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        Abstract



        
          Background:


          In 2014, the Joint United Nations Programme on HIV/AIDS (UNAIDS) introduced the 90-90-90 goals to eliminate the AIDS epidemic. Namibia was the first African country to meet these goals.

        


        
          Objective:


          To construct a comparative historical narrative of international and government responses to the HIV/AIDS epidemic in the two countries, to identify enabling and non-enabling factors key to mitigate the HIV/AIDS pandemic.

        


        
          Methods:


          We conducted a desk review of public documents, peer-reviewed articles, and media reports to evaluate actions taken by Namibia and Ghana’s governments, donors, and the public and compared disease prevalence and expenditure from all sources.

        


        
          Results:


          Namibia’s progress is due to several factors: the initial shocking escalation of infection rates, seen by donors as a priority; the generalizability of the epidemic generated, which resulted in overwhelming public support for HIV/AIDS programs; and a strong health system with substantial donor investment, allowing for aggressive and early ramp up of ART. Modest donor support relative to the magnitude of the epidemic, a weak health care system, and widespread household cost-sharing are among the factors that diminished support for universal access to HIV treatment in Ghana.

        


        
          Conclusion:


          Four factors played a key role in Namibia’s success: the nature of the HIV/AIDS epidemic, the government and international community's response to the epidemic, health system characteristics, and financing of HIV/AIDS services. Strengthening the health systems to support HIV/AIDS testing and care services, ensuring sustainable ART funding, empowering women, and investing in an efficient surveillance system to generate local data on HIV prevalence would assist in developing targeted programs and allocate resources to where they are needed most.
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      1. INTRODUCTION


      The international community set several goals to coordinate the international response to the HIV/AIDS epidemic. These goals include the 3 by 5 initiatives launched by the Joint United Nations Programme on HIV/AIDS (UNAIDS) and World Health Organization (WHO) in 2003 to treat three million people living with human immunodeficiency virus (PLHIV) in low- and middle-income countries by 2005 [1]; the 15 by 15 initiative of 2012 to treat 15 million PLHIV by 2015 [2], Getting to Zero initiative in 2012, which aspired for zero new HIV infections, zero AIDS-related deaths, and zero discrimination against PLHIV by 2015 [3]; and in 2014, the 90-90-90 goals, which aim to eliminate the AIDS epidemic by 2030 by having 90% of all PLHIV know their status, 90% of those with diagnosed HIV receiving sustained antiretroviral therapy (ART) (81% of PLHIV), and 90% of those on ART virally suppressed (73% of PLHIV) by 2020, with the goal of increasing these targets to 95% by 2030 [4]. These initiatives guide donors' responses to the HIV/AIDS epidemic. However, in recent years, donor funding to the HIV/AIDS epidemic has flattened or decreased, emphasizing the importance of using these scarce resources efficiently. Understanding what factors enable some countries to achieve goals set by the international community is essential to guide governments and donors' response to the HIV/AIDS epidemic and improve the use of HIV/AIDS international and domestic funding. Lessons from high-performance countries can inform and identify areas and programs where donors' support would be essential to improving testing, care, and treatment programs and eliminating new HIV infections.


      In 2018, Namibia exceeded the UNAIDS 90-90-90 goal set for 2020, with 95% of PLHIV knew their status, 89% of PLHIV who knew their status were in ART, and 92% of those in ART had a suppressed viral upload. In comparison, only 58% of PLHIV knew their status in Ghana, 78% of PLHIV who knew their status were in ART, and 68% of those in ART had a suppressed viral upload. To understand why Namibia was able to exceed the 90-90-90 goals in 2018 in contrast to Ghana, we compared four indicators: (A) the nature of the epidemic, (B) the government and international community's response to the epidemic, (C) the capacity and actions of each country’s healthcare system, and (D) the level of financial support provided for the HIV/AIDS programs. This paper aims to construct a comparative historical narrative of international and government responses to the HIV/AIDS epidemic in Ghana and Namibia, to identify enabling and non-enabling factors key to mitigate the HIV/AIDS pandemic.

    


    
      

      2. MATERIALS AND METHODS


      We selected two countries in Africa, Ghana in eastern Africa and Namibia in southern Africa, to analyze the factors that led Namibia to be the first African country to achieve the 90-90-90 goal in 2018. We selected those two countries for the similarity in their initial response to the HIV/AIDS epidemic: (A) the first AIDS case for both countries was reported in 1986, (B) both depended on sentinel surveillance systems to monitor the epidemic, and (C) both used a multi-sectoral approach to fight the epidemic. However, Ghana and Namibia are different in other ways of interest: (A) The economic status of those countries are different: Ghana is a middle-income country, while Namibia is an upper-middle-income country, (B) Ghana has a low prevalence of HIV/AIDS, ranking 33rd globally, while Namibia has a high HIV/AIDS prevalence, ranking 5th in the world, (C) Ghana has low HIV/AIDS treatment coverage, while Namibia has high ART coverage, and (D) While Namibia has a strong public health system, Ghana is one of the 49 counties classified by the WHO as being in a critical shortage of health workforce [5, 6].


      We conducted a desk review of public documents, reviewed each country's HIV/AIDS reports, national HIV/AIDS strategies and frameworks, published peer-reviewed articles, reports by funding agencies and media reports, and conducted interviews with four graduate students from Ghana and Namibia studying at the Heller School for Social Policy and Management, Brandeis University who had prior experience in HIV/AIDS programs in their countries, to better understand the actions taken by Namibia and Ghana’s governments, donors, and the public. We analyzed the prevalence and incidence of HIV/AIDS among the general population and the population at high risk of HIV/AIDS and AIDS-associated mortality using data from UNAIDS. We reviewed literature covering the healthcare system in both countries to analyze the health system capacity to deal with the HIV/AIDS epidemic. We reviewed HIV funding from US and non-US sources as reported at the Organization for Economic Co-operation and Development (OECD) Credit Reporting System (CRS) database and PEPFAR Funding Data Sources to understand the source of funding and allocation of HIV/AIDS funding across HIV/AIDS activities. In addition, we captured HIV/AIDS spending by sources and programs using UNAIDS data.

    


    
      

      3. RESULTS


      
        

        3.1. The Nature of the Epidemic


        Fig. (1) illustrates the trend in HIV/AIDS prevalence among adults 15 to 49 years of age in Namibia and Ghana. In early 1990 the prevalence among adults 15-49 in Namibia was 1.8. Due to the increase in trade in the post-apartheid economy, HIV, a new disease to Southern Africa at that time, spread throughout the 1990s, with prevalence rising to 13% by 2000. In 1996, HIV/AIDS became the leading cause of death in Namibia [7], and life expectancy fell from 61 years in 1993 to 50 years in 2003 [8]. However, new HIV infections have halved since 2004, and life expectancy increased by 8 years from 56 in 2005 to 64 in 2016 [9]. The incidence rate started to drop among adults in the late 1990s, and the country saw a decline in the prevalence of HIV/AIDS by mid-2000.


        Namibia has a generalized mature epidemic transmitted mainly through heterosexual activities and Mother To Child Transmission (MTCT) [10]. Key populations are at higher risk of being infected. Between 2016 and 2019, HIV/AIDS prevalence was 13.3% among adults 15-49, 24% among men who have sex with men (MSM), and 20% among Female Sex Workers (FSW). Women bear a disproportionate burden of the HIV epidemic. For adults over the age of 25, 17.8% of women were living with HIV compared to 13.5% of men [9]. The population density was positively correlated with HIV/AIDS cases. The prevalence of HIV was highest in the Khomas region, centered around Namibia’s capital, and six northern regions, as well as urban hot spots in coastal towns and along main roads connecting northern and southern Namibia [9].


        In Ghana, the first reported AIDS case was for a FSW who worked in a neighboring country. During the early years of the epidemic, 80% of all AIDS cases were imported from neighboring countries. The HIV prevalence among adults 15 to 49 years of age increased from 1.3% in 1990 to 2.3% in 1997 but declined in 2002 to 2.2% and has remained fairly flat since then. The incidence rate per 1,000 adults 15 to 49 years of age was highest in early 1990 and has steadily declined since 1994. While new HIV infections (incidence) are decreasing in Namibia, Ghana is one of 35 countries accounting for 90% of new HIV infections globally [11].


        [image: ]
Fig. (1)

        The prevalence of HIV/AIDS among adults 15-49 years of age in Ghana and Namibia, 1990-2019.

        Source: UNAIDS [14]. Prevalence is estimated using HIV models. Please see reference 41 for more details [41]

        The AIDS mortality rate per 1,000 adults 15-49 years of age lagged behind the number of new cases and peaked in 2004 but fell after that. Ghana has a mixed epidemic where HIV transmission occurred in the general population (average 1.7% with regional variation in 2017) as well as key populations such as FSW (6.9% in 2015), MSM (18.1% in 2017), people who inject drugs, and prisoners (2.5%) [12]. In 2014, the prevalence of HIV/AIDS among women 15-49 years of age was twice as high as that of men. According to the 2015 HIV Sentinel Survey, a cross-sectional survey targeting women attending antenatal clinics in selected ANC sites [13], HIV cases were reported in all the 10 regions of Ghana. However, the majority of these cases were clustered in Western, Ashanti, Greater Accra, and Eastern Regions.


        As illustrated in Fig. (1), the Namibia epidemic spread rapidly through 2003, but since then, the prevalence rate has been decreasing. Ghana, on the other hand, a country with about 12 times more people, had an epidemic that was far less rampant but no evidence of declines in prevalence.


        Table 1 compares the key HIV/AIDS indicators between Ghana and Namibia in 2019 as reported by UNAID [14]. By 2019, many indicators of epidemic control looked far better in Namibia in contrast to the huge initial crush of the epidemic there. ART coverage and viral load suppression indicators are much higher in Namibia. Consequently, HIV mortality rates among PLHIV are lower,1% vs 4% for Ghana. In 2019, Namibia's ART coverage exceeded Ghana's not only for the general population but also for HIV-positive pregnant women. As a result, the MTCT was 19% in Ghana compared to only 4% in Namibia. In addition, awareness of HIV status, in general, is higher in Namibia compared to Ghana (95% vs 58%).


        
          Table 1 Ghana and Namibia HIV/AIDS key indicators in 2019.


          
            
              
                	Key HIV/AIDS Indicator

                	Ghana

                	Namibia
              

            

            
              
                	Population in 2019

                	30,417,856

                	2,556,403
              


              
                	New HIV infections in 2019

                	20,000

                	6,900
              


              
                	New HIV infection- Children (0-14)

                	3,000

                	410
              


              
                	New HIV infection-Adolescents (10-19)

                	2,100

                	730
              


              
                	New HIV infection-Young people (15-24)

                	5,600

                	2,000
              


              
                	New HIV infection-Adults (15+)

                	17,000

                	6,400
              


              
                	New HIV infection-Adults (15-49)

                	16,000

                	5,900
              


              
                	New HIV infection-Adults (50+)

                	1,300

                	550
              


              
                	HIV incidence: prevalence ratio in 2019

                	5.86

                	3.10
              


              
                	HIV prevalence in 2019 for young people (15-24)

                	0.70

                	3.80
              


              
                	HIV prevalence in 2019 for adults (15-49)

                	1.70

                	11.50
              


              
                	HIV prevalence in 2019 for adults (15+)

                	1.70

                	12.70
              


              
                	Persons living with HIV in 2019

                	340,000

                	210,000
              


              
                	PLHIV-Children (0-14)

                	26,000

                	10,000
              


              
                	PLHIV-Adolescents (10-19)

                	20,000

                	12,000
              


              
                	PLHIV-Young people (15-24)

                	38,000

                	18,000
              


              
                	PLHIV-Adults (15+)

                	320,000

                	200,000
              


              
                	PLHIV-Adults (15-49)

                	260,000

                	150,000
              


              
                	PLHIV-Adults (50+)

                	60,000

                	51,000
              


              
                	People living with HIV who know their status (%)

                	58%

                	95%
              


              
                	Persons in ART, 2019

                	153,901

                	177,174
              


              
                	% of persons in ART

                	45%

                	85%
              


              
                	Number of people living with HIV who have suppressed viral loads

                	105,400

                	163,800
              


              
                	% virally suppressed: People living with HIV who have suppressed viral loads

                	31%

                	78%
              


              
                	AIDS-related mortality in 2019

                	14,000

                	3,000
              


              
                	AIDS-related mortality rate among PLHIV

                	4%

                	1%
              


              
                	Mother-to-child transmission

                	-

                	-
              


              
                	Coverage of pregnant women who receive ART for PMTCT

                	75%

                	100%
              


              
                	Mother-to-child transmission rate

                	19%

                	4%
              


              
                	Early infant diagnosis

                	65%

                	99%
              

            
          


          


        

      


      
        

        3.2. Government's Response


        At the inception of the epidemic, Ghana and Namibia both utilized “media campaigns” to increase awareness of the disease and how to prevent the spread of the virus. The awareness campaigns promoted safe sex messages using print and electronic media that focused on abstinence, mutual faithfulness to one partner, and the use of condoms. The program utilized tools such as social marketing, peer education, and school-based programs in addition to workplace activities to increase awareness of the disease and promote a healthy lifestyle to mitigate the spread of HIV/AIDS. To monitor the HIV/AIDS epidemic, Namibia established the HIV sentinel surveillance system in 1992, and Ghana established a similar system in 1994. The two countries developed short- and mid-term plans as well as national HIV strategies and frameworks to combat the disease using a multi-sectoral approach and initiated several HIV/AIDS programs, including blood safety program, prevention of MTCT (PMTCT) program, and the ART program, as presented in Figs. (2 and 3). While the scope of Ghana’s and Namibia’s programs was similar, the scale was very different. While Ghana suffered from chronic underfunding for its HIV/AIDS program and lack of trained clinicians and essential staff, Namibia’s expansion of these programs was possible due to the capacity of its health system, technical support from donors, and substantial funding for these programs.


        [image: ]
Fig. (2)

        Ghana's response to HIV/AIDS.

        Note: 2002 Ghana received funding from the Global Fund; 2007 Ghana received PEPFAR funding; 2014 UNAIDS sets 90-90-90 goal. NACP denotes National AIDS Control Program. GAC denotes Ghana AIDS Commission.

        [image: ]
Fig. (3)

        Namibia's response to HIV/AIDS.

        Note: 2004 Namibia received PEPFAR funding; 2005 Namibia received funding from the Global Fund; 2014 UNAIDS set the 90-90-90 goal. NACP denotes National AIDS Control Program.
      


      
        

        3.3. Healthcare System Capacity


        Namibia's well developed public health care system focuses on primary health care with horizontal integration of public health and curative care services. There are strong linkages between community health workers, health centers, and district hospitals [15]. HIV services are integrated into the primary health care system, providing comprehensive, integrated, and patient-centered care. Namibia does not have a national public insurance system. Health services for the majority of the population are provided at public health care facilities funded mainly by the government with some resources from donors. Services at government facilities are heavily subsidized by the government with affordable and flat user fees that vary by facility type [16]. The private health insurance in Namibia covers 18% of the population and includes HIV/AIDS care in its benefits package [17].


        In Ghana, health care is provided mainly by the public sector through a five-tiered system consisting of health posts, health centers and clinics, district hospitals, regional hospitals, and tertiary hospitals [17, 18]. Administratively, Ghana has ten regions divided into 275 districts [11]. Districts are divided into sub-districts, which are further sub-divided into Community Health Planning and Services zones. At the regional level, curative services are provided at the regional hospital. At the district level, curative care services are provided by the district hospitals, many of which are mission-based. At the subdistrict level, both preventive and curative services are provided by health centers and through outreach services to communities within the health centers' catchment areas [17]. Ghana’s public health insurance system, The National Health Insurance Scheme (NHIS) [11] improved access to healthcare services for 45% of the population. While NHIS covers HIV/AIDS symptomatic treatment for opportunistic infections, HIV ART medication is explicitly excluded from its benefits [19]. However, ART is heavily subsidized by the National AIDS Program and provided free of charge at public facilities when available [20]. Ghana’s health care system remains dependent on international financial and technical assistance.


        The healthcare system's capacity and personnel and financial resources allocated to the HIV/AIDS response are vastly different in those countries. For example, Ghana’s weak HIV/AIDS commodity security system experienced frequent stock-out of HIV tests, in addition to the chronic shortage of testing kits (to ensure safe blood transfusion), scarcity of HIV counseling and testing facilities, limited coverage of ART services, and lack of HIV/AIDS-primary care integration [21]. In contrast, Namibia built its medical staff capacity for blood screening and efficient HIV testing and diagnosis, integrated and expanded PMTCT services (by 2015, all infants born of HIV+ mothers were screened for HIV within 2 months of birth), built capacity in HIV counseling services, and made HIV counseling and testing facilities available and accessible. While both Ghana and Namibia introduced the ART program in 2003, by 2016, only 145 districts out of 275 had ART sites in Ghana, and the unmet need for ART remained high (approximately 65% of PLHIV) with low pediatric ART coverage (less than 30%). By contrast, with significant support and contribution from donors, Namibia covered ART in all hospitals and some clinics. To implement the ART program's uptake, Namibia, with the technical support of donors, established national guidelines, rollout plans, health information systems, and building capacity to deliver ART services. The rollout of ART in Namibia had a positive impact on health providers' attitudes toward PLHIV [22].

      


      
        

        3.4. Financing of HIV/AIDS Services


        Namibia is one of the core PEPFAR countries that received funding in 2004 and is a recipient of Global Fund grants since 2005. Donors played a significant role in enabling Namibia to rollout several important HIV/AIDS programs, most notably, the ART program. In 2017, Namibia spent $447.28 per capita on health care, of which $113 was spent on HIV/AIDS [23]. The total expenditure on HIV/AIDS activities in 2017 was $283 million or $1,347 per prevalence case. Forty-four percent of all HIV/AIDS spending was from public sources, 26% from private sources, and 29% from donors. Out-of-pocket represents a small portion (2%) of HIV/AIDS spending, as presented in Table 2. Between 2015 and 2019, PEPFAR contributed $252 million for HIV/AIDS activities; 29% of that contribution was spent on care and treatment, 16% on prevention, and 8% on testing, as presented in Table 3. As noted in Table 2, in recent years, public spending on HIV/AIDS in Namibia increased.


        
          Table 2 Spending on HIV/AIDS by source.


          
            
              
                	-

                	Ghana

                	Namibia
              

            

            
              
                	Year of HIV/spending reported by UNAIDS

                	2016

                	2017
              


              
                	Total spending on HIV/AIDS from all sources

                	$68,079,469

                	$282,827,940
              


              
                	Per capita spending on HIV/AIDS activities

                	$2.24

                	$113.38
              


              
                	Per prevalence case spending on HIV/AIDS activities

                	$200.23

                	$1,346.80
              


              
                	Source of funding

                	-

                	-
              


              
                	% of total public

                	10%

                	44%
              


              
                	% of total private

                	28%

                	26%
              


              
                	% of households

                	28%

                	2%
              


              
                	% of international

                	63%

                	29%
              


              
                	% of PEPFAR

                	11%

                	22%
              


              
                	Spending by program

                	-

                	-
              


              
                	% treatment, care and support (TCS) all sources

                	73%

                	75%
              


              
                	% of TCS spending funded by PEPFAR

                	0.4%

                	22%
              


              
                	% HIV/AIDS spending on prevention from all sources

                	9%

                	6%
              


              
                	% of prevention spending funded by PEPFAR

                	59%

                	66%
              


              
                	% HIV/AIDS spending on social programs from all sources

                	18%

                	17%
              


              
                	% of social program spending funded by PEPFAR

                	32%

                	2%
              

            
          


          


        


        
          Table 3 Total PEPFAR expenditure on HIV/AIDS in Ghana and Namibia between 2015 and 2019.


          
            
              
                	-

                	Ghana

                	Namibia
              

            

            
              
                	Total PEPFAR expenditures (2015-2019)

                	$44,912,121

                	$251,711,605
              


              
                	PEPFAR spending per capita

                	$1.48

                	$100.91
              


              
                	PEPFAR spending per PLHIV

                	$132

                	$1,199
              


              
                	% on care and treatment

                	19%

                	29%
              


              
                	% on testing

                	6%

                	8%
              


              
                	% on prevention

                	9%

                	16%
              


              
                	% on socioeconomics

                	1%

                	4%
              


              
                	% on above-site Programs

                	31%

                	18%
              


              
                	% on program management

                	33%

                	25%
              

            
          


          


        


        Ghana was the first country to receive a Global Fund grant. In 2007, PEPFAR began its operation in Ghana [24]. In 2016, Ghana spent $67.71 per capita on healthcare, of which $2.24 was spent on HIV/AIDS [25]. In 2016, the total expenditure on HIV/AIDS activities was $68 million or $200.23 per prevalence case. Only 10% of all HIV/AIDS spending was from public sources. Households contribute 28% to all HIV/AIDS spending and donors contribute 63% of total HIV/AIDS spending, as presented in Table 2. Between 2015 and 2019, PEPFAR contributed $45 million to HIV/AIDS activities. Most of PEPFAR's contribution to Ghana was channeled toward technical assistance [12], while 19% was spent on care and treatment, 9% on prevention, and 8% on testing, (Table 3).


        The expenditures per capita and per PLHIV were vastly more in Namibia; per capita was $2.24 in Ghana compared to $113.38 in Namibia, and the expenditure per PLHIV was $145.80 in Ghana compared to $200.23 in Namibia. The donor contributions to the HIV/AIDS epidemic in Namibia are considerable. Yet, Namibia is less dependent on donors and on households for funding the response compared to Ghana, where international donors contribute 63% of all HIV funding (contrasted with 29% in Namibia). Most critically, households in Ghana were funding about the same fraction of HIV spending as were the donors (28%), while in Namibia, households funded only 2% of the total HIV burden.


        While the prevalence of HIV/AIDS in Namibia was much higher than in Ghana, the crude number of HIV/AIDS cases in Ghana was much higher. Moreover, the expenditure per prevalence case in Ghana was 15% of what Namibia spent. The difference in donors’ contributions, including those from PEPFAR, to the HIV/AIDS epidemic between Ghana and Namibia is substantial: PEPFAR contributed $1.48 per capita, or $132 per prevalence case in Ghana compared to $100.91 per capita, or $1,199 per prevalence case in Namibia. Fig. (4) illustrates donors' contributions to HIV/AIDS between 2002 and 2018.

      

    


    
      

      4. DISCUSSION


      
        

        4.1. Ghana’s Situation in Meeting UNAIDS Goals


        Ghana took steps to mitigate the impact of the HIV/AIDS epidemic before the first reported AIDS case in 1986. The government was committed to fighting the disease and adopted interventions to control it, such as HIV/AIDS awareness campaigns in schools and changing laws and regulations to protect the population at higher risk of becoming infected. However, the low HIV/AIDS prevalence in Ghana and the mixed epidemic, with higher prevalence among key populations, did not mobilize the needed support to set HIV/AIDS epidemic as a priority at domestic or donor levels. Donors’ contribution to Ghana's HIV/AIDS response was mainly for technical assistance [12]. Furthermore, the lack of resources, a weak health system, and reluctant donors' financial commitment limited the government's ability to respond effectively to the HIV/AIDS epidemic, with dire consequences for PLHIV.


        In 2016, The Global Fund adopted a system strengthening approach to fighting HIV/AIDS in epidemic countries [27]. This approach was critical for Ghana to meet the country's commitment to the UNAIDS 90-90-90 goals. Ghana's adaptation of these goals resulted in a significant change in policy, HIV/AIDS programming, and budgeting [28]. The National Strategy Plan (NSP) for 2016-2020 aimed to achieve the first and second goals and focused on system strengthening to meet the third goal [28]. However, several factors limited Ghana's ability to meet those goals. Health system obstacles, including stock-outs of test kits, lack of qualified health care workforce, discriminatory practices against key populations [11], and a weak testing strategy for the general population, contributed to the low HIV testing. Modest efforts improved HIV testing rate among adults, where 13% of women and 6% of men tested for HIV and received their results [29]. However, the high HIV testing for women is due to HIV services provided at antenatal clinics, which are attended by 90% of pregnant women [29]. In 2018, the Global Fund found that only 37% of PLHIV started treatment, but 22% would subsequently be lost to treatment due to lack of a tracking system and stock-outs for an average of 54 days for key medications. At the national level, only 33% of PLHIV received a viral test, and the viral load suppression was at 64%, risking high mortality and undetected drug resistance [11]. Investment in healthcare infrastructure and human resources, and an efficient surveillance system are needed to control and eliminate HIV/AIDS in Ghana. These investments require sustainable HIV/AIDS funding from both international and domestic sources [30].


        Financing HIV/AIDS activities is a crucial obstacle facing Ghana. To achieve the second UNAIDS goal, Ghana needed $80 million in 2015 for treatment alone, but less than 24% ($19 million) was budgeted for treatment in that year [31, 32]. To close the finance gap, Ghana mobilized domestic resources for HIV/AIDS treatment by establishing the AIDS Trust Fund in 2015. However, the resources collected through the Fund were not sufficient to meet the funding gap. As a result, Ghana initiated targeted programs that focused on PMTCT and early infant diagnosis as a way to improve diagnosis and coverage of ART and targeted key populations in the three regions with the highest concentration of PLHIV [28]. HIV/AIDS services were not expanded to other parts of the country. Without the geographic penetration of testing, care, and treatment services, increasing ART coverage has been a challenge, especially among hard-to-reach populations [30]. While the UNAIDS goals aim to improve HIV/AIDS outcomes, standardized goals might have an adverse impact when donors use these goals to measure a country's performance [28]. The current HIV strategy in Ghana focuses on shifting the HIV/AIDS control program from a generalized population-based model to a high HIV-burden geographical and key population focus, reducing new infections in key populations and increasing retention in care and adherence to treatment [29]. However, challenges persist due to a lack of data and resources to incorporate target populations in decision making and advocating on their own behalf, and to improving the quality of services provided to the key populations [12].

      


      
        

        4.2. Namibia’s Situation in Meeting USAID Goals


        In Namibia, the high prevalence of HIV/AIDS and the generalization of the epidemic were key to mobilizing domestic and international support to the HIV/AIDS response [33]. The rapid increase in the use of ART since 2004 transformed HIV/AIDS from an invariably fatal illness to one that is successfully managed [34]. Donor funding (mainly through PEPFAR and the Global Fund) [35], was instrumental in the initiation, roll out, and expansion of both the ART and PMTCT programs. The government’s commitment to fight HIV/AIDS translated into support for the ART program [36]. In 2014, The government of Namibia paid for 64% of HIV/AIDS programs and purchased most of the ART medication. Of the $200 million Namibia spent on HIV/AIDS, only $71 million came from PEPFAR and $10 million from the Global Fund.


        [image: ]
Fig. (4)

        Donors’ per capita spending on HIV/AIDS in Ghana and Namibia, 2002-2018.

        Source: Computed from KFF Analysis of HIV funding from non-US donors as reported to the Organization for Economic Co-operation and Development (OECD) Credit Reporting System (CRS) database and KFF Analysis of PEPFAR Funding Data Sources. In 2019, the population in Namibia was estimated at 2,556,403, and 30,417,856 in Ghana [14].

        Namibia's strong health system helped in scaling up the testing, care, and treatment program and identifying new HIV infections. Namibia has a good trace and test program known as Index Partner Testing, which aims to trace and test sexual partners of individuals newly diagnosed with HIV. For the newly diagnosed, Namibia’s trio system connected newly diagnosed individuals with a support group of two friends or family members to keep this person on ART for the first six months. The individual then joined a larger support group of people undergoing ART treatment. Currently, Namibia is offering pre-exposure prophylaxis (PrEP) for the key high-risk populations [36].

      


      
        

        4.3. Lessons Learned


        Several lessons can be learned from the trajectory and outcome of HIV epidemics in Ghana and Namibia. First, gaining support for countries’ HIV/AIDS program is important. The difference in countries’ progress in reaching UNAIDS 90-90-90 goals by 2018 could be owed to the shocking escalation of infection rates in the early days in Namibia (and seen by donors as a priority emergency problem) and the overwhelming public support for saving lives among PLHIV. Second, the magnitude and generalizability of the pandemic in Namibia allowed the government and international donors to justify the substantial investment in HIV/AIDS prevention and treatment programs. In contrast, Ghana’s HIV/AIDS policy focused on key populations, masking the risk of infection among the general population. These policies may have been efficient, but they may have also jeopardized the general support and finance of HIV/AIDS prevention and treatment programs. Though Ghana is a much poorer country than Namibia, the government and international donors provided less financial support and left households in Ghana financially responsible for funding HIV services.


        Third, the initial international funding enabled aggressive and early ramp up of ART in Namibia. When taken as prescribed, ART lowers viral load, which allowed Namibia to successfully use ART treatment as prevention (TasP), curtailing further transmission and improving outcomes for PLHIV [26]. Accessibility to ART not only saved countless lives in Namibia, but it enabled a focus on getting those who were aware of their HIV status both into treatment and sustained in treatment--and facilitated the ability to meet the UNAIDS Goals. In contrast, Ghana’s less thorough ART treatment sites rollout across the country may explain, in part, the differences in uptake of treatment services between Ghana and Namibia.


        Fourth: A strong health care system and easy access to HIV/AIDS prevention and treatment allowed the government of Namibia to reduce new infections, increase retention in care and adherence to treatment. In contrast, access to treatment was expensive and not a priority in Ghana. Ghana’s challenged health system and widespread household cost sharing might have led to weak support for universal access to HIV treatment and drugs.

      

    


    
      CONCLUSION


      The nature of the HIV/AIDS epidemic, health system capacity, funding and donor support were essential for Namibia to achieve impressive progress toward achieving the UNAIDS 90-90-90 goals in 2019 [14]. This accessibility not only saved countless lives, but it enabled a focus on getting those infected persons who were aware of their HIV status into treatment and sustained in treatment--and facilitated the ability to meet the UNAIDS goals. The difference in countries’ progress in reaching UNAIDS 90-90-90 goals by 2018 can be owed to the shocking escalation in infection rates in the early days in Namibia (and seen by donors as a priority emergency problem) and the overwhelming public support for saving lives among PLHIV. Access to treatment was not such a priority in Ghana, and their weak health system and widespread household cost-sharing are among the factors that led to not being able to support universal access to HIV treatment and drugs.


      While global spending on HIV in sub-Saharan Africa peaked in 2013 [37], it has since declined, jeopardizing existing efforts to combat HIV. Renewed commitment to support ART programs is essential to getting the world on track to bring HIV infection under control. Strengthening health systems to support HIV/AIDS testing and care services, ensuring sustainable ART funding, empowering women, and investing in an efficient surveillance system to generate local data on HIV prevalence will assist in developing targeted programs and allocate resources to where they are needed most [38]. Namibia showed that access to ART decreased systematic discrimination against PLHIV. A key lesson we have learned from Namibia is that care and treatment for PLHIV save lives and prevent new infections. However, HIV/AIDS care and treatment provision require investment in health care infrastructure and human resources, addressing the social and cultural obstacles facing vulnerable and key populations, especially young women. The COVID-19 pandemic emphasized the vulnerability of health care systems, especially the delivery of health services to PLHIV. A report by the Global Fund suggested HIV/AIDS services fell by more than 37% in 2020 due to the pandemic [39, 40]. The disruption of critical HIV services, especially testing, diagnosis and treatment services, and its potential impact on a new surge in infections calls for urgent efforts to progressively resume and increase investment in HIV/AIDS programs to regain the lost progress made to control HIV/AIDS in epidemic countries due to the COVID-19 pandemic.

    

  


  
    
      LIST OF ABBREVIATIONS


      
        
          	

          	
        


        
          	ART

          	Antiretroviral Therapy
        


        
          	CRS

          	Credit Reporting System
        


        
          	FSW

          	Female Sex Worker
        


        
          	HIV/AIDS

          	Human Immunodeficiency Virus Infection / Acquired Immune Deficiency Syndrome
        


        
          	MSM

          	Men who have sex with men
        


        
          	MTCT

          	Mother-to-Child Transmission
        


        
          	NHIS

          	The National Health Insurance Scheme
        


        
          	NSP

          	National Strategy Plan
        


        
          	OECD

          	Organization for Economic Co-operation and Development
        


        
          	PEPFAR

          	President’s Emergency Plan for AIDS Relief
        


        
          	PLHIV

          	People Living with HIV
        


        
          	PrEP

          	Pre-exposure Prophylaxis
        


        
          	TasP

          	Treatment as Prevention
        


        
          	TCS

          	Treatment Care, and Support
        


        
          	UNAIDS

          	Joint United Nations Programme on HIV/AIDS
        


        
          	WHO

          	World Health Organization
        

      

    


    
      AUTHORS' CONTRIBUTION


      Yara A. Halasa-Rappel, Gary Gaumer and A.K. Nandakumer worked on the methodology, collected and analyzed the data, and wrote the manuscript, Deepa Khatri worked on data collection and data analysis, Monica Jordan and Clare Hurley worked on writing and editing the manuscript. All authors read and approved the final manuscript.

    


    
      ETHICS APPROVAL AND CONSENT TO PARTI-CIPATE


      Not applicable.

    


    
      HUMAN AND ANIMAL RIGHTS


      Not applicable.

    


    
      CONSENT FOR PUBLICATION


      Not applicable.

    


    
      FUNDING


      This paper was produced with funding from the Centers for Disease Control and Prevention (CDC), Division of Global HIV/AIDS & TB (DGHT) under Cooperative Agreement Number U2GGH001531. Its contents are solely the responsibility of Cardno and Brandeis University and do not necessarily represent the official views of the CDC.

    


    
      CONFLICT OF INTEREST


      The authors declare no conflict of interest, financial or otherwise.

    


    ACKNOWLEDGEMENTS


    The authors thank Bertha Akua Asare, Prince Kwarase, Dorcas Osei, and Ekwu B.B.Ochibgo for their input on the role governments in each country played in deploying projects and launching campaigns to control the HIV epidemic. The authors also thank Jennifer Katz and her team at the Kaiser Family Foundation for providing the donors’ financial contribution to the HIV epidemic in Ghana and Namibia.


    REFERENCES


    
      
        	

        	
      


      
        	[1]

        	World Health Organization. The 3 by 5 Initiative: Treat 3 Million People with HIV/AIDS by 2005., Available from: https://www.who.int/3by5/en/
      


      
        	[2]

        	UNAIDS. "15 by 15": A global target achieved., Available from: https://www.unaids.org/sites/default/files/media_asset/UNAIDS_15by15_en.pdf
      


      
        	[3]

        	UNAIDS. World AIDS Day Report 2012: Results., Available from: https://www.unaids.org/sites/default/files/media_asset/JC2434_WorldAIDSday_results_en_1.pdf
      


      
        	[4]

        	UNAIDS. 90-90-90: Treatment for all., Available from: https://www.unaids.org/en/resources/909090
      


      
        	[5]

        	Asamani J.A., Amertil N.P., Ismaila H., Akugri F.A., Nabyonga-Orem J.. The imperative of evidence-based health workforce planning and implementation: lessons from nurses and midwives unemployment crisis in Ghana., Hum. Resour. Health. 2020; 18(1): 16.

        [CrossRef] [PubMed]
      


      
        	[6]

        	World Health Organization. The world health report... 2006Available from: https://apps.who.int/iris/handle/10665/43432
      


      
        	[7]

        	The Economist. Southern Africa’s unmentionable curse., Footnote 7. Johannesberg: 3 July.. 1997
      


      
        	[8]

        	Macrotrends. Namibia life expectancy 1950-2021., Available from: https://www.macrotrends.net/countries/NAM/namibia/life-expectancy
      


      
        	[9]

        	PEPFAR. Namibia country operational plan.. 2019Available from: https://www.state.gov/wp-content/uploads/2019/09/Namibia_COP19-Strategic-Directional-Summary_public.pdf
      


      
        	[10]

        	Namibia legal environment assessment of HIV and AIDS. Available from: https://hivlawcommission.org/wp-content/uploads/2019/10/UNDP-Reports-LegalEnvironmentAssessments-Namibia.pdf
      


      
        	[11]

        	The Global Fund. Global fund grants in the Republic of Ghana, audit report GF-OIG-19-009., Available from: https://www.theglobalfund.org/media/8402/oig_gf-oig-19-009_report_en.pdf?u=637319003151730000
      


      
        	[12]

        	Ali H., Amoyaw F., Baden D., Durand L., Bronson M., Kim A., Grant-Greene Y., Imtiaz R., Swaminathan M.. Ghana’s HIV epidemic and PEPFAR’s contribution towards epidemic control., Ghana Med. J.. 2019; 53(1): 59-62.

        [CrossRef] [PubMed]
      


      
        	[13]

        	National AIDS/STI control programme. 2015 HIV sentinel survey report., Available from: https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&ved=2ahUKEwiIvZOGx9fxAhWPc98KHZjqA3YQFjABegQIBBAD&url=http%3A%2F%2Fwww.ccmghana.net%2Findex.php%2Fsurveys%3Fdownload%3D113%3Ahiv-sentinel-survey-2015&usg=AOvVaw3-vvsoa2xP2bqxaJLvMW7G
      


      
        	[14]

        	UNAIDS. People living with HIV receiving ART (as of 30 June)., Available from: https://aidsinfo.unaids.org
      


      
        	[15]

        	Primary Health Care Performance Initiative. Namibia: Reducing health inequity through commitment and innovation., Available from: https://improvingphc.org/promising-practices/namibia
      


      
        	[16]

        	USAIDS. African collaboration for health financing solution: Landscape of sustainability and universal health coverage activities in Namibia., Available from: https://acs.r4d.org/wp-content/uploads/2020/04/Where-We-Work_Namibia_Resource-2.pdf
      


      
        	[17]

        	Schellekens O.P., de Beer I., Lindner M.E., van Vugt M., Schellekens P., Rinke de Wit T.F.. Innovation in Namibia: preserving private health insurance and HIV/AIDS treatment., Health Aff. (Millwood). 2009; 28(6): 1799-1806.

        [CrossRef] [PubMed]
      


      
        	[18]

        	Drislane F.W., Akpalu A., Wegdam H.H.J.. The medical system in Ghana., Yale J. Biol. Med.. 2014; 87(3): 321-326.

        [PubMed]
      


      
        	[19]

        	National Health Insurance Scheme (NHIS). Benefits package., Available from: http://www.nhis.gov.gh/benefits.aspx
      


      
        	[20]

        	Blanchet N.J., Fink G., Osei-Akoto I.. The effect of Ghana’s National Health Insurance Scheme on health care utilisation., Ghana Med. J.. 2012; 46(2): 76-84.

        [PubMed]
      


      
        	[21]

        	Addo AS., Abdulai M., Yawson A., Baddoo A.N., Zhao J., Workneh N., Okae I., Wiah E.. Availability of HIV services along the continuum of HIV testing, care and treatment in Ghana., BMC Health Serv. Res.. 2018; 18(1): 739.

        [CrossRef] [PubMed]
      


      
        	[22]

        	Ministry of health and social services Republic of Namibia. United Nations general assembly special session, country report, reporting period April 2006 – March 2007., Available from: https://www.ecoi.net/en/file/local/1056096/1329_1212677663_namibia-2008-country-progress-report-en.pdf
      


      
        	[23]

        	World Bank Group. Current helath expenditures per capita - current USD - Namibia world health organization global health expenditure database., Available from: https://data.worldbank.org/indicator/SH.XPD.CHEX.PC.CD?locations=NA
      


      
        	[24]

        	US embassy in Ghana. PEPFAR., Available from: https://gh.usembassy.gov/our-relationship/pepfar/
      


      
        	[25]

        	World bank group. Current health expenditure per captia - current US$- Ghana. World health organization global health expenditure database., Available from: https://data.worldbank.org/indicator/SH.XPD.CHEX.PC.CD?locations=GH
      


      
        	[26]

        	Centers for Disease Control and Prevention (CDC). HIV treatment as prevention., Available from: https://www.cdc.gov/hiv/risk/art/index.html
      


      
        	[27]

        	The LancetMaintaining the HIV response in a world shaped by COVID-19., Lancet. 2020; 396(10264): 1703.

        [CrossRef] [PubMed]
      


      
        	[28]

        	McRobie E., Matovu F., Nanyiti A., Nonvignon J., Abankwah D.N.Y., Case K.K., Hallett T.B., Hanefeld J., Conteh L.. National responses to global health targets: exploring policy transfer in the context of the UNAIDS ‘90-90-90’ treatment targets in Ghana and Uganda., Health Policy Plan.. 2018; 33(1): 17-33.

        [CrossRef] [PubMed]
      


      
        	[29]

        	Ghana AIDS Commission. National HIV & AIDS Strategic Plan 2016-2020., Available from: http://www.childrenandaids.org/sites/default/files/2017-07/Ghana%20National%20HIV%20and%20AIDS%20Strategic%20Plan%202016.pdf
      


      
        	[30]

        	Dutta A., Paxton A., Kallarakal A.. The costs and impacts of investing in the HIV response in Ghana., Available from: https://www.healthpolicyproject.com/pubs/663_GhanaGoalsFINAL.pdf
      


      
        	[31]

        	Ghana AIDS Commission. National HIV & AIDS Policy: Universal access to HIV prevention, treatment and care services towards ending AIDS as a public health threat., Available from: https://ghanaids.gov.gh/mcadmin/Uploads/nationalHIVandAIDSPolicy.pdf
      


      
        	[32]

        	Lee B., Naik R., Kenu E.. Ghana costing analysis., Available from: http://www.healthpolicyplus.com/ns/pubs/7157-7277_GhanaCostingAnalysis.pdf
      


      
        	[33]

        	Ojo K., Delaney M.. Economic and demographic consequences of AIDS in Namibia: rapid assessment of the costs., Int. J. Health Plann. Manage.. 1997; 12(4): 315-326.

        [CrossRef] [PubMed]
      


      
        	[34]

        	Dwyer-Lindgren L., Cork M.A., Sligar A., Steuben K.M., Wilson K.F., Provost N.R., Mayala B.K., VanderHeide J.D., Collison M.L., Hall J.B., Biehl M.H., Carter A., Frank T., Douwes-Schultz D., Burstein R., Casey D.C., Deshpande A., Earl L., El Bcheraoui C., Farag T.H., Henry N.J., Kinyoki D., Marczak L.B., Nixon M.R., Osgood-Zimmerman A., Pigott D., Reiner R.C. Jr, Ross J.M., Schaeffer L.E., Smith D.L., Davis Weaver N., Wiens K.E., Eaton J.W., Justman J.E., Opio A., Sartorius B., Tanser F., Wabiri N., Piot P., Murray C.J.L., Hay S.I.. Mapping HIV prevalence in sub-Saharan Africa between 2000 and 2017., Nature. 2019; 570(7760): 189-193.

        [CrossRef] [PubMed]
      


      
        	[35]

        	Aulagnier M., Janssens W., De Beer I., van Rooy G., Gaeb E., Hesp C., van der Gaag J., Rinke de Wit T.F.. Incidence of HIV in Windhoek, Namibia: demographic and socio-economic associations., PLoS One. 2011; 6(10)e25860[CrossRef] [PubMed]
      


      
        	[36]

        	Edwards S.. Inside Namibia’s HIV success story... Available from: https://www.devex.com/news/inside-namibia-s-hiv-success-story-93215
      


      
        	[37]

        	Avert funding for HIV and AIDS., Available from: https://www.avert.org/professionals/hiv-around-world/global-response/funding
      


      
        	[38]

        	Poku R.A., Owusu A.Y., Mullen P.D., Markham C., McCurdy S.A.. Antiretroviral therapy maintenance among HIV-positive women in Ghana: the influence of poverty., AIDS Care. 2020; 32(6): 779-784.

        [CrossRef] [PubMed]
      


      
        	[39]

        	Global Fund. The impact of covid-19 on HIV, TB and malaria services and systems for health: a snapshot from 502 health facilities across Africa and Asia, 2020.,
      


      
        	[40]

        	Dorward J., Khubone T., Gate K., Ngobese H., Sookrajh Y., Mkhize S., Jeewa A., Bottomley C., Lewis L., Baisley K., Butler C.C., Gxagxisa N., Garrett N.. The impact of the COVID-19 lockdown on HIV care in 65 South African primary care clinics: an interrupted time series analysis., Lancet HIV. 2021; 8(3): e158-e165.

        [CrossRef] [PubMed]
      


      
        	[41]

        	UNAIDS. UNAIDS HIV data and estimates., Available from: https://www.unaids.org/en/dataanalysis/knowyourresponse/HIVdata_estimates
      

    

  


  

OEBPS/Images/TOAIDJ-15-63_F3.jpg
e s
consdered

DS

Sentinel
Suneilance/ om. sl
w1 o s

Esblshment ADS st cause Program ntiation of Rapidesting National
ofNace/ ofdesth/op. srsening sntvetoat and DA PCR susegic
Sortienn  inle expectan ot theraoy testingforall Framework
pan doetoADS pregnant infnts b for
womenor olive HADS.
iy

mothers/ 201072016 2007202
e





OEBPS/Images/TOAIDJ-15-63_F1.jpg





OEBPS/Images/TOAIDJ-15-63_F2.jpg
Thied
Thid Mediom
Term P

Lo
. ‘National
- e RS
o e ey
et e M DS e W
g, e S e W T

R -
g R R i = Pz
oo g ome dmoomn o o U
b ion NSF 1 2001 P -3 e

s R =





OEBPS/Images/toaidj.jpg
ISSN: 1874-6136

The
Open AIDS

Journal

The Tale of Two Epidemics: HIV/AIDS in
Ghana and Namibia

BENTHAM OPEN





OEBPS/Images/TOAIDJ-15-63_F4.jpg
U SQIV/AH uo

5$1.56$1.51$1.94$1.51 9240 1,34 $2.1261.785221 60,01 $1.35 1.1 $1.96 40,59

1puads eydes sad siouoq

emGhana == Namibia





