 

Institutionalising routine support and supervising strategies. 

5.0 SOURCES OF FUNDING 

The Unit is funded by GOG annual budgetary allocation and donors. 

6.0 KEY OPERATIONAL PROBLEMS 

The FPHP Document prepared by USAID identified the following major constraints in the 
area of service delivery: (p. c 16) 

insufficient manpower 

insufficient supplies and equipment 

inadequate number of service delivery 

lack of staff accommodation and community attitudes. 

Discussions with the managemel.lt of the MCHlFP confirmed the above problems as well as 
other handicaps. For example, being part of a bigger system i.e. the MOH, the ability of the 
MCHlFP to take quick decisions and make flexible adjustments to new situations and 
demands is hampered. This also applies to the disbursement of funds. 

7.0 CONCLUSIONS 

The MCHlFP inspite of its constraints has participated successfully in past programs and is 
institutionally capable of being part of GHANAP A. 

The unit could do even better under GHANAP A if the problems identified are satisfactorily 
resolved. 



Anno" 0 PII.32 of 63 

8.0 RECOMMENr.A TIONS 

8.1 MANAGEMENT/STAFFING 

HEADQUARTERS 

There is the need to strengthen the staff in the head office to effectively pursue their 
monitoring, supervisory and evaluation roles. 

The following appointments should be considered: 

1 Deputy to the Head of the Unit (a medical officer with specialisation in public 
health) 

2 nurses with qualifications in maternal and Public Health 

data analyst with background training in demography and statistics 

Since there is currently a ban on recruitment to the civil service it will be necessary to put in 
special request through the NPC to the Head of Civil Service for special dispensation to 
recruit. 

The alternative is to source personnel (medical officers and nurses) from the MOH 
establishment. 

REGIONS, DISTRICTS AND LOCALITIES 

The management of the regional and district outlets needs to be strengthened to effectively 
cope with the added responsibility of catering for the National Traditional Birth Attendants. 

Presently 24 of the 84 PHNs are located in Accra alone. 

A needs assessment of staffmg in the districts will be necessary. 

EQUIPMENT AND LOGISTICS 

Based on the Project Document and the discussions with the management of the MCHlFP, 
there is the need to resource the head office to ensure an effective and efficient role under 
GHANAPA. 

At the moment, the Headquarters of the MCHlFP has 2 computers (one has broken down 
since March, 1994), 3 vehicles, 1 duplicating machine (under repairs) . 

The provision of 1 additional desk top compu~er, 2 lap top computers (for field work), 1 
duplicating machine and 1 cross country vehicle will greatly improve the operations of the 
head office. 
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Regional, district and local equipment needs could not be established and a needs assessment 
will be necessary. 

SUST AINABILITY OF SUPPLIES 

The MCHlFP listed as one of its constraints its inability to meet demand and hence sustain its 
contraceptive delivery program because of inadequate staff to handle contraceptive supplies, 
delays in shipping and clearing and returns/reports on stocks from the Regions. 

The MCHlFP has now put in place a machinery to improve returns/ reports from the Regions 
and the MOH is also negotiating with Donors for more reliable supplies. 

FUNDING 

The present system of allocating funds is considered too bureaucratic and it makes quick 
access to, and disbursement of funds difficult which adversely affects their operations. 

There is therefore the need to improve disbursement and access to funds. 

The implementation of the decentralization system, as envisaged in 1995, should improve the 
accessibility to funds for MCHlFP operations in the RegionslDistricts. 



1.0 ORGANISATION 

THE HEALTH EDUCATION UNIT 

MINISTRY OF HEALTH 

1.1 LEGAL STATUS 
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The Health Education is set up unit within the Ministry of Health (MOH). It is one 
of the key organisations in the public sector that can be relied upon for implementing 
GHANAPA. 

1.2 AIMS AND OBJECTIVES 

Educates the general public on general health issues 

Undertakes research to develop and produce IE&C materials 

1.3 ORGANISATIONAL STRUCTURE 

The Unit is headed by a Principal Health Educator who reports directly to the Deputy 
Director of Medical Services (Public Health), in the Ministry of Health. 

The Unit is assisted by a Senior Health Educator and a Health Educator who is 
currently the Training Co-ordinator for the Contraceptive Supply Project. 

There are also 9 Assistants Health Educators, two of whom are graphic artists and 
three health officers: one in charge of drama who liaises with the Ghana Broadcasting 
Corporation, one in charge of the AIDS program and the last in charge of monitoring 
and evaluating the family planning education component. 

At the regional level, the Unit is headed by Health Educational officer who is in 
charge of educational programs and campaigns in the region. According to the PIO 
(p 16), currently all the regions except Volta and Upper East, have Health Education 
Officers in charge. 

The total staff strength of the Unit both at headoffice and in the regions is 47. 
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4.0 ROLE OF TilE UNIT UNDER GHANAPA 

The Unit will be responsible for the Information, Education and Communication (IEC) aspects 
of GHANAPA using the following channels: 

Clinic level education and community level education using the mass media 

Placing advertisements on the mass media to support community level education and 
disseminating information on contraceptives to motivate demand. 

The projected expansion program under GHANAP A include the following: 

Extending the campaigns currently concentrated in 4 Regions -
Ashanti/CentrallEasternlWestem to the 6 other Regions. 

Improving the communication support for the 10 Regional Health Education officers 

Supplying twice a year complete packages of audio-visual materials to the Regions. 

Providing mass media and community mobilization support for each Region at least 
once a quarter. 

Organising at least three workshops to foster inter-sectoral collaboration with both 
governmental and non-governmental organisations to plan health education programs. 

5.0 SOURCES OF FUNDING 

The Unit is funded mainly by GOG through Treasury Allocations to the MOH. 

Other sources of funding are from the World Vision International, the USAID and WHO, but 
these are for specific programs or projects. 

,}\ 
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6.0 KEV OPERATIONAL PROBLEMS 

The main problems identified are: 

High production cost of 16mm films for the use on the audio-visual vans 

Slow disbursement of funds for the execution of programs 

Slow expenditure returns and reports from the regions for the preparation and 
evaluation of budgets and programs. 

Inadequate training for Management staff, in the area of personnel management, 
financial management and stores management. 

7.0 CONCLUSION 

The HEU inspite of the constraints of being part of a huge bureaucracy programs has 
successfully participated in pa&t programs and the present management is capable of handling 
the activities envisaged under GHANAP A. 

However, if the identified bottlenecks like, inadequate management training, obsolete audio 
visual equipment and poor reporting from the Regions are resolved satisfactorily HEU will be 
a more effective partner under GHANAP A. 

Under the on-going restructuring exercise, HEU will be located under Technical Coordination 
and Research Division MOH. 

8.0 RECOMMENDATIONS 

Appropriate management training based on training needs assessment of Headoffice 
and Regional staff is necessary to improve efficiency. 

Replacing the existing 16mm projectors in the audio-visual vans with video equipment 
which will be more cost effective as it is comparatively cheaper to produce video films 
as against 16mm films. 

The engagement of 2 stenographers and 2 artists will strengthen the headoffice staffing 
position to handle effectively the envisaged increase workload in administration and 
IE&C materials production under GHANAP A. 
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THE NATIONAL AIDS CONTROL PROGRAM 

MINISTRV OF HEALTH 

1.0 ORGANISATION 

1.1 LEGAL STATUS 

Ann." 0 PI,38 of 63 

The National AIDS Control Program (NACP) is set up within the Epidemiology Unit 
of the Ministry of Health (MOH). It was established in 1988. 

1.2 AIMS AND OBJECTIVES 

coordinates the HIV / AIDS activities of the MOH, other government Ministries 
and NOO's in Ohana. 

educates the populace to prevent the further spread of HIV infection. 

assists through counselling to reduce the, impact and the stress of AIDS on 
affected individuals, families and communities. 

increase the effectiveness of HIV / AIDS prevention and control efforts through 
expanded activities in I E & C, laboratory services and health information 
system. 

1.3 ORGANISATIONAL STRUCTURE 

The NACP is a sub-unit within the Epidemiology unit. 

The head of NACP reports to the Head of Epidemiology. 

2.0 MANAGEMENT/STAFFING 

The NACP staff include the Program Manager, 1 sm Coordinator, 1 Counselling 
Coordinator, 1 Health Information Officer, 1 Information, Education and Communication 
Officer. 

3.0 ROLE OF THE NACP UNDER GHANAPA 

It is clear from the aims and objectives of NACP that for the AIDS/ sm control component 
of OHANAP A, it will be responsible for co-ordinating the HIV / AIDS activities of the MOH, 
other government ministries and NOO's. 
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4.0 SOURCES OF FUNDING 

According to the OHANAPA PROJECT Identification Document (641 - 0131 Program 
Assistance Initial Proposal 641 • 0132, P.26), approximately 80% of the MOH non-personal 
expenditures for AIDS/STD control is contributed by donors including the WHOIUNDP, EC, 
the Dutch, German and British Oovernments with USAID being the largest contributor. The 
remaining 20% is covered by the MOH. 

The MOH projects a total 1994 recurrent and capital budget of $6.7 million for AIDS/STD 
control. Of this amount, $4.9 million represents donor spending and the remaining 51.8 
million MOH expenditures. 

USAID provides 54 million, about 91 % of total donor resources in AlDS/STD control, but 
that figure includes approximately $3 million in capital expenditures and technical assistance 
for the laboratories. 

Total recurrent expenditures for 1994 are estimated at 53.7 million. This level is expected to 
increase slightly over subsequent years. 

The picture which emerges clearly from the above is that, the AlDS/STD Control program is 
donor driven in terms of funding. 

5.0 KEY OPERATIONAL PROBLEMS 

The present level of the Head of NACP within the reporting relationship of the 
organisation structure of the MOH is obviously not commensurate to the importance of 
the office under OHANAP A. The problem is illustrated by the chain of command the 

. head of NACP reports to the HEAD of Epidemiology Unit, who reports to the 
Director of Public Health who reports to the Director of Medical Services. 

Inadequate OOG resource allocation and the almost total dependence on donors may ~ 

affect the sustainability of the public sector AlDS/STD activities 

Slow disbursement of funds 

Lack of good STDIHIV prevalence data which limits the ability to plan and program 
resources. 

Inadequate technical staff in the areas of STD and IEC 

Inadequate logistics to support regional activities 
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6.0 CONCLUSION 

The NACP inspite of being buried in a huge bureaucracy has performed creditably in past 
programs and is institutionally capable of coordinating the HIV I AIDS component of 
OHANAPA. 

The NACP like all the other MOH institutions will be affect~d by the on-going reforms in the 
MOH. The NACP under the proposed structure will be located under the Technical 
Coordination and Research Division (TCRD). 

The essence of the creation of the TCRD is to effect a shift from vertical program 
management currently practised by most of the technical divisions of MOH towards technical 
advisory and co-ordination functions. 

7.0 RECOMMENDATIONS 

The on-going restructuring of the MOH and the creation of the Technical 
Coordination and Research Division where the NACP is located will shift the vertical 
program management towards technical advisory and coordination functions 

The envisaged advisory and coordination role of NACP will require strengthening of 
its technical capabilities and the engagement of 6 STD specialists should be given 
serious consideration 

The provision of logistics for regional operations and the engagement of the services 
of additional IEC officers should be considered against the role of HEU under 
GHANAP A and whether NACP would not be more effective as an advisory and 
coordination unit 

The slow disbursement of funds should be resolved to improve the performance of 
NACP 

Resources should be made available for continuous data collection on STDIHIV 
prevalence. 

. . 
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THE GHANA SOCIAL MARKETING FOUNDATION 

(GSMF) 

1.0 ORGANISATION 

1.1 LEGAL STATUS 

The Ghana Social Marketing Foundation (GSMF) is an incorporated company limited by 
guarantee, ie, a non-profit Non-Governmental Organisation (NGO). 

1.2 OBJECTIVES/GOALS 

The basic aim of the foundation is to empower Ghanaian families to achieve an improved 
quality of life through the provision of affordable and accessible family planning and maternal 
and child health products and services. 

The Four,\dation is charged with utilizing the existing private sector, commercial and clinical 
network to deliver Contra-ceptives and Matemaland Child Health products to the population 
at subsidized prices with a bid to increasing the prevalence of contraceptive use. ' 

1.3 ORGANISATIONAL STRUCTURE 

The GSMF is with full complement of staff will be a five person marketing company, but 
initially as a four person company made up of the Chief Executive and three other business 
unit managers to handle the following units: Long Term and Clinical Methods, NGO - CBD 
Program and the Commercial Marketing Units. 

Administrative and fmancial services would be purchased as currently happening under the 
FPHP. 
It is expected that eventually, a Marketing Director would emerge from among one of the 
three Business Managers to make the GSMF a five person company. 
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2.0 MANAGEMENT/STAFFING 

2.1 CHIEF EXECUTIVE 

The position of Chief Executive is currently the only one that has been filled and is 
responsible for the day-to-day management of the Foundation, both in terms of 
administration and operations. The business is currently in commercial marketing as 
well as the NOO - Community Based Distribution. 

The current incumbent has the operational responsibility for the training of service 
providers, sales and distribution, advertising, research and packaging. There is also the 
development of the long term clinical methods market and the CBD Program. 

As the program expands, there is the need to build the company on sustainable basis 
by bringing in some extra hands to take over the performance of some of the 
responsibilities and thus give the Chief Executive enough room to manage the long 
term and strategic issues of the company. 

2.2 LONG TERM AND CLINICAL METHODS BUSINESS UNIT 

The USAID has indicated that und~r the new project, longer term methods are going 
to be the key for a massive growth of contraceptive prevalence. 

Currently the ratio is 80/20, with the temporary methods having the lion's share. 

Between 1995 - 2000, the tilt is supposed to move towards longer term methods in a 
60/40 ratio with the bulk of the longer term methods being contributed by injectables 
and IUDS. 

Under the current project, the OSMF is beginning a modest entry into the longer 
term methods by recruiting and working with private sector physicians and midwives 
to deliver this service in IUDS and injectables in addition to orals. 

This service involves detailing, training and product distri-bution to a total of about 
1,000 service providers. 

As a major business unit, this requires the oversight of a business manager to 
coordinate and manage the activities of both distributors, and training subcontractors as 
well as initiate any relevant research for this sector. 

The position needs to be filed by the end of 1994 when the momentum of the 
development of the longer term business would have started taking root. 
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2.3 NGO • COMMUNITY BASED DISTRIBUTION UNIT 

The unit is currently managed under the FPHP but is due to be transferred to the 
OSMF by the end of 1994 for the new project which will provide funds for the 
training and motivational activities of NODs to be recruited under the Community­
based distribution of contraceptives. 

The position involves the recruitment, training, management, and monitoring of NOOs . 
under the Community-based (CBD) development program. 

The CBD program in several countries has provided the main thrust to the growth of 
contraceptive prevalence, ego Zimbabwe and Kenya and looks very promising for 
Ohana. 

The current incumbent will transfer as the Business Unit Manager for NODs under the 
new project by the beginning of 1995. 

2.4 COMMERCIAL MARKETING AND DISTRIBUTION BUSINESS UNIT 

This Unit is currently under the thrust of the Foundation and manages the sales and 
distribution, training of private sector providers, research, advertising and marketing 
agenda of the Foundation. These activities are currently managed by the Chief 
Executive. 

With the full structural development of the Foundation and its expansion into other 
areas including the management of the endowment fund, it is necessary to have an 
additional person to manage this portfolio to ensure that it continues with its 
momentum. This position should be filled by mid 1995. 

2.S FINANCIAL AND ADMINISTRATIVE SERVICES 

It is envisaged that these service will continue to be purchased from CME as currently 
being done by FPHP. 

It may, however, be necessary to hire a Chief Financial officer in the future to manage 
the endowment funds and see to their proper investment as against contracting a bank 
or investment agency that will charge between 1 - 2% commission for managing the 
funds. 

I have been infonned that all other personnel needed to handle administrative functions 
would be hired through the sub-contract with the CME. 
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2.6 SUB-CONTRACTING ARRANGEMENTS 

At the moment, the OSMF has sub-contracting arrangements with 14 companies, viz, 

3 Advertising Companies 
3 Distribution Companies 
3 Training Companies 
2 Research Companies 
2 Printing Companies 
1 packing Company 

It also has warehousing leasing arrangements with the Ghana Industrial Holding Company 
(Pharmaceutical Division). 

The distribution companies are Starwin, Johnson Wax and Danafco. 

These sub-contracting arrangements work out in different ways. For example, with the three 
distributors, the GSMF does not pay any direct monies. What it does is to give them the 
right to charge between 20 - 35% of the warehouse price. The GSMF however, gives them 
support services, ego computers, pick-up trucks which still are GSMF properties. 

With the other companies, the GSMF has standing contracts with them. Whenever there is 
~~ the need for their services in their respective areas, the GSMF approaches them to draw up 

technical and financial proposals on the subject. 

3.0 DISTRIBUTION OF CONTRACEPTIVE 

3.1 THE CONCEPT OF SOCIAL MARKETING OF CONTRACEPTIVES IN 
GHANA 

The concept of social marketing of contraceptives has been pioneered by USAID since 
the early 1960s and deals with utilizing modem marketing techniques of advertising, 
promotions, market segmentation, pricing, distribution etc to market social goods. 

In Ghana, various attempts were made to social market contraceptives from early 1970. 
It was however not until 1985 when the Ghana Social Marketing Program (GSMP) 
was launched did a serious impact begin to have an effect. 

The GSMP achieved a lot of success and by 1988 had contributed 3.1 % of the total 
modem contraceptive prevalence of 6.2%. 

According to the 1993 FPHP Consumer Baseline Survey, the social marketing of 
contraceptives contributed about 43% prevalence of 14.9%, additionally 44% of all 
methods are delivered through the social marketing channels, versus 43% by most 
channels making it the largest supplier of contraceptives in Ghana. 
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It is against this backdrop that the Ohana Social Marketing Foundation (OSMF) has 
been incorporated to give a much longer life to the population control issue through 
the provision of contraceptive and MCH services using the private sector. 

3.2 ROLE OF THE GSMF IN CONTRACEPTIVE DELIVERY SERVICES 

Since 1986, the OSMP now OSMF has been involved basically in the distribution of 
temporary contraceptives. These include: 

Condoms 

Pills 

Foaming tablets 

There has been a growth pattern in the quantity of contraceptives because of the 
introduction of new distribution techniques. For example, the OSMF is now using 
commercial networks for distribution to make contraceptives easily accessible to the 
popUlation. 

THE GSMF COMMODITY SALES ACCORDING TO METHOD BY YEAR 

YEAR CONDOMS FOAMING ORALS TOTAL 
TABLETS 

1986 1,323,600 - - 1,323,600 

1987 2,519,100 544,200 284,900 3,348,200 

1988 3,501,100 614,500 350,000 4,465,600 

1989 3,214,300 724,700 431,300 4,370,300 

1990 3,586,500 1,602,172 451,082 5,639,754 

1991 3,748,300 1,911,332 453,839 6,113,471 

1992 4,026,651 2,190,392 379,097· 6,596,140 

% 204 302 33 
INCREASE 

• The decline of oral sales in 1992 was a result of; 

1. Supply problem due to start-up of new USAlD/contract for the procurement of 
contraceptives; 

2. Difficulties with the local distributor. 
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The worldwide contract is now in place and distribution has been expanded to include 
three local distributors. 

SOURCE: GSMF Quality Returns, 1986· 1992 (culled from GHANAPA 
PROJECT Document, p.12) 

3.3 INTENDED EXPANSION OF DISTRIBUTION WITHIN THE NEXT 5 YEARS 

The OSMF intends expanding in the next few years into: 

a. Supermarkets 
b. Petrol filling stations 
c. Hotels 
d. Hair Dressing saloons 

4.0 SOURCES OF FUNDING 

Under GHANAP A, USAID is to give direct grant to the GSMF to carry out its activities as 
well as set up an endowment fund with a capital of $S million to ensure the financial 
sustainability of the GSMF beyond the year 2000. 

There are two main sources of funding which to the GSMF are inadequate. these are: 

Funds from the USAID 

Income from the sale of contraceptives 

5.0 KEY OPERATIONAL PROBLEMS 

5.1 STAFFING 

The key problem facing GSMF is the absence of the full complement of staff 
envisaged. 

5.2 RELATIONSHIP WITH THE MINISTRY OF MOBILISATION AND THE 
INTERNAL REVENUE SERVICE 

Even though the GSMF is supposed to be a non-profit organisation, it has problems 
with the Ministry of Mobilization and the Internal Revenue Service. 

With the Ministry of Mobilization, the problem is that since the OSMF generates 
revenue, the Ministry's guidelines do not allow it to register the OSMF as an NOO. 

With the IRS, the issue is that, because the OSMF says it might export some products, 
it should be liable to taxation. What the GSMF wants here is an exemption. 



Annox 0 Pg,48 or 63 

6.0 CONCLUSIONS 

The OSMF since its inception some two years ago has demonstrated that it is institutionally 
capable of executing activities assigned to it under OHANAPA. 

However, OSMF has been dependent to a large extent on FPHP support and putting in place 
the full complement of staff is the way forward for it to play its major role under 
OHANAPA. 

7.0 RECOMMENDATIONS 

The engagement of the full complement of staff to fill the following positions will 
improve the operational performance of OSMF. 

Marketing Manager 

Business Manager 

Director of clinical unitlMedical representative 

A meeting with representatives from the following organisations/agencies should be 
convened by NPC to resolve the problem of the NGO status and their payment of tax 
since it could affect the pricing structure of OSMF products and therefore its sales 
target: 

Ministry of Mobilisation 

The GSMF 

The IRS 

USAID 

Ministry of Finance and Economic Planning 
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THE PLANNED PARENTHOOD ASSOCIATION OF GHANA 

1.0 ORGANISATION 

1.1 LEGAL STATUS 

The Planned Parenthood Association of Ghana is a registered Non-Governmental Organisation 
[NOO] under the Company's Code of Ghana. It is a member of the International Planned 
Parenthood Federation. 

1.2 GOALS AND OBJECTIVES 

To assist national efforts aimed at improving the socio-economic life of the population. 

To disseminate information on family planning and ~rvices. 

To promote the physical and mental health of families, especially children through 
better spacing of births. 

To promote better health and nutrition of families especially children. 

To initiate and promote education and other programmes aimed at responsible family 
life for adults and the youth. 

1.3 ORGANISATIONAL STRUCTURE 

The PPAG has a National Council consisting of 16 members at the top. 

There is also an Executive Director, supported by 3 Directors one for finance, another 
for administration, and the last for other programmes. 

There are six RegionallProgramme Officers. 

The middle level officers follow the managers and the junior staff are below. 

In the districts are the Community - Based Distributors (CBDs). 
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2.0 MANAGEMENT/STAFFING 

The head office in Accra is manned by the followina: 

Executive Director 

Consultant 

3 Directors 

6 Managers 

S Officer (class 2) 

3 Officer (class 2) 

7 Junior staff 

2 Junior staff 

In the districts, PPAG officers are (CBDs) volunteers who are not full time employees. 

The PPAO has 38 clinics as at the end of February 1994. 

It has 30 supervisors with each supervisor in charge of 10 Community Based Distributors 
(CBDS). There are 397 CBDS as at the end of December 1993 who service 1696 
communities. 

All the supervisors have been trained. Each region has one more training outstanding for the 
CBDS. 

The PPAG is endowed with very qualified and experienced management personnel. 

3.0 DISTRIBUTION OF CONTRACEPTIVES AND TYPES 

Since 1967, the PPAG has been involved in the distribution of contraceptives in Ghana. 

The contraceptive products distributed include: 

The Pill - Microgynom, Engynom 

Injectables - DePQprovera 

Spennicides - Sampoon, Emco 

Condoms 

Intra Uterine Contraceptive Devices [IUCDS] 

Sterilization. 



The range of contracel'tive services offered by PPAO and community based clinics have 
expanded over the years. 

PPAO intends moving into regions where they are not currently operating that is the Volta 
Region in 1994, and the Upper East and UJ"per West Region subsequently. 

PPAO al.o plans to expand its services by training Community Based Distributor (C8Ds), to 
cover towns and villages which are not presently covered. 

4.0 ROLE OF PPAG UNDER THE GHANAPA PROGRAM 

a. Promoting and distributing contraceptive products and also targeting opinion lealders, 
traditional leaders through IE&C, so that through them a larger population could be 
reached in terms of the dissemination of information on contraceptive use. 

b. Playing an advocacy role in women empowerment and life skills education. 

5.0 SOURCES OF FUNDING 

90% of PPAG's funding comes from the IPPF. 

The Government of Ghana also gives fmancial support under the 2nd Ghana Health 
and Population Project. 

Punding also comes through the Japan Organisation for International Co-operation for 
family planning. 

6.0 KEY OPERATIONAL PROBLEMS OF THE PPAG 

Poor management information system 

Inadequate funds to operate optimally 

Poor conditions of service 

Unreliable transportation in rural areas and the effects on the operations of the CBDS 

Inadequate trained CBDs - one CBD serving 10-15 communities. 

Irregular supply of contraceptive products 

Poor inter-agency cooperation and collaboration in accessing new markets for family 
planning services. 
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7.0 CONCLUSIONS 

. PPAO inspite of the problems identified is a major institution with a good track record 
in past programs making it a capable asency under OHANAPA. 

The resolution of the problems identified will make the PAAO perform even better 
under OHANAP A. 

8.0 RECOMMENDATIONS 

COMMUNITY BASED DISTRIBUTORS 

The engaging and training of more volunteer CaDS should be pursued 
in collaboration with other agencies like OSMF MCHlFP, GRMA to 
minimise duplication of efforts at the community level 

Efforts should be made to recruit professionals as CBDS, so they could 
bring their expertise to bear on the work of the PPAG. 

Providing bicycles and motor bikes to be paid for with earned 
commissions will help to ease the transportation problem of CBDS to 
the assigned communities and improve their operational efficiency 

SUPPLY OF CONTRACEPTIVE PRODUCTS 

The supply of contraceptive products should be planned and scheduled on a 
regular basis. 

MANAGEMENT INFORMATION SYSTEM 

Ensuring the prompt end regular returns of reports from the Regions for central 
processing of data at the head office will go a long way to improve the 
management information system. 

EQUIPMENT 

Future investment in Audio-visual equipment 3hould be considered alongside 
the activities of other Agencies like Health Education Unit to minimise 
duplication of effort and resources. 

FUNDING 

The PPAG plans to diversify its sources of funding to include the GTZ, ODA, 
CIDA and USAID to help it meet the cost of its expanded operations. 
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REGIONAL OFFICES 

Investment in vehicles particularly for the Regions for supervisory and re-supply 
functions should aaain be considered alons side the activities of other OHANAPA 
Implementing agencies to maximise the utilization of res(Jurces, 
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1.0 ORGANISATION 

1.1 LEGAL STATUS 

The ORMA is a Non-Oovernmental Association made up of qualified registered nurse 
midwives who serve as both private and public practitioners and provide pre-natal and 
family planning services through public and private hospitals and clinics throughout 
Ohana. 

1.2. AIMS AND OBJECTIVES 

To organise all registered midwives in Ohana into a corporate body with the aim of: 

Raising the standard of the practice of midwifery in Ghana to the highest 
possible level 

Cultivating friendliness, mutual respect, goodwill, unity and understanding 
among midwives in particular and between midwives and the community in 
general 

Cooperating with medical practitioners and institutions in educating the general 
public on matters relating to improving the standard of care for women, 
children and the family . 
Advancing the provision of maternal care and developing the role of the 
midwife as a professional practitioner in her own right 

Encouraging, educating and motivating women and the family to seek qualified 
medical aid 

Scheduling visits and meetings for members to encourage the exchange of 
professional ideas 

Publishing journals, monographs, pamphlets, reports of conferences, seminar . 
discussions, visits and other papers relevant to the aims of the Association 

Maintaining at Headquarters, a centre for the dissemination of exchange of 
information on midwifery matters 
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1.3 ORGANISATIONAL STRUCTURE 

The Association conduct its affairs from the Headoffice located in Accra 
through the Association's executive officers of the Regions. 

The Association operates in the 10 Regior!s and at the time data was collected, 
8 RegioDll had presented their list of active members to the national 
headquarters. The members practice in both the public and private sectors. 
The breakdown of membership by Regions is as follows: 

BI'I!2~ I2T6L MEMDEB§1I11: IN I:RlV6IE 
PM~II~~ 

Brong-Ahafo 58 45 
Ashanti 52 46 
Northern 38 7 
Upper East 25 3 
Greater Accra 123 92 
Volta 27 17 
Eastern 59 49 
Central 52 28 

TOTAL 434 280 

The head-office estimates that inclusive of the Western and Upper West 
Regions which had not presented their list of members, the total strength of the 
current members will be between 450 - 500. . 

2.0 MANAGEMENT/STAFFING 

The headoffice has 12 staff headed by a Director. 

POSITION 

Director 
Administrative Officer 
Data Processing Officer 
Public Relations Officers 
Secretary 
Typist 
Trainers 
Drivers 
Auxiliary 

NUMBER 

1 
1 
1 
2 
1 
1 
2 
2 
1 

The GRMA fmds its present headquarters staff as adequate in relation to its role in the 
implementation of GHANAP A 
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The Association has no high staff turnover and is adequately well-equipped in terms of 
office space and equipment. 

3.0 DISTRIBUTION OF CONTRACEPTIVES 

Since 1988, the ORMA has been distributing oral contraceptives, injectables, IUCDS, 
and condoms. 

The OHANAPA Project Identification Document (PIO) states that while the ORMA 
accounts for only a small percentage of overall NOD provision of family planning 
services, it has provided approximately 40,000 new family planning acceptors 
(GHANAIPID p. 13). There is the need to further build on this initiative. 

4.0 ROLE OF THE GRMA UNDER GHANAPA 

Oive continuing education under the OHANAP A Program to midwives in 
family planning services , so that they can give qualitative care to families. 

Increase the contraceptive prevalence rate in the country through intensive 
counselling on family planning and AIDS/STDS 

Training in IUCD insertion and outreach programs 

5.0 SOURCES OF FUNDINGIRESOURCES 

The major sources of funding for the ORMA have been: 

THE USAID 

The Carnegie Corporation of New York 

The American College of Nurses and Midwives 

The University of Columbia 

Membership dues and fund-raising activities. 

6.0 KEY OPERATIONAL PROBLEMS 

SOURCING OF PRODUCTS 

The sourcing of contraceptive products from OSMF is considered a problem because 
members fmd the retail prices not competitive for their consumers who are also served 
by the public sector with comparatively lower prices. 
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POST TRAINiNG PRACTICE 

Some members trained in providing family planning services are usually 110t actively 
promoting the sales of contraceptive products among the target consumers. 

This accounts for the low level of contraceptive product sales by the Association. 

The level of outreach services undertaken by trained members is also considered 
unsatisfactory . 

7.!~ CONCLUSION 

The GRMA has successfully participated in past programs and ~ presently set up is 
i*,;~~.i~:::iona11y capable of participating directly under GHANAPA. 

~ r"'Nfwer, the resolution of the problems identified will make the Association even 
dLi~.'''·~ ~apable. 

TRAINING 

The PiD on page 13 states among other things that GHANAP A will continue to 
provide training to the ORMA on long-term methods as well as supply short term 
methods through the OSMF. The continuous training of more members will help to 
mir.limise the negative effect of the drop out trainees on the Association's contribution 
to the successful implementation of GHANAP A. 

SOURCING OF PRODUCTS 

It will be necessary to structure the prices of contraceptive products supplied to the 
public and private sector to make them competitive. 

VEmCLES 

The provision of 1 cross-country vehicle will help the Association's executives to 
improve field visits to their members to motive and sustain their interest in the 
program. 

OFFICE EQUIPMENT 

1 lap top and 1 Desk top computer will assist the Head Office to improve 
dissemination of information to its members. 



THE SOCIETY OF PRIVATE MEDICAL AND DENTAL 

PRACTITIONERS OF GHANA 

1.0 ORGANISATION 

1.1 LEGAL STATUS 
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The Society of Private Medical and Dental Practitioners is a Non-Governmental 
Organisation which is a sub-group of the Ghana Medical Association. It is made up of 
doctors and dentists operating their own private clinics. 

1.2 AIMS AND OBJECTIVES 

Provides continuing medical education for its members 
Encourages good and ethical clinical practices 
Provides health services in all forms to the Ghanaian population 

1.3 ORGANISATIONAL STRUCTURE 

As presently constituted, the Society is a very loose organisation. It has a 
National Executive Council, a National Executive and Regional Executives. 

There are 2 part time honorary secretaries. 

2.0 DISTRIBUTION OF CONTRACEPTIVES 

Over the past four years, the Society has been involved in the distribution of the 
following contraceptives products through their clinics: 

a. The Pill 
b. Condoms 
C. IUCDs 

According to the Society, there has been an increasing demand over the years for the 
contraceptive Services its members provide. 

3.0 ROLE OF THE SOCIETY UNDER THE GHANAPA 

The members of the Society expect to continue to provide Family planning services 
particularly the long term methods like IUCDSlInjectableslSterilization under the 
program. 
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4.0 SOURCES OF FUNDING 

The Society is self-funding through the payment of annual dues by its members. 

Currently, membership is about 300, with 50% based in Accra, 30% in Kurnasi and 
the rest in the other regions. 

5.0 KEY OPERATIONAL PROBLEMS 

The major problem identified is the absence of a focal point to direct the 
activities of the Society. 

The Society haS no permanent office, secretarial or administrative staff. 

6.0 CONCLUSIONS 

The society as presently constituted is not considered ready and capable of directly 
participating as an institution under GHANAP A. 

Inspite'of the loose nature of the Society its members have increasingly been 
participating in the distribution of contraceptive products and benefited from the 
supply of clinical equipment and training sponsored by USAID. 

Their numbers will obviously have an impact on the service delivery points under 
GHANAPA. 

7.0 RECOMMENDATIONS 

The nature of the Society does not lend itself to channelling distribution through the 
Association without burdening the Executive members. There is, therefore the need 
for GSMF or its distributors to employ detailmen to supply individual members of the 
Society. 

Training programs and equipment support would, however, be better channelled 
through the Society. 

... 



THE CHRISTIAN HEALTH ASSOCIATION OF GHANA 
(CHAG) 

1.0 ORGANISATION 

1.1 LEGAL STATUS 
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The Christian Health Association of Ohana (CHAO) was founded in September 
1967 as an NOO to serve as the coordinating body for church - related health 
institutions. 

1.2 AIMS AND OBJECTIVES 

To assist government to provide good quality and affordable health care to 
Ghanaians especially, the most needy. 

1.3 ORGANISATIONAL STRUCTURE 

The CHAG has a Council, a Board, 3 sub-committees appointed to serve under 
the Board, namely, DRUG, Primary Health Care (PHC) and Finance. 

An Executive Secretary who reports directly to the Board is in charge of day­
to-day administration of the Secretariat. 

2.0 MANAGEMENT/STAFFING 

In CHAG, 14.4% of total nursing staff are professionals as against 40% set by the 
MOH according to the staffmg norms. On the average, each CHAG hospital engages 
the services of 11 professional nurses; 53 non-professional nurses; 1 medical assistant 
and 3 medical doctors. 

Only 19.4% of the total staff of CHAO (6549) are professionals or have basic 
professional training. Most of the institutions are therefore poorly staffed particularly 
the pharmacy and laboratory Units. The average number of staff of each CHAO 
hospital is 136 with an average number of beds being 155. 

3.0 ROLE OF CRAG UNDER GHANAPA 

The CHAO indicated its preparedness to participate in the AIDS/8m component of 
GHANAPA. 

A concept paper on their involvement has already been prepared for approval by the 
Board of CHAO and a copy will be made available to U8A1D. 
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4.0 SOURCES OF FUNDING 

The Association depends largely on membership fees for running the Secretariat. 

Other sources of funding are through WHO for specific projects. 

5.0 KEY OPERATIONAL PROBLEMS 

Lack of inputs necessary for installing a management information system 

Inadequate office equipment 

Inadequate professional staff 

6.0 CONCLUSION 

Inspite of the constraints listed, CHAO has the institutional capacity and with its 
unique accessibility to the rural communities its services under OHANAP A will be 
invaluable in HIV I AlDS component of OHANAP A. 

7.0 RECOMMENDATIONS 

The need for training personnel, equiping and installing a management 
information system within CHAO should be given serious consideration. 

Training of the professional staff to upgrade their skill should also be 
considered 

Equiping the office with 1 photocopier and 1 duplicating machine will help 
impro~{e communication within the 107 units 

There is a need for the headoffice to have a Reference Library for use by the 
professional staff 
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1.0 EXECUTIVE SUMMARY 

The current USAlD/OHANA [OHANAPA] project under consideration which follows, almost 
immediately FPHP project aims specifically to increase further the contraceptive prevalence 
rates in general, and in particular the use of longer lasting family planning methods. In 
addition, the project will try to reduce the increase of HIV prevalence to an acceptable 
percentage points over on the 1994 level. 

To accomplish these objectives, USAlO has designed the $45 million project. In an era of 
limited resources, it is necessary to carry out financial and economic analysis to determine 
whether or not the stream of projected expenses can be covered by the project funding 
participants that have been identified in the implementation document. 

The outcome of such analysis would afford the participants the opportunity of making final 
changes to implementation plans before they are fmally executed in order to achieve 
maximum results. 

In view of the availability of most of the data on expenditures and projected number of 
possible new users of family planning methods, it was not necessary to utilize the step-down 
methodology in its entirety. The relevant assumptions were therefore made at the appropriate 
stages to help with the analysis. 

Over the past few years, the Ministry of Health (MOH) budget as a proportion of the National 
Budget has been decreasing. However, with the accelerated growth strategy which is being 
pursued by the government with assistance of the World Bank, the (real) GOP growth rate is 
expected to be between 8% and 10% and this projected growth (if achieved) would generate 
enough revenue to the government so that the required contributions to the implementation of 
GHANAP A projects would be made. 

With the enhanced budgetary resources expected in subsequent years during the accelerated 
growth strategy period, it is also expected that more resources would also be allocated to the 
PHC centres in the economy. Without a corresponding increase in resources to the PHC 
strategy, most of the people in the rural areas may not have access to the new family planning 
services. 

Constraints to resource management and use exist in the Ministry of Health and attention must 
be directed towards their systematic removal. The budgeted funding must be available on 
time and modalities for utilizing such funds should be made flexible enough and under the 
control of the immediate implementating officer - ie not all funds should be controlled from 
the centre. In other words, decentralisation must be felt to be implemented at all levels of the 
MOH set-up, especially regarding the implementation of the GHANAP A program. 

To maintain the current level of donor support and if possible attract more support, it is 
necessary that existing resources must be seen to be utilized efficiently and correspondingly 
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hiaher levels of cost-recovery ratios established. 

With the existing commitment on the part of the government towards the PHC concept and 
the directives on expenditure controls in the public sector issued by the Ministry of Finance 
and Economic Planning, it is expected that waste would be substantially reduced (if not 
completely eliminated) in the sector so that available resources would yield maximum returns. 

The economic analysis has shown that, even though the main structure of the economy has 
not changed much, most of the bottlenecks that were identified in 1983 have been removed 
with the introduction of the ERP/SAP. As a result of the implementation of the Economic 
Recovery Program (ERP), the economy has been able to maintain an average growth rate of 
about 6% pa over the period (1983-1988); government's fiscal position improved from deficits 
to moderate surpluses; the broad money supply decreased thus helping to reduce inflation 
from very high double digit numbers to moderate or near single-digit numbers. Even though 
cocoa exports increased, revenue derived from this increase in production decreased. Since 
cocoa is one of the major export products on which the nation derives most of its foreign 
exchange, this reduction in proceeds implied a reduction in our ability to import the required 
capital items for further economic growth. 

Growth in population, which has been estimated to be around 3.2% pa has had an adverse 
effect on the impact of the increased resources into the social sector - especially in health and 
education. 

The cost benefit analysis of the program has clearly shown that the project has an internal rate 
of return of nearly 21 %. This is a reasonably very high internal rate of return for a project 
whose benefits were not completely identified and quantified. There will be more savings on 
education as a result of births averted through the program than on health, even though 
savings on health are realized much earlier (about 6 years earlier). The project, therefore, 
would be, very beneficial to Ghana if it is implemented according to the existing plans and all 
participating agents perform their part of the agreement as expected. 
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2.0 BACKGROUND 

USAID/OHANA is planning to design the new $4S million Ohana Population and AIDS 
Program (OHANAPA) which has as its m~or purpose: to increase the use of modem and 
effective family planning methods and to reduce the rate of increase of HIV prevalence. 
Successful accomplishment of this purpose will be measured by: 

1. increasing the Contraceptive Prevalence Rate (CPR) from approximately 1 S% to 2S%; 

2. increasing the percentage of CPR derived from longer lasting family planning methods 
from 20% to 40%; 

3. limiting the increase of HIV prevalence to 8 percentage points over the 1994 level. 

OHANAPA consists of Non-Project Assistance (NPA) and project assistance components. 
The NP A component totals $13 million in cash transfer assistance which will support 000 
policy reforms to: 

1. enhance the sustainability of family planning AlOSIHIV 1 STD programs by increasing 
budgetary support, improving contra-captive price, forecasting and stocking procedures 
and changing customary practices that impede family planning service delivery; 

2. improve services by increasing the availability of all contraceptive methods and 
selected drugs for treatment of STDs. 

Project assistance includes a $20 million bilateral grant and $12 million in contraceptive 
commodities. This component finances technical assistance, training, commodities and the 
establishment of an endowment for the Ghana Social Marketing Foundation to: 

1. support policy reform efforts; 

2. increase demand for family planning; 

3. expand provision of family planning services; 

4. foster greater sustainability of family planning programs; 

S. promote safe sexual behaviour; 

6. encourage proper diagnosis and treatment of STDs; 

7. improve the surveillance of AIDSIHIV ISTOs. 



III 
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Marketing and Social Research Inl§titute Limited (MSRI) was commissioned to undertake the 
study following the acceptance by USAID/OHANA of proposal submitted by MSRI in 
response to a request by Mr. Floyd R. Spears, Executive officer, USAID/OHANA in a letter 
dated March 8, 1994 together with a Scope of Work for the project and received by MSRI on 
March 23, 1994. 

The study was subsequently commissioned on April 26, 1994. 
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3.0 OBJECTIVES 

3.1 FINANCIAL AND ECONOMIC ANALYSIS 

The overall objective of this component of the study is to conduct an economic and 
financial analysis of the family planning and AIDSISTD comll'.)nents of OHANAPA in 
accordance with USAID guidance contained in Handbook 3, Appendix 3F. 

The specific objectives are: 

To determine the financial viability of the proposed activity and whether the 
stream of projected expenses can actually be covered by the project participants 
identified in the implementation plan. 

To determine the least· cost solution to achieving the objectives of 
OHANAPA. 

To evaluate alternative means of achieving the desired result, and establish that 
the recommended design is the least cost option; 

To assess the method of implementation and fmancing taking account of local 
and foreign currency costs. 

To evaluate the sustainability of the project based on the OSMF trust fund to 
be created. 
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4.0 RESEARCH METHODOLOGV 

4.1 FINANCIAL AND ECONOMIC ANALVSIS 

The financial and economic analysis will be guided by the following cost measurement ~ 

methodology: 

There are a number of issues that must be considered if cost analysis activities are to 
be successful. Among the most important of these is the way in which costs are 
measured. If there is exclusive reliance on total cash outlays on programme outputs, 
an obvious error would be made. To avoid this common pitfall, we shall not use 
measures of expenditures but rather the cost of inputs in order to allow for efficiency 
in the use of resources. Expenditures incurred directly for the achievement of the 
desired outcome would be considered. Apart from being the wrong level of cost, the 
expenditure approach does not allow the ability to project the costs of a different set of 
services. 

It would be ideal, therefore, to derive estimates from institutions and government 
records, and reconstructing costs using a STEP·DOWN METHODOLOGY. This 
methodology is based on scrutiny of the production process, which then enables 
attribution of all hospital expenditure, for example, to specific departments ("cost 
centres") and the distribution of all costs (including overhead and the costs of 
intermediate outputs) to final service categories using allocational criteria, such as 
time. 

The main advantage of the STEP· DOWN METHODOLOGY is that it more closely 
approximate economic costs of resources than can accounting costs provide. We shall 
utilize the true costs of a resource (economic cost or opportunity cost) in order to 
determine the true minimum cost of the program. We are aware that often, private 
cost is a good measure of a resource. However, at times, market prices may not 
reflect the opportunity cost of a resource, for a variety of reasons • the main one being 
the existence of taxes. 

Some program inputs have a heavy foreign exchange requirement (eg. pharmaceutical 
and equipment), which have in the past been incorrectly valued at official exchange 
rates. With the introduction of the bureaux, their rates should now reflect the true cost 
of foreign exchange. Similarly, the cost of labour may be incorrectly valued by 
"market" wage rates. We shall utilize the technique of SHADOW PRICING to 
determine the real economic price of goods or services where no market price exists or . 
where it is distorted. 



Ideally, ~osts to the consumer should be included in the estimation process (ea. the 
cost of travel time and waiting time which represent wages forgone, or an alternative 
measure of the value of time in non-wage activities. 

Because the program is built on the foundations laid by the Ghana Contraceptive 
Supplies Project, MARGINAL COST ANALYSIS will be the relevant measure of the 
cost to use when making resource allocation decisions. Marginal cost is the additional 
cost of providing one more unit of desired output. This requires the availability of 
base-line data as well as regular periodic data on modem contraceptive rate and total 
contracepti.ve prevalence. Thus, with the selection of the taraet group, the appropriate 
intervention would be determined and costs measured using the STEP-DOWN 
METHODOLOGY and bearing in mind the MARGINAL ANALYSIS. 

The benefits of the program would be the increase in modem contraceptive rate and 
total contraceptive prevalence as well as the increased use of ORS. There will also be 
a reduction in the number of people infected with AIDS as 8 result of the program (on 
the margin). 

4.2 ECONOMIC ANALYSIS 

An economic analysis of any family planning program accepts the correlations between 
family planning interventions and effects such as the increase in total contraceptive 
prevalence. The economic model will, therefore, specify a relationship between the 
resources used (inputs) and the possible results (outcomes). Inputs include training, 
vehicles, staff, and contraceptive commodities. Depending on the purpose of the 
costing exercise, non-program inputs such as women's time and financial resources 
will be important measures. Inputs are combined into interventions to produce 
outputs, which can be defined as intermediate service outputs, such as increased family 
planning service coverage, or as ultimate outcomes, such as increase in contraceptive 
prevalence. 

The simplest and most often used approach consisting of a single equation which 
relates inputs to a single output shall be utilized. To determine whether project 
benefits exceed projected costs, the present values of benefits and costs shall be 
compared. Both micro (individual) and macro (project) aspects would be considered. 
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5.0 FINANCIAL ANAL VSIS 

S.l PROJECT COSTS AND RECURRENT EXPENDITURE 

To accomplish the main objectives stated in the background, USAID is providing $32 
million for the program assistance component to support the 000 in promoting 
Fa."llily Planning and Aids control proarams and another 513 million Non • Project 
Cash Transfer Assistance to support 000 policy reform. The project assistance 
component includes a $20 million bilateral grant and $12 million in contraceptive 
commodities. 

NON· PROJECT ASSISTANCE 

To encourage policy reform and to help alleviate the increased burden by the public 
sector from expanding family planning services and AIDS control ($13 million). 

PROJECT ASSISTANCE 

To improve private and public sector's capacity to provide family planning and AIDS 
prevention and control services through the provision of technical assistance, training, 
equipment and commodities for the family planning and AlOS program ($20 million) 
and OYB transfer for centrally-procured contraceptives ($12 million) 

S.l FINANCIAL SUST AlNABILITY 

5.2.1 HEALTH EXPENDITURES AND NATIONAL BUDGET 

Over the past few years (1989- 1992) the MOH as a proportion of the National 
Budget has been falling from 13.8% to only 7.8% in 1992 (Table 5.6) with the 
government's commitment to increase coverage and quality of primary health 
care services through the intensification of maternal and child health services 
and family planning (1993 Memo) it is expected that this falling trend would 
be reversed and a greater proportion of national budget devoted to the health 
sector. Nominal GOP grew about 17% between 1991 and 1992 and was 
projected to grow by about 31 % between 1992 and 1993 (Table 5.7) but 
because of the high rate of inflation, real GOP (in 1975 prices) grew by only 
3.9% between 1991 and 1992. 

With the accelerated growth strategy adopted by Ghana, the GOP (real) growth 
rate is expected to be between 8% and 10% and this would generate enough 
revenue to the government to be able to provide even more resources to the 
health sector. 
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5.2.2 PRiMARV HEALTH CARE EXPENDITURE 

Uslna the fonnuls that hu already been devised and agreed upon, which stipulates the 
proportion or each budaet lub-head which can be reaarded u expenditure on Primary Health 
Care, (Table 6.7) shows the trend from 1986·1993. From the table, PHe has been allocated, 
in the put, an averaae of 24.3% of the National Health Budaet between 1986·1993. 
However, between 1992 and 1993, the amount devoted to PHC from the total health budaet 
increased by over 80% and this increased the proportion spent on PHC from 24.07% in 1992 
to 27.32% in 1993. 

To satisfy the move towards allocating more resources to the PHC centrell, it is expected that 
the objective of the Ohanapa project would be achieved du~ to the enhanced budgetary 
resources. For MCHIFP Services alone, there was an increase in allocation of 150% between 
1992 and 1993. 

For accurate measurement and monitorina of the allocations deemed to be spent on PHC 
activities (usina the formula), there is the uraent need to have a separate budaet line for PHC 
activities. 

5.2.3 BUDGETARV CONTROL AND DECENTRALISATION 

In spite of the avowed decentralisation process in Ohana a greater proportion of budgetary 
resources are still controlled at the National Level. 

Considering the non-personnel portion of the recurrent expenditures (ie. excludina personal 
emoluments and subventions), a study by SCF (1993) has shown that the 1992 approved 
estimate for the MOH indicated that 66% of budgetary resources remained under the control 
of the Central Administration (most of this being held ostensibly for the bulk procurement of 
drugs and medical supplies). It was also found that 8% was allocated to the two leading 
hospitals and 25% was apportioned to the 10 regional health directorates. 

At the regional level, the Director of Health Services (who is the designated "vote controller") 
further allocates the non-personnel items (items 2-5) of the reaional budget among the various 
spending officers in the region. This allocation and the one at the district level are also 
heavily weighted in l.avour of the hospitals in the area. Allocations, therefore, to the 
"supposed - decentralised" PHe units in the districts and sub-districts become very negligible. 

This pattern of control over resources contrasts sharply with the clearly articulated policy 
commitment to PHC and to decentralisation within the health system. 
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The prletie. whereby the ~entre procures drugl and medical .uppHe. on behalf of the reaion. 
y well WI thAt of the reaion. alia .pending on behalf of the diluiet. without their '''prell 
authorization Ihould bo reviewed. Thi. practice lead. to the purchw of unwanted item. and 
allO the wrona quantities. 

The idea of composit. budgetinglhould be pursued vlgofou.l), 10 that in addition to cUvldlna 
the budget into technical ar.u (dental. environmental, epidemiology. laboratoriel. Melt, 
Medical Care, etc.), we should .110 have the budget divided into Hedon •• howing the 
magnitude of the funds aoing into programme. which correspond with service outlets ('a. 
regional hospitals, district hospitals. level C, level B, level A; etc). 

It is expected that with a new organisational structure of the MOH, the budget would be 
prepared to reflect both the re-ltrUcturina and the decentralization process. 

5.2.4 CONSTRAINTS TO RESOURCE MANAGEMENT AND USE 

Resource managers in the health sector face several constraints. These constraints include the 
limited budgeted funds, the delays in receiving approval to utilize funds and the lack of 
flexibility in utilizing the available funds. Funds which are available on time are more useful 
than those which are delayed. Similarly, funds which are flexible are more useful than those 
which are earmarked and that lotal control of fWids is more efficient than those which are 
controlled from the centre. 

The Ohanapa project would be more successful if funds budgeted for in the budgets of 1994-
1999 as the counterpart funds for the project would be available for use on time and would 
also be flexible and under the control of those in cbarge of the project at the district level. 
Regional and central supervision and monitoring would, of course, be necessary and that 
should not lead to unnecessary interference in the execution of the project. 

During the period (1994-1999) therefore, managers at the lower levels should be given the 
power to plan their activities and thereby to direct patterns of resource use in their activities 
and thereby to direct patterns of resource use in their areas of operation. In the budget­
preparation stages, they should be made to f=l that their inputs to the national budgets arc 
greatly valued and not a waste of time. If budget hearings are held on Regional/District basis, 
those managers would also have the opportunity to defend their budgets and MFEP may be 
sympathetic to the course at the level. 
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In addition to lower aUocadoM, 100al manaaer. al80 fAQ' the problem of delay. In obtaining 
the approved I.timatll for the financial year. "Prellmin&U')' approval of the budl.t doel not 
normllly ooow until after the ltan of the f1nancial year". Even once the budalt propoaal hu 
received preliminary approval, it may be .ubHqu.ntly reviHd (u.ually downward.). What I. 
even worse il that thilt "reviled" approved eatlmate which form. the buil of the financial 
enoumbrancea (PBS), cannot be lpent in full beeaute of the impoaition of drawing limit." 
(p.30 sep, 1993). 

A ItUdy by SCF (1993) states that in one diltl'ict (Eut Akim District in the Butem Region), 
the FEs for each quarter were received 6 weeks into the quarter. This delay alone would have 
serioUi implications for any project in the district. 

Bven thouah the operation of FEs and Drawing Limits (OLe) are an important feature of the 
budget implementation procell, in that they help in the expenditure monitotina and control in 
the machinery of aovernment administration, they must be i.lued on time. For the drawins 
limits, their use mUlt be reviewed because they distort the planning decision variables. With 
the new plan to control expenditures by MFEP with the help of the MDAS, the use of the 
drawing limits may be less attractive. 

Ghana has a relatively hip health expenditure/GOP ratio of about 2% compared with the 1 % 
ODP ratio commonly experienced in the developing countries. In spite of this impressive 
record, the amount of funding for health is described as inadequate in relation to the health 
system's requirements. 

MOH is expected to continue with the cost-recovery plan for AID- donated contraceptive with 
the target of achieving SO% recovery of the value of the contraceptives by the year 2,000. 
Even though cunent cost-recovery rate (S.S%) is not impressive, it is expected that there will 
be significant increase in the near future. To achieve full .. fmancial sustainability of the 
contraceptive program, full-cost recovery will be achieved by the year 2,000 as prices of 
commodities are increased by 1 S% per annwn until 2,000 and thereafter by S%. 

S.l.S RETURN TO PROJECT FUND 

To maintain a high level of contraceptive prevalence and thus ensme financial 
sustainability of the Ghana Population And Aids Program, a substantial proportion of the cost 
of the value of contraceptive would have to be recovered through sales. To avoid major 
disruptions to tb,. whole program, price increases for contraceptives would be introduced 
gradually overtime so that by the year 2000, all subsidies on contraceptives would have been 
removed. 
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It is expected that thele inereBles in price. of eontrac~tlv6\' would provide the required 
incentives to the private sector in order to substantially take (.Iver the importation, distribution 
and 881e of contraceptives at market-oriented prices. 

To keep track of the coet·recovery funds aenerated trom th" sale of contraceptives in the • 
public sector, the MOH established the RETURN TO PROJECT FUND IN 1983. The 
operation of the fund wu such that 80% of the revenues derived from the sale of 
contraceptive products were deposited into a specified account with the Controller and 
Accountant-General. The remaining 20 percent was kept at the collection points -ie. the 
district or Region concerned. Between 1983 and 1992, or by March 1993, the fUnd had 
accumulated over ¢37 million. 

Since th~ initial deposits, there has not been any withdrawal from the account to purchase 
contraceptives to replenish the stock under any of the programs for which the account was set 
up. The Controller And Accountant-General should be informed of the existence and rationale 
of such a fund and, with him, the neeessary modalities worked and agreed upon so that delays 
are not created in the utilization of the funds. It must be emphasised that without the constant 
replenishment of the stock of contraceptives through the utilization of the proceeds from the 
fund, the program's objectives may be difficult to achieve. 

It is expected that whatever operational arrangements are arrived at under the FPHP for 
utilizing the funds in the RETURN TO PROJECT ACCOUNT, the same would be applied 
under the current GHANA ·POPULA nON AND AIDS PROGRAM. 

5.2.6 DONOR SUPPORT AND ACTIVITIES 

Several bilateral and multi-ilateral donors as well as 80m" external NGOs provide assistance 
to the MOH in various forms. 

There is a close coordination among donors and as a result almost all projects in the sector, 
have been planned to compliment other activities by MOH and hence wasteful duplications 
are avoided. 

According to the UNDP figures, major donors for health in 1991 were USAID (S5.3m, 35%) 
World BankIIDA (54.Om, 26%). UK/ODA (S1.8m, 12%) and UNICEF (S1.3m , 9%), USAID 
and IDA are expected to continue to donate external assistance for health with commitments 
amounting to S5-6m per annum during the period 1991 - 1995. Other potential major players . 
in the area of health are the African Development Fund, Saudi Fund for Development, 
UNFPA and UNICEF. (SCF, MARCH, 1993 PAGE 35). 

For the 1991 - 1996 period external assistance is estimated at S162.8m out of which 23%, 
21% and 16% would be contributed by ADB, USAID and World Bank respectively. It must 
be noted that of this total, 28% would be devoted to Family Planning activities in the country. 
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TADt,E 5.1: EXTERNAL ASSISTANCE 1991 • 1996 IN HEALTHlFP 

DONOR TOTAL FOR 0/c, (SMILLION) AMOUNT oA, 

HEALTH (SM) FOR FAMILY 
PLANNING 

WORLD BANK 27.0 16 4.7 10 

UNFPA 4.6 
.., 

4.6 10 oJ 

UNICEF 10.0 6 .0 0 -
ODA 1.6 1 1.6 3 

USAJD 35.0 21 34.8 77 

WHO 2.7 2 .0 0 

SCF 0.5 . 0 .0 0 

DANIDA 22.0 14 .0 0 

OTZ 1.7 1 .0 0 

EEC 10.7 7 .0 0 

ADB 38.0 23 .0 0 

SAUDI FUND 9.0 6 .0 0 

TOTAL 162.8 100 45.7 100 

SOURCE: POPULATION SECTOR STRATEGY, USAID/GHANA, OCT 1993 PAGE 41 

In 1994, donor support to MOH is estimated to exceed S54 million. In addition to donor 
support, MOH has budgeted the cedi equivalent of $55 mimon for recurrent expenditures and 
the cedi equivalent of $8 million for capital expenditure. This makes a total 1994 MOH 
budget of S115 million. 

The major types of assistance provided by the major donors in health are shown in the table 
below: 
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TABJ~E S.2 MAJOR TYPE OF ASSISTANCE PROVIDED BY DONORS. 

DONOR TYPE OF ASSISTANCE 

ADB EQUIPMENT AND CONSTRUCTION 

EEC REGIONAL AND DISTRICT BUDGETS· 
ESPECIALL Y TRANSPORTATION, 
SANITATION AND MANAGEMENT 
SYSTEMS 

WORLD BANK PHC HOSPITAL REHABILITATION, 
MANAGEMENT AND LOGISTICS 

ODA HEALTH EQUIPMENT, MANAGEMENT 
AND TRAINING 

DANIDA TB PROGRAMME & PHC IN UPPER 
WEST REGION 

GTZ PHC IN NORTHERN REGION 
(INCLUDINIG EP AND AIDS) 

SCF (UK) PHC IN EASTERN REGION 

nCA BIOMEDICAL RESEARCH ACTIVITIES, 
VEHICLES AND COLD CHAIN 
EQUIPMENT 

1994 
UNFPA FP 

WB CONTRACEPTIVES TO PPAG 

DANIDA NEO SAMPOON TO MOH 

TOTAL 

SOURCE: pm, USAID/GHANA 

ASSUMPTIONS: OPTION A 

AMOUNT· S 
MILLION 

IS.5 

11.0 

6.8 

5.6 

5.4 

1.4 

0.3 

0.154 

554.0 MILLION 
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1. OOP growth rate of S% pa b.,tween 1994-1996; 7% pa between 1997 • 2000 

2. Total Oovernment Expenditures srow at 36% pa (average between 1988 • 1992). 

3. Health Expenditures grow by 44% pa (average between 1988 .. 1992). 

TABLE S.3 IMPLICATIONS FROM ASSUMPTIONS IN OPTION A 

YEAR GDP G.EXP HEALTH EXP ./. HEALTH %GDP 

1994 4,128,996 563,273 48,141 8.5 1.2 

1995 4,335,447 766,051 69,923 9.13 1.6 

1996 4,552,218 1,041,830 99,825 9.6 2.2 

1997 4,870,873 1,416,888 143,748 10.2 3.0 

1998 5,211,834 1,926,968 206,997 10.7 4.0 

1999 5,576,663 2,620,676 298,076 11.4 5.3 

2000 5,967,629 3,564,120 429,229 12.0 7.2 

ASSUMPTIONS: OPTION B 

1. GDP growth ra~e of 5% pa (between 1994 .. 1996, 7% pa (between 1997 .. 2000). 

2. Government Expenditures to be 13% of GOP while Government Revenues will be 15% of 
GOP. 

3. Health Expenditure to be 13% of total government expenditures. 

TABLE 5.4: IMPLICATIONS FROM ASSUMPTIONS IN OniON B 

YEAR GDP GEXP HEALTH EXP. HEALTH GDP 

1994 4,128,996 536,769 69,780 1.7 

1995 4,335,447 653,60~ 73,269 1.7 

1996 4,552,218 591,788 76,932 1.7 

1996 4,870,873 633,213 82,318 1.7 

1998 S,211,834 677,538 88,080 1.7 

1999 5,576,663 724,966 94,246 1.7 

2000 5,967,629 775,791 100,853 1.7 

THIS EXCLUDES FOREIGN ASSISTANCE OF ABOUT $27 MILLION PER ANNUM. 
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TABLE 5.5: IN REAL 1915 PRICES <, MILLION) 

YEAR aDP REAL 19'75 a.EXp HEALTH EXP. HEALTH aDP 
PRICES 

1994 8,267 1,075 140 1.7 

1995 8,680 1,128 147 1.7 

1996 9,1l4 1,185 154 1.7 

1997 9,570 1,248 162 

1998 10,048 1,306 170 

1999 10,550 1,372 178 

2000 11,078 1,440 187 
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TABLE 5.6: TRENDS IN GOVERNMENT EXPENDITURE AND HEALTH AS PROPORTION OF 
TOTAL EXPENDITURES 

VEAR • MILLIONS • MILLIONS HEALTH AS .~ OF 
TOTAL GOV'T TOTAL HEALTH TOTAL EXPENDITURE 
EXPENDITVRES EXPENDITURES 

'34.S 31.3 5.9 

'45.1 38.8 7.1 

738.S 66.6 9.0 

1,161.S 9'.5 8.2 

1,438.6 118.0 8.2 

1,945.2 158.9 8.2 

3,011.8 257.1 8.5 

4,094.3 353.2 8.6 

4,671.5 325.2 7.0 

7,719.3 492.8 6.4 

9,778.1 

14,755.3 821.5 5.6 

34,965.6 1,569.8 4.5 

54,450.0 3,658.5 6.7 

95,587.1 4,750.0 5.0 

100,915.0 5,449.9 5.4 

147,019.0 12,655.2 8.6 

207,070.0 28,667.4 13.8 

254,473.0 21,930.6 8.6 
u "" 

340,262.0 36,420.2 10.7 

498,813.0 38,892.5 7.8 

14.0 

13.0 

9.6 

SOURCE: TIlE SA VB THE CHILDREN FUND (UK) SnJDV, MARCH 1993 
AND OWN CALCULATIONS 
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5.2.7 CONCLUSION 

From the above infonnation on the level of GOP growth of between 8% and 10% projected 
for the year. 1993·2,000, the growth rate in revenue of about 46% and accounting for about 
15% of GOP and 2% points about the proportion of expenditure to GOP, an improvement in 
the cost • recovery efforts to about 1 S% of recurrent expenditures of MOH budget, and with 
relatively more resources being devoted to PHC, there will be enough resources accruing to 
the Government of Ghana to be able to maintain the implementation of a national population 
program beyond the completion of both the Family Health Population Program and the 
Ghana Population and Aids Program. 

With committed policy towards the PHC concept, the budgetary allocation to the sector will 
continue to increase as long as the ERP/SAP produces the projected revenue levels in addition 
to the strict enforcement of expenditure controls. 

The cost • recovery program for the sale of contraceptive will also improve the financial 
sustainability and feasibility and as the private sector takes on a greater share of the supply 
and sale of commodities at market prices, the magnitude of the implied subsidy on the 
commodities, would be greatly reduced. This will further enhance the revenue mobilization 
efforts of the MOH. 



TABLE 5.71 GDP TRENDS 

1972 

1973 

1974 

1975 

1976 

1977 

1978 

1919 

1980 

1981 

1982 

1983 

1984 

1985 

1986 

1987 

1988 

1989 

1990 

1991 

1992 

1993 

SOURCE: 

YEAR e MILLIONS 
CURRENT PRICES 

2,815.4 

3,501.2 

4,660.1 

5,283.0 

6,526.2 

11,163.4 

20,986.1 

28,230.6 

42,852.9 

72,626.1 

86,450.8 

184,038.4 

270,560.6 

343,048.4 

511,372.7 

745,999.8 

1,051,196.3 

1,417,214.4 

2,031,686.3 

2,574,774.1 

3,008,779.2 

3,932,377 .0 

THE SAVE THE CHILDREN FUND (UK) STUDY, 
MARCH 1993 AND OWN CALCULA'nONS 
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e MILLIONS CONSTANT 
1975 PRICBS 

~,487.8 

5,646.1 

6,033.0 

5,283.0 

5,096.5 

5,212.4 

5,654.2 

5,212.1 

5,537.5 

5,344.0 

4,974.1 

4,733.3 

5,157.5 

5,420.1 

5.701.9 

5,975.3 

6,311.6 

6,632.6 

6,848.5 

7,216.6 

7,498.0 

3'l? -



6.0 ECONOMIC SUMMARV AND ANALYSIS 

6.1 ECONOMIC SUMMARY 

6.1.1 INTRODUCTION 
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Ohana became the first independent and sovereign nation in Sub-Saharan Africa on 
6th March, 19S7. At that time, Ohana had, in her rich diverse, and natural 
resource endowment, and her relatively, well-trained man-power, a good potential 
for growth and development. This potential is yet to be realized to the full. Over 
the past three decades after independence, various domestic policies which were 
aimed at improving the managerial skills of the people, the uncompromising 
external environment and a rapidly WOwing population. have all contributed to the 
non-realization of the bright potential the nation had at independence. 

Ohana once enjoyed a relatively high standard of living compared with most West 
African nations. However, circumstances partially beyond our controlled to a 
downward economic spiral in almost all key economic indicators between 1970 and 
1982. Per capita real income declined by 30%; dOlnestic savings and investment 
declined from 12% and 14% of ODP respectively in 1970 to almost insignificant 
levels; and inflation ran at 44% per over the period. 

6.1.2 STRUCTURE OF THE ECONOMY 

The Ghanaian economy has, all along, been dualistic in the sense that two district 
sub-economies co-exist. These are the JJDIll-capital .. intensive modem sector 
involved in mining and industrial activities and a lIID traditional, mainly 
agricultural sector. There are very weak linkages, however, between these two 
sub-economies although agricultural sector is potentially capable of producing the 
bulk of the raw materials for the domestic industry, and in turn industry can supply 
most of the inputs of the agricultural sector. 

The consumption patterns, tastes, and living standards also depict the same 
dualistic nature on the economy. The educated (mostly) urban dwellers as those 
engaged in the modem sector, have a demand structure that relies heavily on 
imported goods and services whilst the traditional sector depends mainly on 
subsistence fanning. 

Industry, mining, commercial farming, transportation and construction, depend 
heavily on imports. With impart capacity being limited (seriously) by its 
dependence mainly on the revenue from cocoa and to some extent on gold and 
timber, the performance of the economy has, all the time been very sensitive to 
developments in the industrialized countries, particularly of the West. 



What is even worse is that, agricultural activity is still mainly rain-fed and as a 
result, any unpredictable patterns of rainfall have adverse effC!ct8 on food and 
export crop production. 

The share of agriculture in OOP increased gradually from 43.5% in 1965 to 57.9% 
in 1980; industry's share, remained at 18.6% in 1965 and 1973 but declined to 
11.9% in 1980; services sector's share declined from 37.9% in 1965 to 32.4% in 
1973 and experienced a further decline to 30.2% in 1980. The manufacturing 
component of the industrial sector grew between 1965 to 1973 from a shAre of 
9.8% in 1965 to 11.7% in 1973 but, subsequently declined to 7.8% In 1980. Thus, 
between 1973 and 1980 all major components of the OOP suffered declines in 
share of ODP except for the agricultural sector. 

6.1.3 THE ECONOMIC RECOVERY PROGRAM (ERP) 

The combination of the external anrl internal factors led to a major secular decline 
in the economy. On April 21, 19~3, the Economic Recovery Program (ERP) was 
launched by the new government that came into power on 31 st December, 1981. 

The major objectives of the ERP were to shift relative prices in favour of 
production, particularly for exported and efficient import sub-situation; restore 
fiscal and monetary discipline, initiate the rehabilitation of the country's productive 
base and economic and social infrastructure; and encourage private investment. 

The most important measure was the movement toward a more realistic exchange 
rate with a series of devaluations of the cedi from ¢2.7S • US $1.00 in 1993 to ¢90 
= as $1.00 in 1986. To regulate external trade, the government established a 
second-tier foreign exchange auction market in 1986 to cover almost two-thirds of 
external transactions. 

As a result of the changes in the exchange rate, administered prices were adjusted 
to reflect the new trend. For a wide range of products, prices and distribution were 
dismantled. 
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In the areas of fiscal policy, the following specific measure. were caken: • 

I . The government concentrated on eliminatina subsidies 

2. to mobilize resource., improved tax collection mechanism, and selective increues in 
consumption taxes and charges were put in place and 

3. to offset partially the drastic erosion real incomes, Public Sector salaries and wages and 
statutory minimum wages were raised. 

For the public expenditure policy area, the government made significant improvements. With 
respect to recurrent expenditures, the highest priorities were placed on the restoration of the 
viability and efficiency of public adminstration. The support to the health and education sectors 
W'JS expanded and the allocations for operation and maintenance were increased. To cater for 
adequate provisions for the rehabilitation of key sectors, the government prepared a rolling three­
year Public Investment Programme (PIP) at the beginning of 1986. 

The ERP was followed by the Structural Adjustment Program (SAP) the first phase of which 
covered the period 1987 - 88. The main objectives of the Program were: -

1. To maintain an incentive framework that stimulates growth, encourages savings and 
investment, and strengthens the balance of payments; 

2. To improve resource use, particularly in the public sector, while ensuring fiscal and 
monetary stability. 

The program comprises policy and institutional reforms in the areas of trade and exchange rate 
management, the cocoa sector, public re-source management, state-owned enterprises reforms, 
public sector management, fmancial sector policies and private sector development. 

Under the Trade and Exchange Rate Reforms, 

1 the official and auction exchange rates were unified at ¢IS0 = USS1.00 in February 1987 

2 access to the auction market was expanded and by February 1988, all goods had become 
eligible for the auction (except a few) 

3 in February 1988, the government permitted Banks and authorised dealers to establish 
foreign exchange bureaux to buy and sell foreign exchange at freely determine prices. 

4 the foreign exchange markets were unified on April 27, 1990 - under which the exchange 
rate was freely determine in the context of an extended auctions conducted by the Bank of 
Ghana. As a result, the spread between the auction and bureau rates declined from about 
50% in JanlFeb. 1989 to about 9'10 in April 1990. 

The Cocoa Section Policies included: -
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the rahdn~ of thl! prnducer price of cocoa to about 36% of the F.O,D price in 
198718& to about 50% of the F,O,S price in 1989/90 crop yeW', 

thlt ttimmlna of tho operadonal expense. of COCO BOD by retrenchina about 
17,000 worker. between 1987 • 89j 

3 the withdrawal from direct productive activities by ceuing operation on S2 of it. 
92 plantations. 

Under the Resource Man81tement Program, the government introduced several tax reforms 
aimed at promoting equity and efficiency. 

1. personal income taxel were reduced and personal allowances were increased; 

2 the corporate laX rate wu reduced to 45% percent for manufacturing, construction, 
farming and export sectors; 

indirect taX structure was restructured to increase sales taxes and import duties on 
cars; 

4 management information systems were computerised in order 'to improve tax 
administration. 

The State-owned Enterprise Reforms aimed at creating an appropriate policy framework, 
initiating a divestitive program and strengthening management. As a result, the 
government advertised for sale 32 State-owned enterprises in 1988. 

Public sector management policy was aimed at improving the efficiency of the Civil 
Service through reductions in staffmg as well as increase in salaries for top-level Civil 
Servants. Between 1978 and 1990, about 46,000 civil servants have been removed from 
the government's payroll. 

A wide range of fmancial sector refonns have been introduced. Interest rate controls and 
sectoral credit ceilings were abolished in order to improve allocative efficiency of the 
banking system. The legal framework governing banking activities was revised with the 
promulgation of the new Banking Law in 1989. 

Private Sector Development aimed at building an economic environment attractive to 
private investors. These included exchange rate policies, fmancial sector policies and a 
public expenditure program which focused principally on infrastructure rehabilitation and 
the delivery of public ~ces. 
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6.1.4 THE ECONOMIC CONSEQl1ENCES or THE REFORMS 

AI a relult of the varlou. policy melUlW'es that were implemented eluring the ERPISAP 
period. 

1. the economy maintained an averaae growth rate of about 6% pat 

2. the «:ocoa sector and the non-cocoa agricultural lector benefitted from good 
rainfall, improved infrastructure and greater availability of Inputs; 

3 the government's fiscal position improved markedly. Revenue. u a abate of aDP 
tOle from S% in 1983 to about 14.4% in 1989. Recumnt expenditure rOle from 
7% of GDP in 1983 to 11 % of aDP in 1989; capital expenditures grew from 
ne.Haible levels to 8.3% of GOP in 1989; the over·all budaet deficit, which 
accoWlted for 3.1% ofODP in 1984~ widened to 5.7% in 1989, but wu financed 
by foreian grants and conce."ionary loans; 

4. The broad money aupply grew by 27% in 1989, down from 54% in 1987 and 43% 
in 1988; 

5. Improved food supplies led to the decline of inflation in the first years of the ERP 
from 122% in 1983 to loo", in 1985. While inflation bas moderated somewhat to 
31.4% in 1988 and 25.2% in 1989 it bas not been decreasina at the anticipated 
rate; 

6. Despite an increase in cocoa production by about 90% from 1984 (160,000 tons) to 
30S,000 tons in 1989, export receipts from cocoa only grew by 26% from US 
S382m to USS392m between 1984 to 1989. Non-cocoa exports, on the other hand 
more than doubled over the same period on the strength of gold, timber and 
electricity. 

6.1.5 PUBLIC FINANCE IN GHANA 

The state of public fmance in Ghana bas improved considerably as a result of the 
favomable economic policies contained in the Economic Recovery PrOgranl (ERP) which 
was introduced in 1983. 

Most subsidies on commodities have been removed, more resources have been mobilized 
through improved tax collection and selective in-crease in charges/fees have been 
introduced. Incentive system in the public sector has been improved through upward 
adjustments in wages and the establishment of minimum wages in order to effect 
(partially) any erosion in real income of the workers. 

Public expenditure policy bas improved with priority attention being paid to recurrent 



expenditure with • view to r .. torlna the viability and emolenc), of public adminlltratlon. 
Inon .... In allocation to the IOcialleotor. although not vel')' .l"nidcant. have led to 
improvement In the d.livery of service. in chi, Hctor. 

The rapid growth in revenue, accompanied by a relativ.ly low growth in expenditures 
have t •• ulted in 'norUlina levels of budget lutplusd8 linee 1986 (Table 6.8), 

In spite of the rapid increase in 1otalgovlmme,t expenditure. (above 40% per annum 
since 1986), government expe~~4;iture. have maintained a fixed percentale nf ODP around 
14.3%. This has been due to the fact that ODP itaelf hu been increulng at a futer rate 
during che period (Table 6.1). 

The revenuaJ performance during the same period has been sliahtly hiaher than 
expenditures by about 4% on the averaae. As a result, budget surpluses have been the 
nonn since 1986 from a mere ¢229 mUlion (1986) to ¢3,387 million (1990). The surptus 
was ¢10.350 million in 1989. . 

The estimated budget IW'plus for 1991 is more than SOOAt of actual revenue for 1986. 
This indicates the optimistic view held by the government about the performance of the 
economy. It also demonstrates how effective and serious revenue has been since the time 
of the ERP and SAP. The actual budget balance has been minimal due mainly to the 
heavy repayments for the two years 1986-87 when they amoWlted to more than net 
borrowing. This trend has been reversed since 1988 with net borrowing exceedina 
repayments by 4.7% in 1988 and go as high as 73% in 1990. The corresponding figure for 
1991 is 77%. 

Table 6.1 shows six maVor trends in public fmance over the period 1980-1990. 

1. A~tual revenue have been fmancing an ever increasing pro-portion of current 
expenditures. In 1980 actual revenues provided only 52% but in 1986 actual 
revenues accounted for 121 % of current expenditures. In 1990, the ratio was more 
than 151%. . 

2. The proportion ')f actual revenue that fmanced the total (current and capital) 
expenditures increased very slowly from 41 % in 1980 and reaching 100% in 1986 
to only 105% in 1989 and subsequently decreased to just over 101% in 1990. 
However, this figure increased to more than 112% in 1991. 

.. 
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3. Th.re has been" "eneral incr .... in allocation to capital relative to cunent 
expenditur. from 13.4% in 1986 to 19.9% in 1988. However, .ince 1989, the trend 
has been downward. from lB.7 Pf)fcent in 1989 to 18.3% in 1990. The unstable 
trend i, indicative of the unco-ordinated development strateaie. in the country. 

4. Bud,et surpluses contributed a relatively inl'aniflcant ahare of OOP, accounting 
for just about 0.04% in 1986 and 0.73% in 1989. However, durin" the period of 
deflcits, deflcitllCCounted for 81 much as 2.3% ot ODP in 1983. 

S. Taxe. have contributed a fairly constant proportion of aDP of more "ha~ J 2% from 
1986-1988. In 1986, the proportion dropped to slightly more that 9% mainiy due 
to the fact that while tax revenue increased by 4%, aDP increased by more than 
34% between 1988 and 1989. 

6. Total expenditure claimed a relatively constant proportion of 14% of GOP, on the 
average, for the period 1985·1989. 

6.1.6 HEALTH EXPENDITURES IN GHANA 

Even though accurate data on total health expenditures are not available, it has been 
estimated by the World Bank using the OLSS data that the private - for profit sector 
accounted for S2.4%, the missions 11.9% and the public sector (including Aid) accounted 
for 3S.7% of total health expenditures in OhaJa. A greater proportion (i.e. 80%) of the 
"public sector" expenditures on public (MOH) health services was financed from general 
revenu",6% from the user charges (i.e. cost recovery) and 14% from extemaI assistance. 
Currently, Donor funding in the health sector is about 28% of the sector's overall budget. 
Out of the total expenditures, 700Al has been devoted to recurrent items with 30% going to 
~pital items. 

Between 1980-1989, an average of 7.6% of tom! Government Expenditures were devoted 
to the health sector, with 1980 (6,43%) and 1989 (10.11%) being about 2.S% point more 
than the average share. Development S.ltpendirures alone had a stw" of 7.0% in 1884, 
7 .6% in 1986 and 18% in 1989 of the health budget. Even though the share of the total 
Govemmfmt Expenditure of 7.6% to Health does not appear to be much (but comparing 
the rate of increase, we find that) the level of Expenditures has been increased yea;.;y by 
more than 3S% each year between 1984-1989. In real 1984 cedis, and starting from 
¢2,270.4 million in 1984, the increase in real expenditure over the entire period (1984-
1989) was 77.4% which is almost eight fold. 
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Per capita health expenditure. have been rising steadil), from ¢38 in 1980 to ¢816 in 1988 
In nominal tenns representing an Increae of over twenty fold over the period. The 
absolute Inerelle appears to be substantial but taklna into aeeo"nt the inflation rate durina 
the period of about 1'2% (World Bank, paae 511), we have D nominal increase of 
thirteen-fold. In real-terms (1984). The increue in per capita health expenditures between 
1983 and 1988 was 2.26%. The aross inadequac)' of the level of recurrent expenditures to 
health is reflected in the prevalence of the common occurrence of the six killer diseases. 

A far less attractive situation is shown b), examinina the capital Health Expenditure over 
the period. WUh 110 hospitals (1985) scattered allover the count!')' but mostl)' in the 
urban centres, the aversae population per hospital is as high as 114,000 while the 387 
Health Centres/posts! clinics serve an average of 32,000 per facility. There were 673 
patients to a bed (1985) out of a total of 18,614 beds in all the hospitals and clinics. 

Utilization of these facilities is relativel), low especially by the rural people as a result of 
the long distances between their places of 'residence and the nearest facility. As such, onl), 
41.8% of the popUlation on the average, used the facilities provided. The Up~r East, 
Upper West and Northern Regions have far lower utilization rates than the average of just 
around 11 %. The highest utilization rate is in the Brong Ahafo Region i.e. the Forest belt 
• with reported common diseases being • diarrhoeal diseases, upper respiratory infection, 
measles, diseases of the skin and anaemia. (OLSS) 
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TAILEt ••• PUILIC 'INANCE INDICATORI ItIO • I"' 

• 910 .91 • •• 12 I'IJ ..... 1.1. • '1' I .. ' I ... 19111 .990 1991 

1\. ACMJAl. 
RlVBNU11 AS " OP 

51.1. '.7 '2.' 7604 99.7 .04.1 121 1)7.8 138,' I .... ,' 134.1 151.1 

CUJUUlNT 
BmNDI'nJU 

B.Acn.rAL .. 1.1 U .. 5.1 67.' 82.4 84.2 100 103.1 101.6 105 101.2 112,8 
RlVBNUB AS " OP 
TOTAL 
I1XPENDI'nJU 

C. DBVBLOPMBNT 17.4 10.1 9J .. 1.93 I .. ,' 15.2 13." I7J 19.9 '1.7 18,3 17,2 
BXPENDI'nJU 
AS " OP TOTAL 
BXPENDI'nJU 

D. BUDOIrrARY N/A ,.;, " N/A l.3 1.5 2.0 0.04 0.54 0,37 0.73 N/A N/A 
DBPlClTISURti.US 
AS "OPaDP 

E. TAX.CJDP RAno N/A NlA NlA N/A 5.63' • I OJ .. ' 12.12 12.72 2.29 9,49 N/A N/A 

P. TOTAL N/A NlA NlA 5.3' 10,1S 13,96 '''.3 14.3 14.25 1404 N/A N/A 
EXPENDITURE AS 
%OFODP 

x WORLD BANK DATA 

N/A NOT AVAILABLE 



• 

TABUU, 

\'EAR 

1 

1965 

1966 

1961 

1968 

1969 

1970 

1971 

1972 

1973 

1974 

1975 

1976 

1977 

1978 

1979 

1980 

1981 

1982 

1983 

1984 

1985 

1986 

1987 

1988 

1989 

1990 

1991 

BUDOETSURPLUS 
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INDICATOU or rllCAL PERfORMANCE. 1 .... 1911 (RAno&) FINANCING AI RATIO or Dlncn' 

(AI RATIO TO ODP) INTIRNAL lANK OR EXTERNAL 

RlVlNtIE IXPINDI· DIFlcrr LOANI GHANA LOAN. 
TlJU 

2 3 .. 5 6 7 

0.19 0.26 0.06 0.88 n •• 0.03 

0.15 0.20 0.05 0.87 n •• 0.3" 

0.17 0.23 0.06 0.76 n •• 0.19 

0.18 0.2" 0.06 0.71 n •• 0.27 

0.17 0.20 0.03 0.65 n •• 0.41 

0.19 0.22 0.02 0.90 n •• 0.96 

0.18 0.22 0.04 0.82 n •• 0.27 

0.15 0.21 0.06 0.49 0.08 0.51 

0.11 0.17 0.05 0.90 0.83 0.01 

0.13 0.17 0.04 0.01 0.94 0.01 

0.15 0.23 0.08 1.00 1.51 0.00 

0.13 0.25 0.11 1.00 0.88 0.00 

0.13 0.23 0.09 0.99 0.36 0.01 

0.07 0.16 0.09 0.91 0.22 0.04 

0.10 0.17 0.07 0.00 0.21 . 
0.07 0.11 0.04 0.84 1.78 0.16 

0.05 0.11 0.06 0.92 0.38 0.08 

0.06 0.11 0.06 0.91 0.14 0.08 

0.06 0.08 0.03 0.78 0.09 0.20 

0.08 0.10 0.02 0.63 0.49 0.37 

0.12 0.14 0.02 0.53 0.27 0.46 

0.14 0.14 0.00 17.78 0.60 18.78 

0.15 0.14 O.at 0.32 0.66 0.13 

0.15 0.14 0.01 0.62 0.64 0.23 

0.15 0.14 0.01 0.85 0.66 0.27 

0.13 0.13 0.01 2.17 1.28 1.91 

0.15 0.13 0.02 1.03 0.72 0.25 

SOURCE: APPENDIX EIS AND OWN CALCULATIONS 

I 



TABLE 6.3. HEALTH EXPENDITURES PER HEAD OF POPULATION 

REAL EXPENDI- NOMINAL PER DAD 
\'EAR " or GO. " OF 1'VRES "84 OM EXPEND.-

BVDGET TtlREOM NOMINAL REAL 
c I .. 

1980 0.95 6.43 277255 38 258 

1981 0.11 6.09 1988 46 119 

1982 0.62 6.09 1627 41 141 

1983 0.35 4.38 875 54 74 

1984 0.84 8.50 2270 2270 184 184 

1985 1.07 8.74 3052 3999 314 240 

1986 1.15 8.28 3423 5854 445 260 

1987 1.05 7.93 3273 9502 575 241 

1988 1.21 9.01 3992 12880 816 284 

1989 1.40 10.11 19853 

1990 1.27 10.10 25706 

1991 

SOURCE: HEALTH STA'I1STICS OF GHANA, WORLD BANK, 1989 AND OWN ESTIMATES. 

The sector utilizes the second largest share of the recurrent expenditln'e: accounting, in the 
last three years for an averaase ot' about 10.2%. In terms of capital expenditure, the sector 
is the fourth largest, even though its share of the National capital expenditure has declined 
from 6.65% in 1992 to about 4.7% in 1994. See Table 6.4) 

TABLE 6.4: SHARE OF MOB EXPENDITURE IN TOTAL NATIONAL 
EXPENDITURE: 

1992 1993 1994 
% % % 

SHARE OF MOH RECURRENT EXPENDITURE 13.26 13.12 10.14 

SHARE OF MOH CAPITAL EXPENDITURE 6.65 6.35 4.65 

SHARE OF MOH IN TOTAL EXPENDITURE 11.61 11.57 8.69 

SOURCE: PUBLIC EXPENDITURE REVIEW GOG 8TH APRIL 1994 P.46. 
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With the MOB the proportion of perlOMel expenditure within the recurrent expenditure 
Incr .... d .ub.tantially from 38.2% in 1992 to ~6. 7% in 1993 and 1994 in spite of the 
directive to the MOH to reduce itl 1992 manpower level by 8.7% (see Table 8. below) 

The proportion of the non-perlOMel portion of the expenditure. under the control of the 
c.ntral administration decreased from 000 Public Expenditure Review, 1993. 8th April 
1994. pAS. 

TABLE 6.5: PROPORTION OF RECURRENT EXPENDITURES 

TOTAL RECURRENT EXPENDITURE (A) 

PERSONAL 

% (B/A) 

% OF RECURRENT EXPENDITURE 

% MOHlfOTAL 000 EXP. 

KORLE-BU TEACHINO HOSPITAL 

KOMFO-ANOKYE TEACHING HOSPITAL 

1992 

29,084 

11,110 

38.2 

50.7 

7.0 

3.6 

1993 

446,533 

26,36S 

S6.7 

3S.S 

8.3 

4.4 

1994 

49,041 

27,764 

56.7 

8.69 

50.7% in 1992 to 3S.5% in 1993 and is furt.her budgeted to decrease in 1994. The 
teaching hospitals had slightly more reec·l11'ces for recurrent expenses from a combined 
total of 10.6% in 1992 to 12.7% in 1993. Similarly, for the other regional and district 
hospitals, typically the Regional Directors of Health Services (RDHS) and District Medical 
Officers (DMOs), retained a greater proportion of the non-recurrent budgets for their 
respective areas under their control. As such, they also made purchases on behalf of 
hospital and health centers in the regions and districts. This system did not promote 
efficient utilization of resources at all levels - National to district. In the absence of district 
budgets, it is difficult to assess the level of actual resources reaching the district and sub­
district levels. 
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The provision for supplies and atores decreaaed by 26.0% from ¢8.S billion in 1992 to 
¢6.3 billion in 1993. The ml\lor sub-items within this item are: 

TABLE 6.6: MAJOR COMPONENTS OF ITEMS VNDER SUPPLIES AND 
STORES·MOn 

1992CgMl 1993cgBl 1994C¢Bl 

IMPORTATION OF DRUGS 3.3 (39%) 1.0 

LOCAL PURCHASE OF DRUGS 1.2 1.0 

IMPORTATION OF DRESSING MATERIALS 1.0 0.4 

LOCAL PURCHASE OF DRESS MATERIALS O.S 1.1 

CHEMICALS AND CONSUMABLES 1.2 1.2 

MEDICAL INSTRUMENT &, STORES 1.2 1.2 

OTHERS 0.1 0.4 

¢ 8.5 ¢6.3 

The current streamlining of feeding, the pW'Chase and distribution of drugs and dressing 
and the payment of subventions in addition to the improvement in the expenditure 
monitoring for the sector, would all contribute to preserve scarce resources and help utilize 
these resources efficiently. 
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TABLE 6.7: RECURRENT BUDGETS FOR PRIMARY HEALTH CARE ~1_ (C MILLION) 

RECtJItRI'.Nr IIUDGEf WSI'IIBDS 
HEAD SUB- PROGRAM 'lIOF 

HEAD HEAD .. 1917 .. HIt OM Btl 1m .. 
;, 160 MOB (GENERAL SERVICES) lSI 455 671 1.131 1.414 2,.1. UI6 VIII 

1 GENERAL ADMINISTRATION 15 2IS 400 596 961 1.2110 1.616 1.6li ...... 
2 BUDGET & PLANNING 0 

DlVJSION 

3 COMMON SERVICES 0 

4 REGIONAL REALm 45 49 38 52 1001 135 CZI m zn 
ADMINIS11tATION 

5 S1ORI!S 15 11 9 12 11 20 26 XI ,. 
6 REALm EDUCATION 80 6 8 II 116 59 5111 III 4Ji 

7 CENTRE fOR REALm 0 
STATISTICS 

8 lllAINING 0 

9 INTERNAL AUDrr 0 

10 RESEARCH CENTRE FOR 0 
PLANT MEDICINE 

161 mRLE BU TEACHING 33 21 36 Sf 94 111 m a 
HOSPll'AL 

1 GENFltAL ADMINISTRATION 0 

2 MEDICAlJDENTAL SERVICE 10 33 22 36 Sf 94 III m 2JII 

3 GENERAL SERVICES 0 

162 IWMFO ANOICYE HOSPITAL 17 13 13 34 56 .., 14 H6 

I GENEltAL ADMINIS1ltA11ON 0 

2 MEDICAlJDENTAL SERVICE 10 17 13 13 34 56 6D 14 H6 

3 GENERAL SCIENCES 0 

r 
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SOURCE: 

RECtJRRENT BUDGETS FOR PRIMARY HEALTH CAU .. - .. {CONTDJ 
(eMILLION) 

SUB-IIEAD PROGRAMME ~OF REC1JRRI'.NT IJlJDGEI' ES'I'DU'DS 
BEAD 

1_ 1987 .. .. 1M U91 

MEDICAUDENTAL 1.IS1 1.042 1..524 2,S74 3.164 3.711 
SERVICES 

--

I. DENTAL SERVICES 0 

2. ENVIRONMENTAL REALm 100 m 298 431 61 I2D 1.816 
SERVICE 

3. EPlDEMIOI.OOICAL 100 211 251 ~ 46 596 m 
DIVISION 

4. REALm LABORATORIES 10 5 5 6 I 19 D 

5. MATERNAL a CHILD 100 206 192 326 IG 141 lJ1Z9 
REALm 

6. MEDICAL CARE IS 'BI 264 m 56 745 m 

7. MENTAL REALm 0 
---. 

8. NUTIllI10N SEl.vlCES 100 39 12 ~ 9 136 .., 
9. NATIONAL BLOOD 
TIlANSFUSION SERVICE 

TOTAL 1.552 1.562 2.210 3.120 4.723 6-ttl 

PRIMAIlY REALm CAllE AS S OF 23.8 22.0 22.1 24.0 23.36 D..9 
TOrAL 

WORLD BANK ESTIMATES AND OWN CALCULA110NS 

UJJ HJJ 

4.447 10..0)5 

I.JM 2." 

m '.E .. 60S 

1.ll6 3.I!Ii 

m un 

m SJ6 

''-' am 

Jt.8J 27..3Z 
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TABLE 6.S: GROWTH OF GDP BY KIND OF ECONOMIC Ac\'1VlI'Y AT CONSTANr 197 51'lUCES (ft.ItCt'J«~ 

AGJUCULnJU 

INDUSTRY 

MINING AND 
QUAIUlYING 

MANUFACTURING 

ELI!C11lICrI'Y AND 
WATER 

CONS'mUCTlON 

SERVJCi!S: 

WISAI..B AND RETAIL 
11lADE IESTAtJaANTS 
AND HOTELS 

TRANSPORT. sroaAGE 
AND COMMUNICATION 

fINANCE. INstJaANCE. 
IlEAL ESTATE AND 
8USINI!SS SERVICES 

COMMUNI'I'Y. SOCIAL 
AND PERSONAL 
SElVlCES 

TO'fAL GROSS 
DOMl!STICS IN 
PURCIIASER'S V AWE 

sotJRCE: 

1911 1982 I_ I_ IE .. ..., .. De .,. .. 
-2.56 -3~ lUI 9.71 0.65 3.11 8.04 3.31 .us 1.IIZ 4..'D 

-14.46 16.67 -6.77 II.M 17.60 7..56 11.34 lO.ZJ 2.Q ~ 1. 
-7.34 -1.38 -13.64 13.49 6.45 -3.03 ,. lS.U ,.- 6.35 6..15 

-19.27 -20.49 -11.17 12.90 24.32 10.95 lO..OJ ,~ a,j!t s.aa ue 

11.16 -1.11 -31.91 42.96 20.73 - II.OJ 11.73 6.74 'J.13 M..6I 'loW 

-4.19 -91.1' 27.43 2.33 2.11 -2.66 U.CR 4.55 4.17 731 '.M 
2.73 4.65 4-'4 6.63 7.52 6.~ 9.31 7.13 6.67 ?..WI 6.21 

-1.92 10.31 -,.26 10.1' 13.61 9.CR 17.45 1.41 9 .. 43 ~ ..... 
6.16 1.3 1.26 12.16 1.43 '.62 10.J9 NUl 1.15 12.21 9.fi 

1.66 -1.31 14.12 9.26 2-'1 7.66 5 .• 6.13 3.M '12' 5... 

1'.23 -4.99 7.W 20.10 7.76 46.81 19.20 5..91 ,.,S5 5.11 112 

-3.18 -,.IS -4.34 8.96 '.09 ,.20 4._ U2 0." 3..D ~.11 

CALCULATED FROM DATA OBTAINED nOM DO" I'INANCIAL SfAIBIICS AND QUAIl'nIlLY mcmr OF Sl'A'I'BIXS.. 

ACCRA, MARCH, .,., - U92. 



TABLE 6.9; SUMMARY OF GOVERNMENT FINANCES AS PERCENT OF GDP 

Ita 
I_ 

I .. UIS 
1_ 

LW7 ... .. .. .". 

8EVIiNUES 6.0 5.5 8.0 11.3 13.6 14.1 14.5 ".12 II.K I9.ZJ 

aECURIENT EXPENDmJIE '.3 7.4 1.6 11.1 11.9 IU lU 10... 9." lO.1I 

CUP.l'lENT BUDGEI' SAVINGS -3.3 -1.1 -4».6 0.1 1.7 4.3 4.0 

DEVELOi'MENT 0.9 0.6 l.l 2.1 1.9 2.5 3.1 331 l.n ~ 

BXlBNDmJIE 

DEFJCJTJSUJtPLUS .... 7 -2.7 -2.1 -2.7 -0.7 -4.3 G.9 1.27 8.63 I." 

HEr DOMESTIC FINANCING 4.3 2.3 1.1 I.l 1.0 4.4 0.6 I.- 1.31 -l.fB 

NET FOREIGN PlNANClNO 0.3 0.4 I.e 1.5 -4».3 0.7 0.2 G.3S 121 ti49 

SOURCE: GSS, QUARTERLY DIGaT OF BrA11STICS, SEVmtAL ISStJI'.S. 
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6.2 ECONOMIC ANALYSIS 

6.2.1 IMPACT OF I. E." C CAMPAIGN ON AIDS TRANSMISSION. 

SUMMARV 

There i. no doubt that the .valuation of a proll'Am of thi. nature wHl be very diffiQult to 
undertake. However, in .pite of the unavailabillcy of acoUfat. dat.aln the If" it may bt 
po •• ible to quantity the few aareed-upon tangible/outpull of the proaram and hence be able to 
carry out a roup COlt· Sen.flt AnalY.'I. Even with very conservaadv. eltimatellvailabl.~ 

the analy.i. of the rough estimates of the benefltl of the outputs luaaelt that the internal rite 
of return of this section of the Pf08l'am is positive in roal t.rml. 

ASSUMPnONS 

The foUowina uswnptions were UJed in arrivina at the above conclusion: 

1. About 41.6% of the total fundlna available under the proaramme will be utili .. for 
the AIDS control section of the proaramme. This will amount to a total of S 18.720 
million (compiled from Deloitte & Touche, April 1994). 

2. Since the strategy under consideration moves us through the "growth" phue by the 
year 2000, if the AIDS infonnation campaign is equally effective, then we estimate 
that for each year, the project continues (1994 • 99), it would encouraae the following 
number of additional individuals to use contraceptives: 

TABLE 6.10: 

YEAR 

1993 
1994 
1995 
1996 
1997 
1998 
1999 
2000 

CURRENT AND PROJECTED NUMBER OF USERS OF 
MODERN METHODS 

NUMBER 

389,000 
426,000 
488,000 
547,000 
613,000 
687,000 
769,000 
818,000 

ADDmONAL 
USERS 

PER YEAR 

47,000 
52,000 
59,000 
66,000 
74,000 
82,000 
49,000 

It is postulated that there will be a 10% - 12% annual increase in the number of new users during the life of 
the project. 

3. That between 2% and 4% of the new users would have the AIDS virus. 

4. Over the course of the year, each person with the virus has a 3.375% chance of infecting someone 
else. (This is based on the average number of sexual C'Jntacts per year of 1 SO multiplied by the 

" .. 
41 
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probabUhy of SAWed", AlpS 1M' 99"tlA' pC 0,02;15. (rbi. pt.-IUppolllt. thaI .aeh of the lIXutl 
oontlOti wUl be with • dlamnt perlOn • whloh II y,ry unUkely. On the other hand. It we UlWft. 
thac only I dUtd ot th. c:ontlOta will be with dlff.rent pmGl1I, th.n the probabUlf)' of • perlOn with 
the viNt intecUnllOmeoftl .1. wtth1n I YI., I. now 1.125%. 

5. That 25% of thI new \l1li'1 would reven .ach year, Henc., 25% of Ulltl who .wted Ullna oondomt 
In 1994 wUlItOp after 1 ),181', lAd only 705 will continue to UH oondom the .. coRd year, Tht 
followilll Yilt. 2'''' of the 705 wUl dllGOntlnu. ..... t and 10 forth. In 1999. I total of oyer 4901 
people infefted with the AIDS ViM will be Ullna condoml, whioh wUl prtV.nt almo. 306 Weotloftl 
that Y'" By 2015, a total of 1654 lnt.otlonJ will be pmented. • 
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6.2.2 ECONOMIC IMPACT 

A few simple assumptions are used in arriving at an estimate of the internal rate of return for the 
program. These are: 

1. That, it takes, on the average; 8 years for an HIV infected person to develop AIDS. 

2. That, it takes, on the average, 1 Y2 years for an AIDS patient to die. 

3. Loss of output as a result of the death of an AIDS patient -

Number of years of working life lost ISyrs 

Value of output/year $681 

Total value ¢6,810 per person 

(assuming a S5 year life expectary and S% pa opportunitr cost of capital) . 
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TABLE6.l21 ECONOMIC IMPACT OF 111£ AIDS CONTROL PROGRAMME· mile AND BLOOD TRANSFUSION CAMPAIGN 

YEAR REDVCED NO. OF 
AIDS INDVCED 
DRAm DVE TO m 

n omON II 3.375" 
($000) 

1994 $ 2,787 

1995 $ 2,912 

1996 $ 3,536 

1997 $ 3,744 

1998 $ 3,744 

1999 $ 1,997 

2000 

2001 317 317 2,159 

2002 677 677 4,610 

2003 1,105 1,105 7,525 

2004 1,609 1,609 10,957 

2005 2,206 2,206 15,003 

2006 2.761 2,761 18,796 

2007 2,732 2,732 18,605 

2008 2,545 2,545 17,331 

2009 1,909 1,909 13,000 

2010 1,432 1,432 9,752 

2011 1,074 1,074 7,314 

2012 805 805 5,482 

2013 604 604 4,113 

2014 453 453 3,085 

2015 340 340 2,315 

TOTAL BENEFITS MlNVS TOTAL cosr OF AIDS $121,347.00 
PROGRAM 
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If we continue the analysis to the year 2020, we sball have: 

YEAR D D 

2016 2SS 2SS t.,737 

2017 191 191 1,301 

2018 143 143 974 

2019 108 108 73S 

2020 81 81 SS2 

TOTALS BENEFITS EXCLUDING 
TOTAL COST OF AIDS PROGRAM. = 5126,646.00 
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7.0 COST BENEFIT ANALYSIS 

7.1 CRITICAL ASSUMPTIONS 

The following assumptions have been made in carrying out the Cost-Benefit Analysis: 

That GOG disburses the 515 million contributions towards the project in equal 
amounts: 

2 That 50% of GOG contribution would be classified as additional cost to the project -
the other 50% being the cost towards normal recurrent expenses of the MOH 
institutions involved in the project. 

3 Cost per head of health expenditures cabulated as 

hi = Health Expenditures (1993) 524.00 
pop (estimated) 1993 

This hi will be used to tabulate the savings on health due to births averted. 

4 Cost per head on education: We shall utilise (as was done in the previous analysis) 
the figure of 524. per head per year. 

5 That savings on education will be reali7.ed 6 years after the birth has been avoided. 
For the period (4-6) years, its assumed that costs are borne by parents in private 
nurseries. For savings on health expenditurs, they accrue immediate any birth is 
averted. 

6 That with intervntion, the rate of increase in population will be 2.6% from 1999 to 
2010; but between 1994-1999, the rate would be 3.1%. 

7 Terminal year for the project cost-benefit analysis 2010 OR 2000? 

8 Loss of output resulting from death due to AIDS - estimated as GDPlhead X x PVIFA 
5%, 15 years = 5681 x 10 = 56810. 

FOOTNOTE: ESTIMATED POPULATION FOR 1993 = 15.6MILLIONS 
EXCHANGE RATE ¢800 = USS1.00 
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7.2 MACROECONOMIC IMPACT 

Government Expenditures have been, on the average, 13.56% of GOP between 1984 and 1989, rising 
from 10.15% in 1984 to 14.4% in 1989. If the growth in GOP is maintained at 5.4% (1983-1990), 
then the estimated GOP in purchaser's value in 1975 prices would be ¢8.779 billion for 1995. The 
projected GOG public expenditures would be ¢ 1.23 billion for 1995. 

1.054 x 7,498.0 = 7,902.892 - 1993) Real 
8,329.648 - 1994) 1975 
8,779.449 - 1995) prices. 
9,253.5394 - 1996) 

Nominal (current prices) growth rate of 40%. 

7.3 COST-BENEFIT ANALYSIS 

7.3.1 INTRODUCTION 

Cost-benefit analysis has become a part of the required proceedures for the evaluation of most 
projects in most countries. Especially for social programs, its use has almost become a 
standard tool. There are, however, problems in its use particularly regarding the identification 
of all benefits and costs as well as the quantification of some of the benefits of the program. 

7.3.2 COST OF THE PROGRAM 

The Ghana Family Planning and Aids Control program has components in its cost structure. 
These represent the sources of rmding for the program with a total cost of $613 million made 
up as follows:-

USS GRANT CONTRACEPTIVE 
PROCUREMENT 

Project Assistance Component 32.00 20 12 

Non-Project Assistance component 13.00 

USAlO~ASH[NGTON 1.30 

GOG 15.00 

The funds would be disbursed as follows: 
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TABLE 7.1: EXPENDITURES IN 5000 OF US DOLLARS 

FY 

1994 
1995 

. 1996 
1997 
1998 

- 1999 

TOT. 

PROJECT NON-PROJECT OYB OOG USAIDI TOTAL 
ASST. ASST. TRANSFERS CONTR. WASH. US$100 

$6,700 $ - $ - $- 5- $6,700 
2,500 2,500 2,000 3,000 10,000 
2,500 3,000 3,000 3,000 11,500 
3,000 3,000 3,000 3,000 12,000 
3,000 3,000 3,000 3,000 12,000 
2,300 1,500 1,000 3,000 7,800 

520,000 513,000 512,000 515,000 560,000 

USAlDIW ASHINGTON 1,300 

561,300 

If we assume that only half of GOG's contribution, whil.;h mainly covers personal emoluments and 
the use of existing facilities, would be actually considered as part of the incremental costs of the 
project, then we have the following expenditure flows for the period of the project. 

TABLE 7.2: ACTUAL ADDITIONAL COST TO PROJECT 

FY 000'5 OF US S 

1994 6,700 
1995 8,500 
1996 10,000 
1997 10,000 
1998 10,000 
1999 6,300 

52,500 
USAIDIW ASH. 1,300 
TOTAL 553,800 

7.3.2. BENEFITS OF THE PROJECT 

"At current rates of growth of per capita income (about 2% per annum), Ghana would require about 
20 years for per capita income to grow from its present level of US5400 to US5600." (World Bank­
Ghana 2000 and Beyond-February 1993 - p.l). The main reason for the above bleak forecast is the 
fact that while the current economic growth rate of GDP is 5.4%, the population is increasing at the 
rate of 3.1 %. 

The main benefit, therefore, of the Family Planning component of the project would be the reduction 
in fertility from 6.1 to 5.3 which would cause an appreciable reduction in population of the country 
by the year 2000, and hence increase per capita income in the country. These benefits would, first of Y 4.... 
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all, accrue to the individual families that would use the products of the project. This would be 
evident in the increase in resources for health and education (in particular) per member of the family 
as a result of a number of unwanted births averted. The effect, therefore of the project on poverty 
and income inequality is obvious and can easily be felt quickly at the lower income levels. 

For the Aids Control Programme, the reduction in the rate of increase of the prevalence of HIV 
infection, would reduce the number of deaths of the active members of the population due to AIDS. .. 
The benefits, therefore, accrue both to the individual, who become healthy most of the time and also . 
to the nation from output contributions (net of intake) to the society. 

The project also has other favourable impacts on several social issues. For example, the knowledge 
about the beneficial use of family planning methods would be diffused throughout. all the social 
sectors of the different communities; the traditional burden on the woman would be: reduced as a 
result of the population management skills acquired through family planning. Women would have 
more time available to engage in productive activities asopposed to devoting a greater proportion of 
their lives on prolonged nursing and childcare. 

Most of these benefits mentioned above are difficult to quantify. We shall, therefore, concentrate on 
the main quantifiable benefits to be derived from the Ghana Family Planning and AIDS Control 
programme from the reduced number of births and the number of aids infections prevented. 

For the number of births prevented, we shall measure the benefits in terms of savings on health and 
educational expenditures as a result of the programme. For the numbr of AIDS infections prevented, 
we shall measure the benefits interms of the savings in the value of output that would have been lost 
to the nation as a result of the deaths of an aids - infected person. 
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7.3.~ BIRTHS AVERTED 

In the project document it is expected that the marketing and promotional strategies would help 
increase the modem contraceptive prevalence rate from 15% in 1994 to 25% in 2000. The 
population is assumed to grow at 2.6% from 1995 till the year 2000. 

Without the project, the population of the country is projected to grow at the rate of 3.1 % per annwn 
between 1994 and 1999. Column 2 in Table 7.3 shows the projected population without the projects 
Column 3 also shows the population projections with the intervention of the Family Planning and 
Aids Control program. The differences (between Columns 2 and 3) in Column 4 shows the impact 
of the program on the population to year 2010. 

TABLE 7.3: POPULATION PROJECTIONS AND REDUCTIONS 

YEAR WITHOUT WITH REDUCTIONS OR 

1994 
1995 
1996 
1997 
1998 
1999 
2000 
2001 
2002 
2003 
2004 
2005 
2006 
2007 
2008 
2009 
2010 

INTERVENTION(OOO) INTERVENTION (000) POP. (000) 

17,468 
18,010 
18,568 
19,144 
19,737 
20,349 
20,980 
21,630 
22,301 
22,992· 
23,705 
24,440 
25,198 
25,979 
26,784 
27,614 
28,470 

17,922 
18,388 
18,866 
19,357 
19,860 
20,377 
20,907 
21,451 
22,009 
22,581 
23,168 
23,770 
24,388 
25,020 
25,670 
26,338 

88 
180 
278 
380 
489 
603 
723 
850 
983 

1124 
1272 
1428 
1591 
1764 
1944 
2132 

~\ 
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7.3.5 SAVINGS ON HEALTH 

The rate at which the population grows as well as the size and composition of the population will 
affect the availability of resources needed to provide health care services to the population. The 
nation's PHC objective of achieving Health for all by the year 2000, implies that a lot of resources 
would be needed in order to achieve the objective. With high growth rate and a relatively younger 
population enough resources may not be generated for the purpose. The national health bill for 1993 
was estimated at ¢51,687 million (Recurrent ¢46,S33 million + PIP ¢S,154 million), while 
population is projected at 16,854,000. 

If we include donor funding, which is estimated to be about 28% of the sector's overall budget then 
this amount in 1993 works out to about $3.83 per capita (using a rate of ¢800 = US$l.OO). This 
figure is a little lower than the 1989 figure of $4.60 due to the devaluation of the cedi). Assuming 
there is no increase in real cost, Column 3 of Table 7.4 calculates the health savings between 1994 
and 2010. 

7.3.6 SAVINGS ON EDUCATION 

Using the findings of a study commissioned by the World Bank on the Ghana Education Sector in 
1985, the cost per pupil in primary school in Ghana was estimated to be around $24 per year. It will 
be assumed that GOG will maintain this real cost (and if possible reduced it) during the life of this 
project. Column 5, therefore, shows the calculations of savings on the education sector as a result of 
the project. There may be some slight understatement of costs since during the first 12 years (pre­
University education) costs may increase over the different levels - Primary, JSS and Senior 
Secondary. However, in view of the fact that some proportion of students in JSS may not be able to 
enter SSS, the understatement may be small in magnitude. 
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TABLE 7.4: SAVINGS CALCULATIONS FOR HEALTH AND EDUCATION 

YEAR BIRTHS SAVINGS PUPILS SAVINGS ON TOTAL SAVINGS 
AVERTED ON HEALTH NOT IN EDUCATION (SOOO) 

(000) (SOOO) SCHOOL (SOOO) 
(SOOO) 

. 1994 
1995 88 337 337 
1996 180 689 689 

. 1997 278 1,065 1,065 
1998 380 1,455 1,455 
1999 489 1,873 1,873 
2000 603 2,309 88 2,112 4,421 
2001 723 2,769 180 4,320 7,089 
2002 850 3,294 278 6,672 9,966 
2003 983 3,765 380 9,120 12,885 
2004 1,124 4,305 489 11,736 16,041 
2005 1,272 4,872 603 14,472 19,344 
2006 1,428 5,469 723 17,352 22,821 
2007 1,591 6,094 850 20,400 26,494 
2008 1,764 6,756 983 23,592 30,348 
2009 1,944 7,446 1,124 26,976 34,422 
2010 2,132 8,166 1,272 30,528 38,694 



TABEL7.5: COSf-BENEFlT ANALYSIS WORKSHEET 

YEAR 19M U95 19M U97 U98 U99 2000 2001 2002 2003 2004 2005 2_ 2tI07 2818 2009 lOll 

COST 6.700 8.5 10.0 10.5 10.5 7.6 
B. 0.34 0.69 1.07 1.46 1.87 4.42 7.09 9.97 12.89 16.04 19.34 22.82 26.49 30.35 34.42 38.69 
liz 1.60 4.01 4.49 5.21 5.86 6.25 3.64 2.74 2.04 1.53 

B. + liz = B 
B-C 
DF(10") 
PV(lO"> 
PV(IS5) 

-6.7 
1 

-6.7 
-6.7 

PV(C) = 39.28 
PV(B) = 82.04 
NPV =42.76 

0.34 
-8.16 
0.909 
-8.08 
-7.10 

0.69 1.07 
-9.31 -9.43 

0.826 0.751 
-7.69 -7.08 
-7.04 -6.20 

ASSUMFI10N (1) 101 COST OF CAPrrAL 

ASSUMPTION (2) 155 COST OF CAPITAL 

1.46 1.87 4.42 
-9.04 -5.73 4.43 
0.683 0.621 0.564 
-6.17 -3.56 2.49 
-5.17 -2.85 1.91 

PV(C) = 35.06 
PV(B) = 47.12 
NPV = 12.06 

B. = Total Savings 00 both Health and Fducatioo 

liz = Total Beuefits from lives saved from death resulting 
from AIDS infection. 

x-15 = x-l0 
12.06 42.76 

42.76x - 641.4 = 12.06x - 120.6 
3O.7x = 520.8 

••• 11. = 5.89 
... IRR = 20.891 

8.69 
8.69 
0.513 
4.46 
3.27 

13.98 17.38 21.25 25.20 29.07 30.13 33.09 36.46 40.22 
13.98 17.38 21.25 25.20 29.07 30.13 33.09 36.46 40.22 

0.467 0.424 0.385 0.350 0.319 0.290 0.263 0.239 0.218 
6.53 7.37 8.18 8.82 9.27 8.74 8.70 8.71 8.77 
4.57 4.29 4.57 4.71 5.44 4.91 4.67 4.48 4.30 
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ANNEX I 

DETAILED PROCUREMENT PLAN 

A. Oyerview; GHANAP A is financed 100% from the Development Fund for Africa 
(DFA) appropriated account. All procurement will be conducted pursuant to the procurement 
guidelines for activities fiuanced under DFA and Agency procurement regulations. 
Accordingly, the project will utilize, to the extent practical, goods and services of US origin 
and from US sources. Most technical assistance will be of US or Ghanaian origin. Any 
vehicles procured under GHANAP A will be of US origin. Participant training will be 
conducted in the US or other developing countries. Generally, commodities pl'ocured will be 
of US or Ghanaian source and origin, with the exception of specialized equipment and 
materials which may need to be purchased from other free world sources (Code 935). 
Computer equipment purchases may be from other free world country sources and will be of 
US origin. USAID/Ghana, with the assistance of USAIDIWMhington's Transportation 
Division (F AlOPrrRANS), will make every effort to ensure that commodities procured 
directly by USAID, or through USAID contractors, will be shipped on US flag carriers in 
compliance with the US Cargo Preference Act. The USAID Project Manager will maintain 
records of all project procurement by USAID geographical code and will report this 
.information annually to USAIDlWashington's Africa Bureau. With the development of the 
procurement plan in accordance with Africa Bureau Guidelines, USAID/Ghana is maximizing 
US procurement to the extent possible. 

B. Procurement Respopsibilities: The majority of off-shore and local procurement will 
be done by USAID. This includes procurement of technical assistance, training, 
contraceptives and other equipment and materials. 

1. Technical Assistance: All technical assistance contracts, cooperative 
agreements and grants will be handled through the resident USDH contracting officer. 
GHANAP A plans to award a major cooperative agreement to A VSC to provide technical 
assistance to both the private and public sector's clinical contraceptive programs. Additional 
contracts will be awarded to assist USAID in project management, monitoring and evaluation 
and financial assessment and review. Additional technical assistance will be provided by core 
funded USAIDlWashington projects which will be managed by the respective contracts officer 
in USAIDlWashington. 

2. Participant Training: Participant training under GHANAPA will be coordinated 
by the Population and AIDS Coordinating Committee, and the USAID HPN Training 
coordinator. The USAID/Ghana Participant Training Officer of the Education Human 
Resources Development Office, will process all participant training under GHANAP A. This 
will include visa and health processing, procuring airtickets and maintenance costs. 

3. Grants to Ghanaian Non-Governmental Organizations: The mission will make 
grants to the Ghana Social Marketing Foundation (GSMF), Ghana Registered Midwives 
Association (GRMA), and the Planned Parenthood Association of Ghana (PPAG) as part of 
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the project activities. Each of these NOOs will be registered with USAID as indigenous 
PVOS prior to awarding the grants. 

4. Endowments: OHANAP A will develop endowments for the OSMF and a 
Center for Population and Development to be located at the University of Ohana • Legon. 
The endowments will be established through a grant to a US based NOO which will serve as 
trustee for the investments. Specific arrangements for the endowments will be dependent on 
final guidance which is being developed by USAIDIWashington. 

C. Methods of Implementing and Financing 

The OHANAP A program will use several different methods of financing in implementing the 
USAID contribution. Advances will be provided to Ohanaian NOOs as part of their grants, 
once they have been certified by the Controller's office and registered by USAID. The 
Cooperative Agreement with A VSC will be fmanced by a Bank Letter of Credit. Most other 
USAID inputs will be paid for directly by the USAID Controller's Office, with the possible 
exception of several operations research studies and training activities which may be fmanced 
through grants to eligible institutions. The Methods of Implementation and Financing are 
illustrated below:. 



METHODS OF IMPLEMENTATION AND FINANCING 

Method of Implementation Method of Financing Appr. Amount 

Grants to NGOs 

TAAVSC 

MonitoringlEvaluation 

A1DSISTD 
Commodities 
Local TA 
Training 
Operations Research 

Project Support 

Advances 

Direct L/Corn 

Direct Pay 

Direct Pay 
Direct Pay 
Advances 
Direct Pay 

Commodities Direct Pay 
Short Term Training Direct Pay 
Project Management! Administrative 

Audits' Direct Pay 

Total Bilateral Grant Agreement 

Endowment Grant 

Contraceptives 

NPA 

Central Funded TA 

TOTAL PROGRAM 

u:\publlc\docs\spaproc 

Direct Pay 

OYB Transfer 

Direct }:lay 

Central Funded 
Cooperative Agreements 

5,500 

3,000 

1,200 

461 
150 
580 

75 

755 
1,000 
1,629 

150 

14,500 

5,500 

11,000 

14,000 

13,000 

58,000 

Anne" I Pa.3 or 3 
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ANNEX J 
IMPLEMENTATION SCHEDULES 

I. IMPLEMENTATION SCHEDULE FOR NPA PROGRAM ASSISTANCE 

Event Responsible PaMy Month 

I. PAAD authorized and Orant Agreement signed USAID/OOO 10/94 

2. Infonnal tranche review USAID/OOO 1195 

3. Tranche Review USAID/OOO 2/95 

4. Conditions for Tranche # 1 met. 000 3/95 

5. Issuance of PIL to certify conditions Met USAID 4/95 
disbursement of Tranche # I 

6. Infonnal tranche review USAID/OOO 1196 

7. 'tranche Review USAID/OOG 2/96 

8. Conditions for Tranche # 2 met OOG 3/96 

9. Issuance of PIL to certify conditions met and USAID 4/96 
disbursement of Tranche #2 

10. Infonnal tranche review USAID/GOG 1197 

II. Tranche Review USAID/GOG 2/97 

12. Mid-Tenn Evaluation USAID/OOG 2/97 

13. Conditions for Tranche #3 met GOO 3/97 

14. Issuance of PIL to certify conditions met and USAID 4/97 
disbursement of Tranche #3 

IS. Informal Tranche Review USAID/OOG 1/98 

16. Tranche Review USAID/OOO 2/98 

17. Conditions for Tranche #4 met. GOG 3/98 

18. Issuance of PIL to certify conditions met and USAID 4/98 
disbursement of Tranche #4 

19. Informal Tranche Review USAID/OOG 1199 

20. Tranche Review USAID/GOG 2/99 

21 Conditions for Tranche #5 met. GOO 3/99 

22. Issuance of PIL to certify conditions met and USAID 4/99 
disbursement of Tranche #5 

23. Final Project Evaluation USAID/GOG 112000 

24 Project Closeout USAID 712000 
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II. IMPLEMENTATION SCHEDULE FOR PROJECT ACTIVITIES 

i Event Responsible Party Month 

YEAR 1 

1. Project Authorized and Orant Agreement signed USAID/OOO S/94 

2. Issue RFP for US NOO to act as trustee for USAID S/94 
endowments 

3. PIL # 1 Issued USAID 9194 

4. PACC organizes and begins regular monthly PACC 9194 
meetings 

5. Scopes of work prepared and requests made for USAIDIU of Ohana 9194 
Western Cons0i1ium Population Fellows for HPN 
Office and Center for Population 

6. Project Start-up Workshop(s) USAIDIPACC 9194 

7. Sign Agreement with A VSC USAID/AVSC 10/94 

S. Semi-Annual Review USAID 10/94 

9. Project monitoring system developed and USAID/OOO 10/94 
functioning. 

10. Plans for short-term Local and Extern~ technical USAIDINPCIMOH 10/94 
assistance developed Central CAs 

11. Initiation of Short Term Technical Assistance USAID/Central CA 11/94 

12. Sign agreement with PPAO USAIDIPPAO 12/94 

13. HPN Western Consortium Fellows arrive WC 1/95 

14. First HIV ISTD Surveillance Report MOH 1195 

15. OSMF & ORMA registered as PVOs USAID 2/95 

16. OSMF grant signed USAID/OSMP 3/95 

17. ORMA grant signed USAID/ORMA 3/95 

IS. Semi-Annual Review USAID 4/95 

19. Consumer Survey begun NPC/OSMF/ORMA 4/95 

20. Agremnent signed establishing an endowed Chair for USAIDIUS based NOOI 4/95 
Center for Population and Development at University U of Ghana 
of Ghana· Legon 

21. Agreement signed establillhing endowment for OSMF USAIDIUS based NOOI 4/95 
GSMF 
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Event Responsible Party Month 

YEARl 

22. CTU updates initiated MOH/Central CA 8/95 

23. Semi-Annual Review USAID 10/95 

24. Situation Analysis GSS 3/96 

25. Semi-Annual Review USAID 4/96 

26. CeD comparison study GSMF/Pop Council 4/96 

27. Semi-Annual Review USAID 10/95 

28. Clinical guidelines for FP providers revised, printed MOH 12/95 
& disseminated 

YEAR 3 

29. Center for Population and Development hires Center 8/96 
Distinguished Professor 

30. Semi-Annual Review USAID 10/96 

31. Mid-tenn Evaluation USAID 2/97 

32. Consumer Survey NPC 3/97 

33. Semi-Annual Review USAID 4/97 

34. Contraceptive Price Study NPC/GSMF 5197 

YEAR 4 

35. Semi-Annual Review USAID 10/97 

36. Demographic Health Surveys Begun GSSIMACRO 2198 

37. Semi-Annual Review USAID 4/98 

38. Situation Analysis GSSlPop Council 4/98 

YEARS 

39. Semi-Annual Review USAID 10198 

40. Consumer Survey NPC 3/99 

41. Semi-Annual Review USAID 4/99 

YEAR 6 

42. Semi-Annual Review USAID 10199 

43. Final external evaluation USAID/GOG 112000 

44. Semi-Annual review USAID 4/2000 

45. Project closeout and fmal reporting USAID 712000 
U:\1 u IIIC\dOCS\UD )Ian p p 



ANNEXL 
PERFORMANCE MONITORING PLAN FOR STRATEGIC OBJECTIVE 2, TARGETS AND SUBTARGETS 

PsRPQRMANCS: •.. 
.. . . . ~ 

... 

DEFlNmON OF INDICATOR: DATA sOURCE ME'lBOD/APPROACH FREQUENCY DATA RESPONSIBLE 
·.INDICATOR ··1 . AND . OF DATA CURREN1l..Y OFFICE 

..... : ...... .UNIT OF MEASiJREMENT . .. COi.LEcnON C01J.ECTED? 

Strategic Objective 2: RedUC2 fertility 
Iudicators: 

Total fenilily rare Unit: , (births) DHS 1993. 1998 DHS repons· EvelY five yellS Yes HPNOffice 

Definition: The average' of Centrally funded OR-
c:biJdren a woman will have. TA projca amaacts 
assuming that current age wiIh GSS for 
specific rates (IS - 49) n:main canying out die 
CODSlmt during her childbearing survey 
years. Population cohort is 
women in union from 15 to 49 
yearsofaae 

CommenlSlNoIeS: 1be 1993 Demographic: IIId Health Survey (DHS) bas been completed. Publication of die survey n:sul1S is cxpccted by end July 1994. 

Target 1.1: Increase the use of modern methods of famDy planning 

Modem method Unit: % HPN will contract follow-up Every two years Yes HPNOffice 
contraceptive DHS 1993; 1998 surveys to die 1993 baseline 
pn:valence rare Definition: % of women in Consumer surveys survey of consumer 

union, ages 15 to 49. who use (CS). 1993. 1995. knowledge. attitude IIId 
modem methods of 1997.1999 practice with regud to family 
connaccption rWmiDB· Dala will be 

compan:d to similar 
information collected through 
dleDHS. 

Couple years of Unit: , MOH. PPAG. GSMF. CYP data from service Quarterly Yes HPN Office 
protection by sector GRMA provider facilities to be 
(modem 1DCIhods). DCfinition: CYP. disaggrcgall:d supplied by MOH. PPAG. 

by major provider: Ministry of GSMF.GRMA 
Health (MOH), Planned 
Pan:nthood Association of 
Ghana (pPAG). Ghana.Sociai 
Marbling Foundation (GSMF). 
Ghana Registered Midwives 
Assn. (GRMA) 

CommentslNoIeS: CommentslNoIeS: Modem methods include: injectables. IUDs. vaginal foaming tablets. condoms. oral colllllll:eplives and sterilization. CYP conversion &ctors an:: vaginal 
foaming tablets, 100 = 1 CYP; condoms. 100 = 1 CYP; oral contraceptives, 13 cycles = 1 CYP; injeclables. 4 = 1 CYP; IUCDs, 1 = 2.S CYP; female saeriIization, 1 procedun: = 8 CYP 
CYP. 



,:::~RMA.NcE'<DEFiNrrioNOPINDlCATOit ·>D:ATA SOURCE .... METHOD/APPROACH. '. FREQlJENCYDATA 

::::::;:,::nmtcAjOR::, ".,.:t.lliir~~~:d··,::: I ."'< ., .... ,: ¢PL~~o:tBtdu .~ 

Satisfied demand 

CommentslNores: 

Unit: S 
'lbc proportion of total demand 
for family planning by women 
in union satisfied by c:unent 
contraceptive use (aD melhods) 

Calculation: 

PBS = CID 

Where: 
PDS is the proportion of total 

demand for family planning that 
is satisfied by cunent 
contraceptive use (all methods) 

C is the number of women 
cunently using .t coDlIaccptive 
method for the purpose of either 
IimitiDg or spacing 

D is the total number of women 
with a demand for family 
planning 

DRS 1993, 1998: Every two yeus Yes 
CS 1995, 1997, 1999 
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RESPONSIBLE 
OPFICE . 

HPN Office 



:, P~DtANcE,· .' DEFlNrriON OFINJ:)~roi · .• DATA ~URcE .:. 
., INDiCAToR ..=, . .. .'>,. .": ...... ANi:(· .,. :." .:.:. , ....•...•.•.... 

..UNI'I' Of· MBASyREtttEN'f ... 

Target 2.2: More appropriate contraceptive method mix 

CPR derived from Unit ~ 
longer acting medKJds 

CYP derived from 
longer acting medIods 

Definition: ratio of CPR, Iong­
lerm methods, to CPR, aU 
modem methods. Long-lenD 
methods iDcIude: injec1ables, 
IUDs, sreritizalion m1 
Norplant, when it becomes 
available afII:r 1996 

Unit ~ 

Definition: ratio of CYP, long­
lenD methods, to CYP, aU 
modem medKJds. Long-lenD 
methods include: iDjec:tables, 
IUDs, sterilization m1 
Norplant, when it betomes 
available afII:r 1996 

DRS 1993, 1998; 
CS 1995, 1997, 1999 

MOH, PPAG, GSMF, 
GRMA 

. ~ . . . . 

. MEm()D/APPROACH 
. .......... . 

.. FREQUEN<:Y DATA 
OF DATA. CURRENn.Y 

.. ,~~... ..... .. ooti.Ec1ED? 

Every two yeus Yes 

Yes 
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RESPONSIBLE 
OFFICE 

HPN Office 

HPN OffICe 

CommeDISINoles: Modem methods include: injectables, IUDs, vaginal foaming tablets, condoms, oral contracepdves m1 sterilization. CYP conversion factors are: vaginal foaming rabIeIs. 
100 = 1 CYP; condoms, 100 = 1 CYP; oral contraceptives, 13 cycles = 1 CYP; injectables,4 = ! CYP; IUCDs, 1 = 2.S CYP; female sterilization.! procedure = 8 CYP. 
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'PEJU;blMANCE ... 
..... . 

·6EFiNtriON OF INDiCATOR DATA SoURCB MEnioD/APPROAcB . FREQuENCY DATA RESPONSIBLE 
INDiCATOR.· :.: .... . , .,.;.: .. , .': ,ANii:· :'i:·:· . .. 

.. OF DATA CURREN1t.Y OFFICE 

··.:.· •.•. ·.··, •. ·0:,····· .. •· ... ··.Wfu:Of MBAS~ 
: 

CQi.LEctiON COI.I..Eq'ED? 

Subtarget 1: Increase avaUability or and access to ramUy planning services and commodities 

FP service providers Unit: ~ Situation analyses, ContraclOr on centrally Every 2.S yean Yes HPNOffice 
who restrict provision 1996 and 1998 funded ORIT A project Fust araIysis 
of FP services on the Definition: !be proportion of contracts with GSS 10 c:arriet 0I1t in 1993 
basis of marital status service providers who do not conduct situation analysis 
or spousal consent offer FP services for eilber of 

Ibese reasons: Strategy recommended is 10 

No consent from husband repeal observations in !be 
Client is not married facilities visited during the 

1993 study • And as !be 
program expands 10 include 
more facilities and service 
providers the number of 
facilities under study in the 
situation analysis should also 
be expanded. 

Facilities in the Unit: , CoopelBlive Bi-Annual repon Yes HPN Office 
publiclprivarc sector Agreement for from Cooperative 
equipped, completed De6nition:'offacilities Delivery of LoD8- Agreement 

or rdJabiliIated for renovab:d and equipped for Term and permanent 
provision of 10D8er providi1J8 VSC, Norp1ant, methods 
acting methods ruCD 

Subtarget 2: Increase ramOy planning knowledge and approval 

Respondents who Unit: ~ DHS 1995, 1998 Every two yean Yes HPN Office 

know 3 or more CS 1995, 1997, 1999 
contraceplive methods Definition: " of respondents 

who can spolllaDeOUSly (i.e. 
witbout prompting) name 3 or 
more contraceptive methods. 

Women who IbinIt Unit: " DHS 1993, 1998 This question as worded Every two yean. Yes HPN Office 
their lmsbandslpartners CS 1995, 1997, 1999 appean in current DHS. It 
approve of couples Definition: " of women who must be added to the 1995 
using a meIbod to respond dial Ibey IbinIt their CS. 
avoid pregnancy lmsbandslpartners approve of 

couples using a mctbod to avoid 
pregnancy 

CommcntslNotes: This selection of indicators has been changed from previous API indicators: ~ of women citing Iadt of knowledge as a reason for mn-use; " of married women whose 
busbaDds approve of family pIaDning; ~ of husbands who approve of family planning. The number of methods known (unpIOIII(IfaI) is ID indicator of how many people are exposed to and 

remember IE&:C messages about specific melbods. The two indicators which repon on male approval of family planning have been rolled into one. However, the IIUIIIber of women who 
repon partner disapproval as the most imponant reason for not using contraception should continue to be tracked in the CS. 



.. ,£RR)RMANCB ... : DEFoorioN OF INDiCATOR . DATA sOURCE 

:nroICAiO •. : ··~9~~ ..•.. . .<. . ..... . .... 
ME11IOD/APPROACH FREQUENCY 

OF DATA 
COI.LECTlON. 

Target 2.3: Improve FP program sustaiDabillty by Increasing resources In the pobOe and private sector 

CYP provided through Unit: 'MOR Quarterly 
the public sector 

Definition: The CYP provided 
by the MOR disaggregall:d into 
long-term (lUCD. injectable. 
implant, VSC) and short -term 
(condoms. pills. VFrs) 
methods. 

CYP provided througb Unit: " 
the privam sector 

Definition: Proportion of total 
CYP provided through the 
private sector. Disaggregstecl 
into long-term and short-term 
methods. 

Cost recovery from Unit: " 
MOR cotlllllOdiry sales 

CommentslNotes: 

Definition: Proportion of the 
cost of commodities paid bY 
clients in public sector facilities 

GSMF. PPAG. GRMA 

MOR 

DATA 
CURREN1LY 
COI.i.Ec1ED? 

Yes 

Yes 
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RESPONSIBLE 
OFFICE 

HPN 

HPN 

HPN 
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Table 3. STRATEGIC OBJECTIVE 2: BASELINE, EXPECTED RESULTS AND ACTUAL RESULTS 

--
f EXPECTED AND AcruAL RESULTS .... 

PERFoRMANCE- UNrr()F BASfuNBDATA 1995 
-. 

1996 1997 1998 1999 2000 '-~i¢AroRs t.IEASUim 
- 1993- vALUE &pd AI:IuaI &pi - AI:IuaI &pd AdIIII ¥ ActIai &pi AI:mII £>pi ~ ----, .-- - -: .-.- - ,.' 

Strategic Objective 2: Reduce Fertility 

Indicators: 

Torat fertility rate , of projected 1993 S.S S.O 
births 

Target 2.1: Increase the use or modem methods or ramDy planning 

Modem method CODlrlceptive prevalence rate ~ 1993 10~ 2O~ 

among women in union 

Couple years of protection by sector (modem Years of 1993 350 
me1bods): protection 622 

eyp: Ministry of Health fm ,OOOs) 
CYP:GSMF 
eyp:PPAG 
eyp:GRMA 

Satisfied demml ~ 1993 26.4~ 5O~ 

Target 2.2: More appropriate contraceptive method mix 

Indicators: 

~ of modem method CPR derived from long- ~ 1993 20~ 40" 
term me1bods 

eyp derived from long-term me1bods 'fm ,OOOs) 1993 9S 267 
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... • EXPECTEb AND AcnJAL RESULTS 
~cE UNrrOF BAsELINE DATA 1995 1996 1997 1998 1999 2000 . INDICATORs . . MEAStnm 

, '<,." .. ,. ,.:'. 1993 VALUE ElqId Aaad ElqId AcIiIIi ElqId ACIIIII Eipd AaaII ElqId ACIIIII &pi ACIIIII 

SubTarget 1: Increase avallabUity of and access to ramOy planning services and commodities 

Indicaton: 

FP service providen who restrict provision of " 1993 
services on the basis of marital status or 
spousal consent 

, of facilities equipped. compleled or , of facilities 1993 60 115 
rebabilitaled for provision of longer acting 
mcdJods (boIb privale and public sec:tDr) 

CommentslNores: 

SubTarget 2: Increase family planning knowledge and approval 

Indicaton: 

" 1993 About 
Respondents who can spomaneously IIIJDe 3 or 23" SOS 
more comrac:eplive methods 

" 1993 
Women who tbink their husbandlputner 
approves of couples using a metbod to IIvoid 
pRglWlC)' 

CommentslNores: 
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EXPECTED AND AcnJAL RESULTS 
p~~¢E QNJT9F BASELINE DAtA 1995 1996 I 1997 1998 1999 2000 
.~ICATORS MEi.tSURE 

!993 VALUE I!Ipi Adlai I!Ipd "-I I:lipI ACIIIII &pi kiIII &pi A<IIIII I!Ipd Aa.l 

Target 2.3: Improve FP program sustainabillty by increasing resoun:es in the public and private sedor 

Indicarors: 

CYP provided through the MOH '(in ,OOOs) 1994 176 240 

CYP provided through the private seclDr " 1993 6S" 7SS 
(short-term melbods) 

CYP provided through the private seclDr " 1993 IS" 25" 
(I0I18-term melbods) 

Cost recovel)' from MOR commodity sales " 1993 S.S" ISS 

CommentslNotes: 
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Table 4. PERFORMANCE MONITORING PLAN FOR TARGET OF OPPORTUNITY AND SUBTARGETS 

. 'EItFoRMANCE DEF!Nr:i1oN OF INDiCATOR. DATA SOuRCE ME'lHOD/APPROACH FREQUENCY DATA BESI'ONSIBLE 
·iNJjICATQRS . ... ': .......... :ANb.' ... OPDATA CURRENlLY OFFICE 
.:, ... uNIT qF MEASuREMENt .. COLI..EC11ON • COLLECTED? 

Target of Opportunity: Inerease knowledge and pradice of HIV IAIDS risk reduction behavior 
IDdicaIon: 

Pen:ent of respondents Unit: " DRS 1998 No baseline da1a is available Every 2 years No HPNIGSMF 
repcnting using a CS 1995. 1997. 1999 for 1bis indicator. a 
condom during the Definition: A DOn·reguIar recommended WHO 
most reccnr sexual partDer is Ill)' partDer of less prevention indicator. A 
inrercourse with a DOD- dian 12 months bascIiDc wiD be estaNjshed 

regular partner with die 1995 CS 

" of n:spondents able Unit: " DRS 1998 Evei)' two years Yes HPNIGSMF 
to cite u least two CS 1995. 1997. 1999 
acxepcable ways of Definition: " of respondents 
protec:ting from HIV who answer that AIDS can be 
infec:tion. avoided by (1) young people 

delaying SIart of sexuallCtivity; 
(2) absIaining from sex; (3) 
using condoms; (4) sraying with 
one partner; (5) using new 
needles or blades; or (6) 
receiving non-comminated 
blood for buIsfiIsions. 

Subtarget 1: Improved diagnosis and effective treatment of STDs 
. 

IDdic:aIon: 

" of STD c:ascs Unit: " Situalion AIIalysis Assessmenl wiD require two 1996.1998 No BPN 
maJll8ed as estabIisbed in public a: private OR SlUdics (I) an ellf.eDSion GSS will do SiaIIIioa 
in national guidelines Definition: " of STD c:ascs sec:tor fadIiIies of die situation aualysis of FP Analysis lDIder OR-

wbic:b are maJll8ed as servic:e sites in IlIIbose TA~ 

esIabIisbed by national MOB facilities wbic:b provide 
guidelines on diagnosis. (or can provide) SID cae. SIudy of prMIe 
treatment aDd counseling. aDd (2) a special SIUdy. secIDr fxi&ies wi! 

comparable to die 1994 5IUdy be aJIIbXIed locally 
of STD diaposis in private 
sec:tor facilities. 
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. PERFORMANcE ., 
DEFINrm>NOF INPICATPR DATA S()URCE ME'lHOD/APPROAcH fREQUENCY DATA JlESlIONSIBI.E 

:1Nb1&:T()RS' .. ... . .... AND ....... OF DATA Cututam.y OFFICE 

:' >: ~ ()~ MEAsUREP.tBNT· ... COllEC11ON .COUEC'IED? 

S of c1ie111s seeking Unit: " Situation Analysis in 1996,1998 
STD care who receive public & private sector 
appropriate advice on Definition: " of clieDlS who facilities 
condoms and partner m advised ID use condoms wi1h 
DOtification DOD-regular or casual partners 

and who m advised to notifY 
partners to seek treatment for 
STDs 

Subtarget 2: Improved HIV ISTD surveillance 
IDdic:arors: 

" reported sero- Unit: " Reporting from Ibe Specimeos will be coIIecIal AmDal Yes HPN 
positive for mv seIIIiDd surveiDuce from seIIIiDd sites (2 in each BasetiD: will be 

Definition: " of !be low risk sySleDl region) and analyzed for HIV available foF 19M 
spcc:imeDs lDIIyzed I1UlUaIIy in seroposilivity • 
die sero-surveillance sySIeID 
reported as IDV positive Specimeus recorded as 

positive will be forwarded to 
Testing will be performed one of Ibe zonaIlaborafDries 
anonymously on women ages for a second, mon:: sensiIive 
15-24 presmtiug for anIe-IIaIaI test fur confinnaIion. 
em. 

" n::ported sero- Definition: " positive results Reporting from Ibe Because of Ibe possibility of AmIual Yes HPN 
positive for sypbilis recorded on spcc:imens scn::eoed sentinel surveillance positive VORL wi1h yaws, a Basetine will be 

for sypbilis. sySIeID 5CCODd. !!DOn:: sensitive test PaiIabIe foF 1994 
will be performed 10 confiIm 

Testing will be performed results. 
anonymously on pregnant 
wo~ ages 15-24 pn::seming 
for ame-nataJ care. Tesling for 
syphilis is performed routinely 
as part of lJl1e-oalll care. 



Table 5. TARGET OF OPPORTUNITY: BASELINE, EXPECTED RESULTS AND ACTUAL RESULTS 

. iiDFoRMANcB UNIT BASELINE .ACTUAL AND ~.u;u RFSJL'IS 
. INDICATOR OF DATA 1995 1996 1997 1998 1999 2000 MEASuRE 

YEAR VALUE EIpd Aa.I EIpI A..a EIpe AaIII &pi Ac.- e,.. Aa.I ¥ Aoc..-

Target of OpportuDity: Increase awareness of and practice of AIDS rkk reduction behavior 

IDdicators: 

~ of rapondenls IqlOning using • " 1995 SOS 
coDlom during die most recent sexual 
iDten:ourse widt a non-reguJar panoer 

" of respondenls who can cite It least two " 1993 61" 7SS 
accepcable ways 10 avoid mv iDfection 

Subtarget 1: IncreasecI diagnosis and effective treatment or STDs 

Indicators: 

" of STD cases managed u established in " 1996 60S 
DaIional guidelines 

" of cIieIIIs seekiDg STD can: who receive " 1996 SUS 
appropriate advice on using coDloms and 
parblCr DOtification 

Subtarget 2: Improved IUV/SfD surveillance 

Indicators: 

% reported sero-positive for HIV % 1994· 

% reported sero-positive for syphilis % 1994 



STATUTORY CHECKLIST: Ghana Population akid AIDS 
(Ghanapa) Program 

Listed ~~ow are statutory criteria applicable to the assistance 
resources themselves, rather than to the eligibility of a country to 
receive assistance. This section is divided into three parts. 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 M1> 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 cooperatives, credit 
unions, and savings and loan associations; (d) discourage 
monopolistic practices; (e) improve technical efficiency of 
industry, agriculture, and commerce; and (1) 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). 

ANNEXK 

YES 

NI A. The project will 
increase the use and 
availability of family 
planning services and 
improve testing and 
treatment of 
mv IAIDS/STD. 

N/A 



3. Congre •• 'onal Notlneatlon 

a. General requirement (FY 1994 
Appropriations Act Sec. 515; 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 
Appropriations Act notification requirement has been waived 
because of substantial risk to human health or welfare)? 

b. Special notification requirement (FY 1994 
Appropriations Act Sec. 520): Are all activities proposed for 
obligation subject to prior congressional notification? 

c. Notice of account transfer (FY 1994 
Appropriations Act Sec. 509): If funds are being obligated 
under an appropriation account to which 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? 

d. Cash traDsfen aDd nODproJect sector 
assistaDce (FY 1994 Appropriations Act Sec. 537(b)(3»: If 
funds are to be made available in the form 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 policy reforms to be promoted? 

4. EDgiDeeriDg and FiDancial PlaDs (FAA Sec. 611(a»: 
Prior to an obligation in excess of $500,000, will there be: (a) 
engineering, fmancial or other plans necessary to carry out the 
assistance; and (b) a reasonably firm estimate of the cost to the 
U.S. of the assistance? 

5. Legislative ActioD (FAA Sec. 611(a)(2»: If 
legislative action is required within recipient country with respect 
to an obligation in excess of $500,000, what is the basis for a 
reasonable expectation that such action will be completed in time 
to permit orderly accomplishment of the purpose of the 
assistance? 
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YES 

NO 

N/A 

YES. The eN expired on 
August 23, 1994. 

YES. The Mission has 
conducted analyses and has 
prepared detailed budgets for 
the use of funds. 

N/A 



6. Water Reloun!el (FAA Sec. 611(b»: If 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 
V.S.C. 1962, m WI.)? (See A.I.D. Handbook 3 for guidelines.) 

7. Calb Tranlfer/NonproJect Sector AlslltRnce 
Requirements (FY 1994 Appropriations Act Sec. 537). If 
assistance is in the form of a cash transfer or nonproject sector 
assistance: 

a. Separate account: Are all such cash 
payments to be maintained by the country in a separate account 
and not commingled with any other funds (unless such 
requirements are waived by Congressional notice for nonproject 
sector assistance)? 

b. Local currencies: 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 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 terms 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? 

(2) 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 of the FAA (depending 
on which chapter is the source of the assistance) or for the 
administrative requirements of the United States Government? 
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N/A 

YES 

N/A 

N/A 



(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 agreed purposes? 

(4) If assistance is terminated to a country, 
will any unencumbered balances of funds remaining in a separate 
account be disposed of for purposes agreed to by the recipient 
government and the United States Government? 

8. Capital As.Istanee (FAA Sec. 611(e»: If project is 
capital assistance ~, construction), and total U.S. assistance 
for it will exceed $1 million, 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 ObJeetlves (FAA Sec. 601(a»: 
Information and conclusions on whether projects 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 cooperatives, credit unions, and savings 
and loan associations; (d) discourage monopolistic practices; (e) 
improve technical efficiency of industry, agriculture and 
commerce; and (f) strengthen free labor unions. 

10. U.S. Private Trade (FAA Sec. 601(b»: 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). 

11. Loeal Curreneies 

a. Recipient Contributions (FAA Sees. 612(b), 
636(h»: Describe steps taken to assure that, to the maximum 
extent possible, the country is contributing local currencies to 
meet the cost of contractual and other services, and foreign 
currencies owned by the U.S. are utilized in lieu of dollars. 
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N/A 

N/A 

N/A 

N/A. The program will 
support the Ministry of 
Health and local NOOs to 
increase their capacity to 
provide family planning and 
AIDS/STD Prevention 
services. 

N/A 

The Government of Ghana 
will contribute $15 million 
in local currency. 



b. U.S.-Owned 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 its release? 

12. Trade Restrictions 

a. Surplus Commodities (FY 1994 
Appropriations Act Sec. 513(a»: If assistance is for the 
production of any 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 1994 
Appropriations Act Sec. 513(c»: 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. 
533(c)(3)(as referenced in section 532(d) of the FY 1993 
Appropriations Act): 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? 
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NO 

N/A 

NO 

NO 



14. PVO A.slstance 

a. Auditing and registration (FY 1994 
Appropriations Act Sec. 568): If 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.O., and is the PVO registered with A.I.O.? 

b. Funding sources (FY 1994 Appropriations 
Act, Title II, under heading "Private and Voluntary 
Organizations"): If assistance is to be made to 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? 

15. Project Agreement Documentation (State 
Authorization Sec. 139 (as interpreted by conference report»: 
Has confirmation of the date of signing of the project agreement, 
including the amount involved, been cabled to State Lrr and 
A.I.O. 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). 

16. 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.O. policy): Does the assistance activity 
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.O. 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? 
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17. Abortions (FAA Sec. l04(f); FY 1994 
Appropriations Act, Title II, under heading "Population, DA," 
and Sec. 518): 

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 information about access to, a broad range of 
family planning methods and services? (As a legal matter, DA 
only.) 

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? (As a legal matter, DA only.) 

f. Are any of the funds to be used to pay for any 
biomedical research which relates, in whole or impart, 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 of the above 
provisions related to abortions and involuntary sterilization? 

Annex K PI.' 0(24 

NO 

NO 

NO 

YES 

NO 

NO 

NO 



18. Cooperatives (FAA Sec. Ill): Will assistance help 
develop cooperatives, especially by technical assistance, to assist 
rural and urban poor to help themselves toward a better life? 

19. U.S.-Owned Foreign Currencies 

a. Use or currencies (FAA Secs. 612(b), 636(h); 
FY 1994 Appropriations Act Secs. 503, 50S): Are steps being 
taken to assure that, to the maximum extent possible, foreign 
currencies owned by the U.S. are utilized in lieu of dollars to 
meet the cost of contractual and other services. 

b. Release or currencies (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? 

20. Procurement 

a. Small business (FAA Sec. 602(a»: 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. 604(a): Will all 
procurement be from the U.S., the recipient country, or 
developing countries except as otherwise determined in 
accordance with the criteria of this section? 

c. Marine insurance (FAA Sec. 604( d»: 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? 
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d. Non-U.S. agricultural procurement (FAA 
Sec. 604(e»: If non-U.S. procurement of agricultural 
commodity or product thereof is to be financed, is there 
provision against such procurement when the domestic price of 
such commodity is less than parity? (Exception where 
commodity financed could not reasonably be procured in U.S.) 

e. Construction or engineering sen'ices (FAA 
Sec. 604(g»: Will construction or engineering services be 
procured from fmos of advanced developing countries which are 
otherwise eligible under Code 941 and which have attained a 
competitive capability in international markets in one of these 
areaa? (Exception for those ~ountries which receive direct 
economic assistance under the FAA and permit United States 
firms to compete for construction or engineering services 
fmanced from assistance programs of these countries.) 

f. Cargo preference shipping (FAA Sec. 603»: 
Is the shipping excluded from compliance with the requirement 
in section 901(b) of the Merchant Marine Act of 1936, as 
amended, that at least SO percent of the gross tonnage of 
commodities (computed separately for dry bulk carriers, dry 
cargo liners, and tankers) fmanced shall be transported on 
privately owned U.S. flag commercial vessels to the extent such 
vessels are available at fair and reasonable rates? 

g. Technical assistance 
(FAA Sec. 621(a»: If technical assistance is fmanced, 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 carrien 
(International 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? 
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i. CoolultinK service. 
(FY 1994 Appropriations Act Sec. 567): If assistance is for 
consulting service through procurement contract pursuant to S 
U.S.C. 3109, are contract expenditures a matter of public record 
and available for public inspection (unless otherwise provided by 
law or Executive order)? 

j. 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? 

k. Competitive SeJection Procedures (FAA Sec. 
601 (e»: Will the assistance utilize competitive selection 
procedures for the awarding of contracts, except where 
applicable procurement rules allow otherwise? 

1. Chemical Weapons (FY 1994 Appropriations 
Act Sec. 569): Will the assistance be used to finance the 
procurement of chemicals that may be used for chemical 
weapons production? 

21. Construction 

a. Capital project (FAA Sec. 601(d»: If capital 
<£&, construction) project, will U.S. engineering and 
professional services be used? 
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b. Construction contract (FAA Sec. 611(c»: If 
contracts for construction are to be financed, will they be let on 
a competitive hasis to maximum extent practicable? 

c. Large projects, Congres.lonal 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 describl~d in the Congressional Presentation), or does 
assistance have the express approval of Congress? 

22. U.S. Audit Rights (FAA Sec. 301(d»: If fund is 
established solely by U.S. contributions and administered by an 
internationBl organization, does Comptroller General have audit 
rights? 

23. Communist Assistance (FAA Sec. 620(h). 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? 

24. Narcotics 

a. Cash reimbunements (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 narcoties tramcken (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 either: (1) been convicted 
of a violation of any law or regulation of the United States or a 
foreign country relating to narcotics (or other controlled 
substances); or (2) been an illicit trafficker in, or otherwise 
involved in the illicit trafficking of, any such controlled 
substance? 
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25. Expropriation and Lind Reform (FAA Sec. 
620(g»: Will assistance preclude use of financing to compensate 
owners for expropriated or nationalized property, except to 
compensate foreian nationals in accordance with a land reform 
proaram certified by the President? 

26. PolI~e and PrJ.on. (FAA Sec. 660): Will assistance 
preclude use of financing to provide training, advice, or any 
financial support for police, prisons, or other law enforcement 
forces, except for narcotics programs? 

27. CIA A~tlvltle. (FAA Sec. 662): Will assistance 
preclude use of financing for CIA activities? 

28. Motor Vehicle. (FAA Sec. 636(i»: Will assistance 
preclude use of fmancing for purchase, sale, long-term lease, 
exchange or guaranty of the sale of motor vehicles manufactured 
outside U.S., unless a waiver is obtained? 

29. Export 01 Nuclear Resource. (FY 1994 
Appropriations Act Sec. 506): Will assistance preclude use of 
fmancing to finance-·except for purposes of nuclear safety--the 
export of nuclear equipment, fuel, or technology? 

30. PubUeity or Propalanda (FY 1994 Appropriations 
Act Sec. 557): Will assistance be used for pUblicity or 
propaganda purposes designed to support or defeat legislation 
pe'nding 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? 

31. Marine IOlunDee (FY 1994 Appropriations Act 
Sec. 531): Will any A.J.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? 
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32. Exchanle lor Prohibited Act (FY 1994 
Appropriations Act Sec. 533): Will any asiatance be provided 
to any foreian aovernment (includina any instrumentality or 
aaency thereoO, foreian person, or United States person in 
exchanae for that foreian aovernment or person undertakina any 
action which is, if carried out by the United States Oovernment, 
a United States official or employee, expressly prohibited by a 
provision of United States law? 

33. Commitment 01 Fund. (FAA Sec. 635(h»: Does a 
contract or agreement entail a cOlnmitment for the expenditure of 
funds during a period in excess of 5 years from the date of the 
contract or agreement? 

34. Impact on U.S. Job. (FY 1994 Appropriations Act, 
Sec. S47): 

a. Will any financial incentive be provided to a 
business located in the U.S. for the purpose of inducing that 
busibess to relocate outside the U.S. in a manner that would 
likely reduce the number of U.S. employees of that business? 

b. Will assistance be provided for the purpose of 
establishing or developing an export processing zone or 
designated area in which the country's tax, tariff, labor, 
environment, and safety laws do not t,lpply? If so, has the 
President determined and certified that such assistance is not 
likely to cause a loss of jobs within the U.S.? , 

c. Will assistance be provided for a project or 
activity that contributes to the violation of internationally 
recognized workers rights, as defmed in section S02(a)(4) of the 
Trade Act of 1974, of workers in the recipient country, or will 
assistance be for the informal sector, micro or small-scale 
enterprise, or smallholder agriculture? 
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s, CRITERIA APPLICABLE TO DEVELOPMENT ASSISTANCE 
ONLY 

1, Agricultural Export. (Bumper. Amendment) (PY 
1994 Appropriations Act Sec. S 13(b), as interpreted by 
conference report for original enactment): If u.istance is for 
agricultural development activities (specifically, any testing or 
breeding feasibility study, variety improvement or introduction, 
consultancy, publication, conference, or training), are such 
activities: (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 research that is intended primarily to benefit U.S. 
producers? 

2. Tied Aid Credits (FY 1994 Appropriations Act, Title 
II, under heading "Economic Support Fund"): Will DA funds be 
used for tied aid credits? 

3. Appropriate Technology (FAA Sec. 107): Is special 
emphasis placed on use of appropriate technology (defmed as 
relatively smaller, cost-saving, labor-using technologies that are 
generally most appropriate for the small farms, small businesses, 
and small incomes of the poor)? 

4. Indigenous Needs and Resources (FAA Sec. 281(b»: 
Describe extent to which the activity recognizes the particular 
needs, desires, and capacities of the people of the country; 
utilizes the country's intellectual resources to encourage 
institutional development; and supports civic education and 
training in skills required for effective participation in 
governmental and political processes essential to 
self-government. 
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developed with the full 
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implementing and • 
coordinating the program •. 
Skills development and 
training are integral aspects 
of the program. 



5. Economic Development (FAA Sec. 101(a»: Does 
the activity give reasonable promise of contributing to the 
development of economic resources, or to the increase of 
productive capacities and self-sustaining economic growth? 

6. Special Development Empba .. s (FAA Secs. 102(b), 
113, 28l(a»: Describe extent to which activity will: (8) 
effectively involve the poor in development by extending access 
to economy at local level, increasing labor-intensive pl'oduction 
and the use of appropriate technology, dispersing investment 
from cities to small towns and rural areas, and insuring wide 
participation of the poor in the benefits of development on a 
sustained basis, using appropriate U.S. institutions; (b) 
encourage democratic private and local governmental institutions; 
(c) support the self-help .,fforts 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 2S 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 for a "relatively b:ast 
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 that the 
ultimate beneficiaries are the poor majority? 

9. Contract Awards (FAA Sec. 601(e»: Will the 
project utilize competitive selection procedures for the awarding 
of contracts, except where applicable procurement rules sliow 
otherwise? 
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10. DI.advantag.d Enterprl ••• (FY 1994 
Appropriations Act Sec. 5S8): What portion of the fUnds will be 
available only for activities of economically and socially 
disadvantaged enterprises, historically black colleges and 
universities, colleges and universities having a student body in 
which more than 40 percent of the students are Hispanic 
Americans, and private and voluntary organizations which are 
controlled by individuals who are black Americans, Hispanic 
Americans. or Native Americans. or who are economically or 
socially disadvantaged (including women)? . 

11. Blolollcal Dlvenlty (FAA Sec. 119(g): Will the 
assistance: (a) support training and education efforts which 
improve the capacity of recipient countries to prevent loss of 
biological diversity; (b) be provided under a long-tenn 
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 areas or introduce 
exotic plants or animals into such areas? 

12. Tropical Forests (FAA Sec. 118; FY 1991 
Appropriations Act Sec. 533(c) as referenced in section 532(d) of 
the FY 1993 Appropriations Act): 

a. A.I.D. Regulation 16: Does the assistance 
comply with the environmental procedures set forth in A.I.D. 
Regulation 16? 

b. Conservation: Does the assistance place a 
high priority on conservation and sustainable management of 
tropical forests? Specifically, does the assistance, to the fullest 
extent feasible: (1) stress the importance of conserving and 
sustainably managing forest resources; (2) support activities 
which offer employment and income alternatives to those who 
otherwise would cause destruction and loss of forests, and help 
countries identify and implement alternatives to colonizing 
forested areas; (3) support training programs, educational 
efforts, and the establishment or strengthening of institutions to 
improve forest management; (4) help end destructive 
slash-and-burn agriculture by supporting stable and productive 
farming practices; (5) help conserve forests which have not yet 
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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; (8) support research to expand 
knowledge of 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 on a worldwide basis, by 
making the establishment of protected areas a condition of 
support for activities involving forest clearance or degradation, 
and by helping to 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-term value of tropical forests; (11) utilize the resources and 
abilities of all relevant U.S. government agencies; (12) 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. Forllt degradation: Will assistance be used 
for: (1) the procurement or use of losging equipment, unless an 
environmental assessment indicates that all timber harvesting 
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; (4) the construction, upgrading, or 
maintenance of roads (including temporary haul roads for 
logging or other extractive industries) which pass through 
relatively undergraded forest lands; (S) the colonization of forest 
lands; or (6) the construction of dams or other water control 
structures which flood relatively unddJ'graded 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 an environmentally sound manner which supports 
sustainable development? 

d. Sustainable forestry: If assistance relates to 
tropical forests, will project assist countries in developing a 
systematic analysis of the appropriate use of their total tropical 
forest resources, with the goal of developing a national program 
for sustainable forestry? 

e. Environmental impact statements: Will 
funds be made available in accordance with provisions of FAA 
Section 117(c) and applicable A.J.D. regulations requiring an 
environmental impact statement for activities significantly 
affecting the environment? 

13. Energy (FY 1991 Appropriations Act Sec. 533(c) as 
referenced in section S32(d) of the FY 1993 Appropriations Act): 
If assistance relates to energy, will such assistance focus on: (a) 
end-use energy efficiency, least-cost energy planning, and 
renewable energy resources, and (b) the key countries where 
assistance would have the greatest impact on reducing emissions 
from greenhouse gases? 
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14. Debt-lor-Nature Exchange (FAA Sec. 463): If 
project will finance a debt-for- nature exchange, describe how 
the exchange will support protection of: (a) the world's oceans 
and atmosphere, (b) 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 commitment to 
conservation, (h) land and ecosystem management, and (i) 
regenerative approaches in farming, forestry, fishing, and 
watershed management. 

1 S. Deoblilation/Reoblilation 
(FY 1994 Appropriations Act Sec. 510): If deob/reob authority 
is sought to be exercised in the provision of DA assistance, are 
the funds being obligated for the same general purpose, and for 
countries within the same region as originally obligated, and 
have the House and Senate Appropriations Committees been 
properly notified? 

16. Loans 

a. Repayment eapaeity (FAA Sec. 122(b»: 
Information and conclusion on capacity of the country to repay 
the loan at a reasonable rate of interest. 

b. Long-range plans (FAA Sec. 122(b»: Does 
the activity give reasonable promise of assisting long-range plans 
and programs designed to develop economic resources and 
increase productive capacities? 

c. Interest rate (FAA Sec. 122(b»: 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 the~eafter? 
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d. Export. to United State. (FAA Sec. 620(d»: 
If assistance is for any productive enterprise which will compete 
with U.S. enterprises, is there an aareement by the recipient 
country to prevent export to the U.S. of more than 20 percent of 
the enterprise's annual production durina the life of the loan, or 
has the requirement to enter into such an agreement been waived 
by the President because of a national security interest? 

17. Development Objectives (FAA Secs. 102(a), 111, 
113, 281(a»: Extent to which activity will: (1) effectively 
involve the poor in development, by expanding access to 
economy at local level, increasing labor- intensive production 
and the use of appropriate technology, spreading investment out 
from cities to small towns and rural areas, and insuring wide 
participation of the poor in the benefits of development on a 
sustained basis, using the appropriate U.S. institutions; (2) help 
develop cooperatives, especially by technical assistance, to assist 
rural and urban poor to help themselves toward better life, and 
otherwise encourage democratic private and local governmental 
institutions; (3) support the self-help efforts of developing 
countries; (4) promote the participation of women in the national 
economies of developing countries and the improvement of 
women's status; and (5) utilize and encourage regional 
cooperation by developing countries? 

18. Agriculture, Rural Development and Nutrition, 
and Agricultural Research (FAA Secs. 103 and 103A): 

a. Rural poor and small farmen: If assistance 
is being made available for agriculture, rural development or 
nutrition, describe extent to which activity is specifically 
designed to increase productivity and income of rural poor; or if 
assistance is being made available for agricultural research, has 
account been taken of the needs of small farmers, and extensive 
use of field testing to adapt basic resem:ch to local conditions 
shall be made. 

b. Nutrition: Describe extent to which assistance 
is used in coordination with efforts carried out under FAA 
Section 104 (Population and Health) to help improve nutrition of 
the people of developing countries through encouragement of 
increased production of crops with greater nutritional value; 
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provision of family planning 
service throughout Ghana. 
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improvement of planning, research, and education with respect to 
nutrition, particularly with reference to improvement and 
expanded use of indigenously produced foodstuffs; and 
the undertaking of pilot or demonstration programs explicitly 
addressing the problem of malnutrition of poor and vulnerable 
people. 

c. Food security: Describe extent to which 
activity increases national food security by improving food 
policies and management and by strengthening national food 
reserves, with particular concern for the needs of the poor, 
through measures encouraging domestic production, building 
national fooci reserves, expanding available storage facilitie$! 
reducing post harvest food losses, and improving food 
distribution. 

19. Population and Health (FAA Secs. 104(0) m.,;.j (.~,)}: 

If assistance is being made available for population or tl;~·tlhh 
activities, describe extent to which activity emphasizcs l,,\'\I"'::';lJt~ 

integrated delivery systems for health, nutrition and family 
planning for the poorest people, with particular attention te· dH,: 

needs of mothers and young children, using paramedical r~.;:;.ii 

auxiliary medical personnel, clinics and health posts, cOh'ttjt~~ia~ 
distribution systems, and other modes of community ou~,;eUl;;h. 

20. Education and Human Resources Development 
(FAA Sec. lOS): 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. 
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increase women's access to 
family planning and 
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reaches all social economic 
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providers in contraceptive 
methods, contraceptive 
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formal and non-formal 
mechanism 



21. Energy, Private Voluntary Organizatlonl, and 
Selected Development Activities (FAA Sec. 106): .tf assistance 
is beina made available for energy, private voluntary 
oraanizationo, 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; 

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, especially small, 
labor-intensive enterprises, marketing systems for small 
producers, and financial or other institutions to help urban poor 
participate in economic and social development. 

Anne" K PI.22 or 24 

N/A 

The program will provide 
grants to three (3) local 
PVOs to increase their 
capacity to provide family 
planning and AIDS/STD 
prevention services. 
Technical assistance will be 
provided through grants to 
AVSC. 

N/A 

N/A 

N/A 

N/A 

• 



• 

22. Capital Project. (Jobs Through Export Act of 1992, 
Secs. 303 and 306(d»: If assistance is being provided for a 
capital project, is the project developmentally sound and will the 
project measurably alleviate the worst manifestations of poverty 
or directly promote environmental safety and sustainability at the 
community level? 

C. CRITERIA APPLICABLE TO ECONOMIC SUPPORT FUNDS 
ONLY 

1. Economic and Polltlcal Stability (FAA Sec. S31 (a»: 
Will this assistance promote economic and political stability? To 
the maximum extent feasibl~, is this assistance consistent with 
the policy directions, purposes, and programs of Part I of the 
FAA? 

2. MiDtal")' Purposes (FAA Sec. 531(e»: Will this 
assistance be used 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? (For FY 1994, this 
provision is superseded by the separate account requirements of 
FY 1994 Appropriations Act Sec. 537(a), see Sec. 537(a)(5).) 

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 SO percent of such local 
currencies be available to support activities consistent with the 
objectives of FAA sections 103 through 106? (For FY 1994, 
this provision is superseded by the separate account requirements 
of FY 1994 Appropriations Act Sec. 537(a), see Sec. 537(a)(5).) 

Ann." K P •. 23 or 24 

N/A 

N/A 

N/A 

N/A 

N/A 



S. Capital Project. (Jobs Through Exports Act of 1992, 
Sec. 306, FY 1993 Appropriations Act, Sec. S9S): If assistance is 
being provided for a capital project, will the project be 
developmentally-sound and sustainable, i.e., one that is (a) 
environmentally sustainable, (b) within the financial capacity of 
the government or recipient to maintain from its own resources, 
and (c) responsive to a significant development priority initiated 
by the country to which assistance is being provided. (Please 
note the definition of "capital project" contained in section S9S 
of the FY 1993 Appropriations Act. Note, as well, that although 
a comparable provision does not appear in the FY 94 
Appropriations Act, the FY 93 provision applies to, among other 
things, 2-year ESF funds which could be obligated in FY 94.) 

Ann,,, K PI.24 or 24 

N/A 

• 
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AI D ADM 

E. O. 1235~ I -HIA 
TAGS: 
SU]J!CT: ZCP~ GUIDANC£ CABLE - GHANAPA PID/PAIP (641-
~131/S41-~132) AND AD ~OC DILEGATION or AUTHORITY 

1. TE1 ~C?E. CHAIRED BY A/D!! J. WOLlIN, M~T ON MARCS 2, 
.19;4. THI PID (541-0131) ~AS AP~ROVED AT A LIfE-OJ-

. ~ PROJ :;;CT, AMOUNT or nOLS 32.0 MILLION litTE ESTtMAT!D · 
O!LIGATIONS or DOLS ~.S MILLION AND 5.0 MILLION rOR rISCAL 
TZARS 94 AND 35 RISF!CTIV!LT. THE PAIP (641-0132) WAS 
APPROV:D AT A LIrE-O~-PBOJEOT A~OUNT or DOLS 13.~ MILLION 
VIT~ ZSTI~AT!D O!LI~ATIONS OF DOts 1.0 MILLION AND Dots 
4.S MILLION rOR iISCAL y~A~S a4 4N~ 95 RESPECrIV~LY. 
OEFIers R!PRESiNTED AT THr tCPR INCLUD,D AF~/CC~A, ArR/DP, 
~/!'D/FOP/~CD, GC/Ar~, STAT! AF/W AND ~SAI~ 1EANA. T~E 
MISS ION IS TO '9E COMMENDllD FOR ITS ~XCELLtNT SlT!~ISSION. 

THZ FOLLO~ING GUIDANCi IS ~ROVIDED FOR ~ISSION ACTION 
DURING TR~ PP/PAAD O~SIGN P~~SE • 

• L 
2. PEO:ZCT FOCOS - T=E CONctRN WAS RAISED AS ro rH! 
MISSION'S ~SCISION NOT TO INCLUDt CHILD suaVIVAL 
ACTIYITI!S IN THI PROGRAM. ~qILE BOTH THE ~ISSION'S CFSF 
AND TEE ~EANAPA PROGRAM DO NOT FOCOS O~ C£ItD ~~RVIVAL AND 
SAF! MOT~!REO~D ~CTIVI~IES. MISSION RE~RES1NT~TIVIS NOTED 
T:;r.;X r:::1S IS NOT M~AtlT ro IMPLY THAT 'l'fIESi: 'R.US A.P.E NOT 
IMPO ~:' ANT. ·YSA I:D/GiiANA IS CT1RREN"'LT :: .9NTJUC'l' ING SAr~ 

. .~ .... 
t10:EZ:'EOOD !~D '.2R!AST1'!::EDHIG Ac.T'rVITI!S T::!ROt1?'! TFE JF.ANA 
~:l!Sr!n!D ~~DWIVIS 'SSOCtj~Ib~. ALrROU~H Tat P~I~!!Y 
FOCUS or TP.!: GHANAPA P!lOr,'RAM I~ "'AMTty PLANNIN~ A~J~ 

cli/AIDS CONTROL. O~~E? 1EPRODUCTIVE ~EALTH ACTIVITIES 
SUC~ AS E!EAST!!EDIN~ ~ILL CONTINU~ !O BE SUPPOR~!D. 
USAI~/G3ANA ~ILL I~CL"~E GEHEiAL LANGn~GE IN T~! PP TO 
NOT.;. '!'tfAT TEl!:! A!P' P~OVI:JIW; ASSI ';TANCE IN T~7S~ A~EAS. 
TEZ ~Issr1H ~I;L 'LSO I~~LUDE SO~~ !~~O~~~TIO~ ON ~HAT 

~rll!R DO~ORS ~R! ~OI~~ IN ~HES! A~EAS (IN ADDITION TO 
pQOvr:!N3 ~OR: INrO!~A!!1N O~ OTR!F CONn! \CTIVITI~S). 

A~Dr~loNjLLY, ~~! MISSIO~ ~AS RrQUiS~!D TO tNCIUD£ 
IuscaMATION IN ~!Z ~p JISCUSSING T~E IMPACT 01 INTE~RlTINl 

'!:~! ~AMIL! ?LANNt~'G ~.~ID ~!V/AIDS ACTI'Hl'I!S AIID TO 
IDZ~T!!Y ?OTENTIAL ~!EAS OF OV~RLAP. 

..... 
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UNCtASS I .. r.D SlrA... 177:5e7/11 

~. OT3tR DONOR SU'PO~T TO ?AMItT PLANNING ~N~ ~lV/6IDS -
Tit JAPAN!!! aCVtRNM!NT WILt It ZXPANDINO TI!IR PROGRAM IN 
RIV/AIDS AND POpatATtON AND HAS ID~~TlrIED 3HANA AS A 
PRIORITY :OUNTRT. IN ~KIS REGARD, USAID/GSANA IS 
tNCO'!AGIt TO DISCUSS ~IT~ ~H~ JAPAN!SE T~! ~ODALI~IIS FOR 
ENSURING !!AT JOTU P~OGRA~S AR! COMPLZM~NTART. 

... ';N.DO~M!lNT 'TUND - ":!:: MISSION IS CONSIDtlUNG \1JlXTHllR OR 
NOT raE ZNDO:/MENT FUND S?Ot1LD II IN "S DottA.RS 1)1 LOCA.L 
CUR!!NCY OR A COMBINATION. USAID/W lNCOURAG~D T!E MISSION 
TO CO~TINUE ~HE DESI3N P~OCISS or Til ENDOWMENT rUND 
P!NDING T!E !!LEASE or aSAID/W ~aTDANCI. YIILX TIE 
ESTAJLISH~E"T or THE rUN~ SHOULD BE IHCLUDEO IN TIE 
PROJICT'S AUT!ORIZATION, TgE E~.DOVMZNT MAT lAVE TO II 
APPROVED IN USAID/W Il T!E rORT~COMING aSAID/W GUIDANCE so 
!JQUla!s. aSAID/Y R!Q~ISTS THAT TREY BE ~!PT AJREAST or 
ACTIVITI!S DUlING TBl DESIGN PROCESS or T!! ENDOWMENT. 

e •. CONDITIONALITY - IT WAS AGR!ED THAT TRANCHE ONE 
CCNnlTIONALITY rOl T!! "!STAJLISHMENT or A SYSTEM rOR AN 
IMP~OVtD !=UlILIC SlCTOR COtlT1ACEPTtVl: PRICING STRtrCTUU" 
WILL ~E REWRITTEN SO AS TO CLEA~Lr SPECIFY TSAT rHE GOG 
WILL INC!!!S! CONTRACEPTIVE PRICES PRIOR !O ANY 

WAS FURTHER 
AGRZ!D TnAT THE MA~NIT~E or T!E INCREASE AND TBE SCHEDULE 
FOR FOTORE PRlel ADJUSTM!.NTS WItL !B DETERMINED FROM AN 
ANALYSIS or CONTRACEPTIV~ P!ICING STRUCTURES A~D MARIET 
FOR CIS. 

S. ALSO IN TRANCHZ ON! CONDITIONALIT!, T!l T!IR~ POLICY 
lOR "IMPROVED CON~'RACE!'TIVE COMMODIT! rORleASTING AND 
STOCXIN~ PROCEDUR!S," THE DIS!URSEMENT OF ?t1NDS WILL !E 
PROVIDED ArTER T!! Nri rO~SCASTING rO~MUtA HAS BEIM 
DEY iLOP!D "AND ACCEPTED" !Y THE ~OVERNMENT AND sr ArT 

TRAINED ON RtVISED PROCEDURES. 

7. I~STIT~~IONAL ANAL!SIS - TBi INSTITUtIONAL AN'LTSIS 
SECTION OT THE PAAD ~!LL ~AV~ TO ADDRESS !!~ CAPACITY or 
TSZ JOG TO I~PL~MINT Tg~ ?!Ol~AM'S REQUIR!D 
CONDITIONALITIES • 

. ~ a. G OV!RNM!NT or GH.\N A IN Cll:EASE IN MOE EXP!NDI Tn!S -
ALTHOUGH T!! PID/PAI!' F!OPC~ES ~O ~NCOURA1~ TK! ~O~ TO 

'JNC LAS S IF I~!) STAT! a77357/01 

• 

• 
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S't'A'.L.t.: ~'7'73B'7/12 

tNC11ASt ~H! MOH 1~?r~DIt~~1~ IN 7A~rtT Ft\UNI~~ r!C~ 2e 
'!!C~HT TO " 'Z!C~NT, T!t MtSSI?N IS !HCOry"OtD T' 
~ONITOP. TI~ ZrrrCTS o~ T~ISi !aD~rT tRANSr!!S ON ~T~!R 
SECTORS or '1'11 ~OV!RN~ENT f ESPECIA.ttf TIOs! szeTORS WUJlRI 
USA1D lAS IZr.H ACTIVity rNvOtvED. 

i. A: soc DltEoArIO~ or AaTIORITY - PUPS~AUT TO 
OEtlOATfON or AUT!OarTT !~1. A-D~A/~rR !ERI!Y ~!t%OATtS 
AUTAORITT TO TIE MISSION DIRICTOR. ~SAID G~ANA. TO APPROVi 
TEl ~UANAPA PP/PAAD (e'1-0131/e'1-~132) JOR ~ COMBINED 
TOTAthor us DOLS ,~.a MILtION. TRIS ~D ROC DELEGATION or 
AlI.IIO,HlTT SHALt II EXElcrSZll IN ACCORDANCI VtTH TEl 
!ICULATIONS. PROCIDU'ES AND P~LlctJS PROMULGATED WITHIN 
VSAID IN tri~CT AT !SE TIME TIIS AUT80RITY IS EXERCISID. 
CKllI STOP!!R 
IT 
1'7'35 '7 

HNNH 
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I 2SAUGf994 .. , ... , 

SUBJECT: SUBMISSION AND EXPIRATION OF CONGRESSIONAL 
NOTIFICATION 

1. CONGRESSIONAL NOTIFICATIONS FOR GHANA POPULATION AND 
AIDS PROGRAM (PA) 641-0131 FOR DOLS 2,660,000; AND 
GHANA POPULATION AND AI OS PROGRAM (NPA) 641-0132 FOR DOS 
5,000,000 WENT TO THE HILL ON AUGUST 8 t 1994 AND EXPIRED 

, ON AUGUST 23, 1994 WITHOUT OBJECTION. 

2. OBLIGATIONS MAY NOW BE INCURRED. 
TALBOTT 
9T 
#9290 
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OIllANA'" .UDOIT CllWfTOft,W 
ANNEX 0 

ITlfA.I't'W VlAA1 VW2 VW. 
,--... 

VIA". VIM. VWI 
!lV1 ... flY1Ha !'Y'IOI !'Y1 .. 1 !'Y11O. !'Vi. TOTAL 

I, IlLATIMI. GMHT AO .... MlNT 

A, AlDIIITD COMI'ONINT 
It.. &.AI "waNT.' IUI'PLI. 11,000 71,000 71,000 74,000 74,000 74,000 .... ',000 
I. LOCAl. TA 20,000 10,000 20,000 10,000 ao,ooo 20,000 '.0,000 
C, TfIIAININQ 11,000 '2.,000 '.,000 12',000 •• ,000 '.,000 "0,000 
D, Ol'IMTlDN ..... WCH 20,000 20,000 3.,000 78,000 -------• 8ubototll AID. '11,000 24',000 17',000 240,000 234,000 110,000 1,24',000 ., MONITORING AND IVALUATION 
It.. OHI 100,000 100,000 
I, IUIIIWV8 AND .TUDIII 2',000 2a.oOO 30,000 140,000 '0,000 '.0,000 170,000 
C, IVALUATION8 "',000 ".,000 330,000 ----------lub IfIIII AnIIytIo • OR 81Ud1H 2',000 21,000 118,000 140,000 '0,000 30.,000 ',200,000 

C, 'ROJIOT 'U'PORT 
A, PIR80NNIL 

1,TMC' 103,000 230,000 122,000 128,000 100,000 773,000 
2, Program MMIgtr 110,000 117,000 122,000 128,000 100,000 737,000 

I. ADMINISTRATIVE 20,000 20,000 20,000 20,000 20,11.10 111,000 118,000 
It.. COMMODITI18IIQUIP 181,000 140,000 '.0,000 121,000 120,/'00 78,000 771,000 
8, PARTICIPANT TRAINING 140,000 220,000 110,000 100,000 140,oe .. 130,000 ',000,000 ----- - --- ---- ~I'--Subtotal 108,000 727,000 .... ,000 181,000 eeo,GO'." 224,000 3,"04,000 

D, AUDITS 30,000 30,000 30,000 30,000 30,000 110,000 ---------TOTAL BILATERAL 781,000 1,030,000 1,"87,000 1,010,000 834,000 738,000 1,000,000 

II. NGOGRANfI 

It.. GSMF GRANT 
1, Admlnlltration & ReculTlllt 2'0,000 238,000 241,000 221,000 233,000 1,110,000 
2. Promotion "25,000 "25,000 "25,000 "25,000 355,000 2,055,000 
3, Ttllnlng 15,000 10,000 50,000 10,000 50,000 285,000 
.. ,R .... rch 11,000 '5,000 85,000 85,000 85,000 325,000 
5. w.tIIhouIIng/pIck 70,000 70,000 70,000 70,000 70,000 310.000 
I, NOO IUpport 8&,000 85,000 85,000 40,000 "0,000 335,000 

2, ..... ,ncorne 200,000 240,000 2tO,000 310,000 400,000 1,"eo,000 ----- ----- ----- ----- ----Sub total GSMF 0 720,000 181,000 150,000 521,000 "13,000 3,000,000 

S, GRMA GRANT 
1, PERSONNEL 55,000 65,000 55,000 15,000 220,000 
2. MEETINGS 24000 4000 20000 4000 52,000 
3, TRAINING 38,000 113,000 111,000 71,000 12,000 135,000 
•. ADMIN.! EQUIPMENT 8,000 30,000 30,000 30,000 3O,1XIQ 121,000 
5. SUPPORT/OTHER 2,000 15,000 11,000 15,000 11,000 14,000 ------ -_._--

Subototal GRMA 0 48,000 307,000 211,000 111,000 157,000 1,000,000 

C, PPAGGRANT 
" MALE INVOLVEMENT 120,000 85,000 58,000 70,000 87000 "00,000 
2.CBD 241,000 75,000 73,000 13,000 11000 520,000 
3. ADOLESCENTS 183,000 82,000 10,000 100,000 105000 510,000 ----- ----- ----- --- ---- ----

Sub total PPAG 0 554,000 232,000 221,000 233,000 210,000 1,500,000 

·0. AVSC COOPEAATIVE AGREEMENT 
" SUBPROJECTS 371,000 483,000 231,000 "87,000 125,000 11O,0Gcl 1,177,000 
2, SALARY & WAGES 85,000 ",000 11,000 t07,000 118,000 124,000 122,000 
3. CONSULTANTS 11,000 18,000 18,000 22,000 22,000 11,000 112,000 

• ... TRAVEL & TRANS, 28,000 21,000 31,000 31,000 31,000 31,000 181,000 
5. OTHER 25,000 21,000 21,000 21,000 1t,000 30,000 201,000 ------ ------

Sub total AVSC 525,000 857,000 408,000 118,000 383,000 381,000 3,000,000 

E. ENDOWMENTS GRANT 3,000,000 2,500,000 (J 0 0 5,500,000 

TOTAL NGO GRANTS (125,000 4,110,000 4,138,000 1,141,000 1,318,000 1,111,000 ''',000,000 

III. NPA 2,000,000 3,000,000 3,000,000 3,000,000 3,000,000 0 ''',000,000 

IV. ova TRANSFER o 2,000,000 2,000,000 3,000,000 3,000,000 ,1,000,000 11,000,000 

GRAND TOTAL 3,311,000 11,010,000 10,135,000 8,858,000 8,252,000 2,121,000 45,000,000 

~7J) 


