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This  is the edition of GMA Focus that will become 
airborne on Ghana International Airlines as an in-flight health 
newsmagazine-informing, educating and entertaining our 
cherished and growing readership. Kudos to both the GMA 
and GIA leadership.

Inadequate numbers, inequitable distribution and poor skills 
mix. This edition brings the dire Human Resources for Health 
crises in Ghana’s health sector into Focus. If the Millenium 
Development Goals are to be achieved, then surely, a more 
aggressive comprehensive human resource strategy ought 
to be carefully designed and rolled out by all stakeholders 
including the Human Resource Directorates of the Ministry 
of Health and the Ghana Health Service followed by a 
demonstrable will of the political leadership to bite the 
bullet. Koku Awoonor-Williams is thorough and robust in his 
analysis.
 
Do Ghanaian doctors have access to free medical care when 
they fall ill as is widely perceived? A reader is filled with 
anguish as he seeks clarification from health bosses.
 
Health professionals are chided and urged to practice what 
they preach with a call on medics to actively participate in 
sporting events like the annual Milo Marathon.
 
This is one more edition delivered in exquisite design that is 
worth your time. 
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Cocoa, the wonder drug!
Exceptional thanks for this encouraging mail on cocoa’s reputation as an elixir of youth.  Sometimes I gasp in exasperation that the message appears not to be being heard about what a simple habit of drinking one cup of natural cocoa without added sugar or milk can do to people’s health.  Perhaps if by God’s will I live to 100 years then Ghanaians will take the message seriously. Just imagine that one can prevents developing Hypertension, Type 2 Diabetes Mellitus, Cancers (particularly prostate, colon, and skin), as well as neurodegenerative diseases; and also protects oneself from having malaria and (possibly other parasitic diseases).  Asthmatics, and sickle cell patients fare incomparably better.  Everyone taking cocoa would have fewer colds and recover faster when they have any. Pregnant women taking cocoa regularly would be less susceptible to malaria and pre-eclampsia, and (guess what) their babies would have better cognitive ability (some study has shown).  Is anyone listening???!!!!  But more than these, one can have better ‘brain power’ and certainly stay younger longer! I doff my ‘cup’ to ‘the God Food” cocoa anytime anyday.

Cheers, Prof. Addai, University of Ghana Medical School

The IPPD is now under the authority of the Ministry of Finance. Housemen and other interns budget are only for the duration of the service period, plus two months grace period, then the salary stops.  Subsequently, the employing agency GHS, CHAG etc reactivates it by sending a note that the officer is engaged. The IPPD then places the name and expenditure under the Agency. This is to avoid the continued payment of staff especially foreigners even when they are out of the country. Last year Ghana lost a substantial amount of money under similar circumstances. 

The inclusion of the names of referred doctors was unfortunate. I believe the initial Financial clearance was made for the whole class so that referred staff’s salary  would not be delayed when they started work. 
 
The officials involved will be cautioned. Also, the MOH is working with the MDC to ensure that henceforth, all housemanship, recruitment after housemanship, and membership placement shall be on line to avoid all these. 
Thank you
Dr Ebenezer Appiah-Denkyira, Director, Human Resource

Newly completed house officers were invited for a meeting at Ridge Hospital to discuss our postings after housemanship. After completion, posting became a problem. The process was slow and those who were not allocated the regions they chose were told their names would be forwarded to Accra for reallocation. 
As i speak it has been two months since the interviews were conducted and 4 months since the housejob ended but some have still not been posted.Others have been posted but don’t have accommodation so they haven’t been able to take up 

gmaFOCUS letters ghana medical association

Cocoa, the wonder drug!

Doctor’s deleted from government pay roll?

Ministry of Health
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the postings. Even when they assume duty it takes sometime for the Human Resource manager at the health facility to inform MOH. If they want to give a 2 month grace period before they delete names from the payroll, then they have to make sure the postings are done well ahead of time (at least 6mths) and letters of assumption of duty be duly forwarded to MOH promptly. They don’t want to do their work. They rather want to use adhoc measures to run the system. If you ask me those who were responsible for the deletion of names from the payroll should rather have their names deleted. Tell me, if my letter of assumption delays (as is most often the case) and they stop my pay, how do i survive till I’m reinstated?They should clean the system and find a better way of doing this. I rest my case. Thank you
Dr Harry Korli Glover
Dental Dept
KBTH

I would like to point out that in Ghana the health system is not one group of medical personnel. It is made of different groups with each having what it considers to be its main purpose of existence. Those in the teaching hospital believe that their main role is to train medical students to become doctors. Beyond this most spend a lot of time trying to provide tertiary service to patients in the hospital. The responsibility to patients outside the teaching hospital is left to the Ghana health service. This is not to say doctors at the tertiary centres do not care about patients outside the teaching hospitals. Some organise outreach services from time to time to help meet the health needs of those outside the teaching hospitals. This however has its own organizational problems. Another group of heath workers are the medical administrators who mostly belong to the public health system and are responsible for the health of patients at the periphery. This creates a system which seems to have 2 separate parts each thinking in its own way. While we think of these responsibilities remember that each doctor is also thinking about his family, children and their  education (difficult in the district), a house to stay in when pensioned etc. Believe you me, most professionals are thinking of these things too.  While I talked about a place to stay in the future, most doctors are thinkng of where to stay even for residency since it appears we do not have enough accommodation for residents in training. The situation is not hopeless since the Ghana college is making compulsory district rotations part of the training program. Remember though that adequate accommodation should be  available to make this work. Education for children in the district is another issue. It seems to me that all concerned including those in the periphery, the teaching hospitals, the GHS, and the residents in training must come together to think through these issues. No  one person has all  the answers but I  believe together we can make a headway. I think I must mention that many frustrations in the system make people become less interested. All the things that frustrate workers must be taken into consideration when thinking through this.
 
Dr Appeadu-Mensah
Consultant Pediatric Surgeon
Korle Bu Teaching Hospital

I am disappointed that some cannot discuss Ghana’s health system without quickly turning it to ‘doctor bashing’. It is my humble opinion that while doctors may not be better than anybody else in Ghana, they are by no means worse than any other professionals. Doctors are reflective, albeit a skewed sample, of the society from which they are drawn. We are a product of our society, training and system in which we work. We are as dyfunctional or functional as the 

Addressing Ghana’s Health System challenges

Dear Friends,
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Sometimes I ask myself whether people are envious of doctors or is it that we are so mean that so much focus should be placed on us? When you go to the University, you gain colleagues in all manner of professions and after school, you see most of them drain out of Ghana’s brain including doctors. But never is the searchlight on professions like engineers, administrators etc etc etc. Every Tom Dick and Harry sees only doctors as those having been trained with the so-called poor tax-payers money and so should give their due to mother Ghana. What happens to the rest and who complains when the roads, buildings, justice, administration etc are poorly done and maim us? Let us stop being ostriches and myopic and address the issues critically and seriously so that we can find solutions to this problem we have in our nation for peace and sanity to prevail.
True is the saying that “INSANITY is doing something the same way all the time and expecting different results”. 
 
This issue of posting to the rural areas has been chanted since time immemorial and the strategies have been the same under disguised schemes; mandatory 2 year house job, mandatory district rotations for postgraduate training in West African College and also for Ghana College, compulsory posting during residency, and now ALMIGHTY NATIONAL SERVICE wants to see if they can also throw in a few blows. 

The many suggestions that may be pragmatic that have been given several years down the lane have however been pushed to the bottom of the pile and no one is ready to look at them. We spend money doing unnecessary Ghanaian anniversary celebrations instead of using it to put up befitting monuments for this nation and then turn around to lament and lambast us for the misery that comes out of our failure to be insightful.

Will it ever be well with Ghana?
I am an optimist but when the above question is brought to the fore I become pessimistic. God help us and bless our homeland Ghana.
 
Enough said lest my ink runs out. Victor

society we come from and the policies that govern our practice. While I am the first to admit that there are bad and even ‘ugly’ doctors, I know that the vast majority of doctors toil day and night to do the best they can with what they have.
It is easy to lay the blame for all the woes in our health care system paradoxically at the feet of the 2000 or so doctors who are holding the fort inspite of their individual and systemic limitations. We can even engage in the self-deprecating habit of emphasizing how poorly selected, ill-trained, arrogant and terrible human beings we are. But that will be overly simplistic and counter productive. The issues we face are multi-faceted. Indeed, many of them have nothing to do with health care at all. Appropriate solutions therefore, need to be broad, including improvement in our own attitudes as doctors. For now, please do me a favor and stop the ‘doctor bashing’ both from within and without. Doctors are not the solution, but are also not the sole problem. We are part of the solution.

Methodius Tuuli, MD, MPH
FellowDivision of Maternal Fetal MedicineDepartment of Obstetrics and GynecologyWashington University School of Medicine in St Louis

Doctors and national service
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I am an advocate for CPD and its use for continuing certification. I have thescars to prove it. However, I am also an advocate for proper management andplanning.

I therefore find the statement by the register of the GMDC rather very poorin planning and not good for the management of our practice in this land ofGhana.

Do we do things ad hoc or with proper planning and due information?What he has stated is like changing the off side rule just before a goal isgoing to be scored in a soccer match. We entered this year 2010 without anyalbatross of CPD on our necks then just 2 months before the final whistlethe referee and judge states a new rule.Mr/Dr Register, when I register for next year 2011, please do officially inform me by hard copy letter what the rules are for the year and what will be for the following year.Let me state that, even if I have attended 100s of CPDs this year, I am not obliged to send you any certificate of them unless you gazette your new rules or even provide us evidence of an LI to indicate so!!!
 
Please, Dr. Register, come again and let’s stop this ad hoc injection of new rules. 
Rev. Prof. Adukwei Hesse
Executive Health Care and Consult Ltd

The Editor, GMA FocusP. O. Box 1596
Accra, Ghana

E-mail:gmanewsmagazine@gmail.com
Please include your name, address, and phone number. letters may be edited for clarity and length

Send your letterS to

gmaFOCUS8
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Practitioners may recall that in 2008 Council introduced Continuing Professional  
Development (CPD) programme - recertification for retention and piloted it in 2008 and 2009 respectively. 
 
The CPD programme was reviewed this year, 2010 and the recommendations are yet to be considered by Council. 
 
In respect to renewal of licences for next year, 2011, practitioners are required to provide evidence of having attended any CPD programme locally or internationally.
Council’s decision on the review will be communicated to practitioners in due course. 
 
Thank you.
Dr. E. K. Atikpui
Registrar

 Continuing Professional Development

Dear Friends,
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I did not have the luxury of 
drawing inspiration from a medical 
doctor parent, medical student 
brother nor a science crazy sister. 
Rather, my motivation to become 
a doctor sprung from a family 
tragedy. The hopelessness of the 
situation was not lost on my 
young mind and before I knew it, 
the decision had been made and 
the words had issued forth from 
my innocent lips to announce to 
my pensive parent a promise to 
become a doctor to save them 
any such preventable death in the 
future. 

This childhood resolve to free my 
people from diseases deepened as 
I grew up to see my people suffer 
from diseases.

I first heard of RGH from Nortei, 
who was one of my medical 
seniors back in Ghana. He loved 
the program and his enthusiasm 
was just so infectious. Following 

my visit to the RGH website 
and residency interview, I like 
the program design, especially 
its emphasis on didactics and 
evidence-based practices.  Program 
attributes like the emphasis on 
team work and camaraderie among 
residents have impacted me 
positively.
 
The one thing about this program 
that has shaped me most is its 
strong evidenced based practices. 
The program trains me to use 
concrete evidence; or at the very 
least, very sound reasoning for 
every decision I make in all aspects 
of patients care.

news

former Focus editor

@Rochester

Now a post 
graduate student

I like the 
program design, 
especially its 
emphasis on 
didactics and 
evidence-
based 
practices
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To attain universal health 
coverage requires an approach 
to financing health services that 
involves some form of pooling of 
revenues from citizens in relation 
to ability to pay and payment for 
services in relation to need from 
this pool. In addition it requires 
equitable geographic access to a 
reasonable quality of service. Most 
developed nations have evolved 
health financing mechanisms on 
this principle either through tax or 
insurance financed health systems 
or a combination. They also 
have high quality and reasonably 
geographically accessible services. 
On the other hand, with a few 
exceptions such as Thailandi many 
low and middle income countries 
(LMIC) are still struggling to 
evolve such systems. Despite the 
availability of evidence indicating 
that they act as a deterrent to 
needed utilization especially by 

the poorest; and may exacerbate 
poverty [ii , iii], out of pocket fees 
at point of service use (known in 
Ghana as “Cash and Carry”) remain 
an important way of financing 
health services in such countries. 

The difficulties that low income 
countries like Ghana face in 
achieving universal health coverage 
include health financing challenges 
such as lack of robust tax bases, 
low institutional capacity to 
effectively collect taxes, and large 
non formal sectors as well as gaps 
in service availability and quality. 

Ghana with an estimated 
population of 20 – 25 million, 
a large non formal sector and 
estimated GNI per capita (Atlas 
method) of US$ 630 is a low 
income country.1 It’s estimated 
per capita health expenditure in 
2009 of approximately US$ 23 

and infrastructure and human 
resource shortages e.g. one doctor 
to 13,500 and one nurse to 1,350 

people means its ambition to 
have national health insurance 
for its citizens is a challenging 
and difficult one. Challenging and 
difficult does not mean impossible, 
but it does mean that Ghana has to 
realize that nothing can be taken 
for granted. There is no money 

coverstory 

Prof Irene Agye-
pong Amarteyfio

The NHIS Design 
and Matters 
Arising

As Cash and 
Carry remain an 
important way 
of financing 
health services 
in such 
countries.
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to spare to pick up the slack and 
atone for problems created by 
suboptimal and inefficient decision 
making. Every policy and program 
choice must be carefully and 
critically examined in the light 
of available evidence on possible 
choices. 

Ghana’s policy objectives in 
setting up a national health 
insurance scheme are clearly 
related to equity and effectiveness 
considerations. The MOH 2002 
and 2004 National Health 
Insurance policy frameworks for 
Ghana make this clear with the 
statement: “Ultimately, the vision 
of government in instituting a 
health insurance scheme in the 
country is to assure equitable and 
universal access for all residents 
of Ghana to an acceptable quality 
package of essential healthcare. 
…….. every resident of Ghana 
shall belong to a health insurance 
scheme that adequately covers him 
or her against the need to pay out 
of pocket at the point of service 
use in order to obtain access to 
a defined package of acceptable 
quality of health service’.” Similarly 
the National Health Insurance 
Act of Parliament Act 650 (date 
of assent 5thSeptember 2003) 
is clearly introduced as “An act 
to secure the provision of basic 
healthcare services to persons 
resident in the country....”. The 
current government of Ghana’s 
declaration that it is a social 
democratic government has the 
same implications. 

The design of the NHIS 
Act 650 specifies that Ghana will 
secure the provision of basic health 
care services to persons resident 
in Ghana “…. through mutual and 
private health insurance schemes” 

and the putting in place of the 
National Health Insurance Council 
as “… a body to register, license 
and regulate health insurance 
schemes and to accredit and 
monitor healthcare providers 
operating under health insurance 
schemes; to establish a National 
Health Insurance Fund that will 
provide subsidy to licensed district 
mutual health insurance schemes; 
to impose a health insurance 
levy and to provide for purposes 
connected with these.” 

The stated object of the National 
Health Insurance Council to 
secure the implementation of 
a national health insurance 
policy that ensures access to 
basic health care services to all 
residents is in keeping with a 
universal health coverage policy 
objective. The name has been 
changed to National Health 
Insurance Authority (NHIA) but 
the objectives remain as they were 
in 2003. The NHIC (now NHIA) 
was provided with an executive 
secretary (now Chief Executive), 
units and other staff to ensure 
execution of its oversight and 
coordinating role. Act 650 placed 
the NHIC under the jurisdiction 
of the minister for health by 
indicating that “The Minister (for 
health) may give to the Council 
directives of a general nature on 
matters of policy and the Council 
shall comply with the directives”.

Act 650 also makes the NHIC 
responsible to the Parliament of 
the Republic of Ghana and through 
Parliament to the people of Ghana 
whose elected representatives sit 
in Parliament by requiring that the 
NHIC “shall as soon as practicable 
after the expiry of each financial 
year but within eight months 

after the end of the year submit 
to the Minister an annual report 
covering the activities of the 
council for the year to which the 
report relates” and “The Minister 
shall within two months of the 
receipt of the annual report submit 
the report to Parliament with 
such statements as the Minister 
considers necessary” and “The 
Council shall also submit to the 
Minister such other reports as the 

Minister may in writing require”. 
This annual report was expected 
to include the report of the Auditor 
General, a report of the effect of 
the implementation of the national 
health insurance policy on the 
nation; and a report on the Fund 
specifying the total disbursement, 
reserve and the average cost 
provided from the Fund to 
beneficiaries under the schemes. 

It is clear that Act 650 tried 
to create a system nested and 
integrated within the already 
existing health system rather 
than a parallel or vertical and 
independent program. It does not 
therefore appear to have provided 

Act 650 also 
makes the NHIC 
responsible to 
the Parliament 
of the Republic 
of Ghana 
and through 
Parliament to 
the people of 
Ghana

coverstory 
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for the system that evolved in 
implementation where as a matter 
of routine reporting to as well 
as instructions, authorizations 
and directives regarding the 
NHIS frequently appeared to be 
direct from the national seat of 
government rather than through 
the sector ministry. Similarly to 
date there does not appear to 
have been regular annual factual 
and comprehensive reports of the 

scheme, including the National 
Health Insurance Fund, and its 
performance that are readily 
available to the people of Ghana, 
who are the major owners and 
stakeholders of any social health 
insurance scheme. The average 
Ghanaian can at best obtain 
bits and pieces of information 
from media reports and stories. 
More technical stakeholders 
such as providers and schemes 
may also have access to limited 
presentations made at sector 

meetings and summaries included 
in sector review reports. The 
general challenges of poor 
data quality, timeliness and 
completeness that generally plague 
the health sector in Ghana also 
affect the NHIS. Nevertheless, the 
effort at transparency and social 
accountability should be made. 

Despite the fact that the bulk of 
NHIS funding is from the Central 

NHIF, making it effectively a 
single payer scheme with a large 
tax financed component, the 
day to day administration of the 
purchaser function under the NHIS 
was assigned to decentralized 
and semi-autonomous but 
publically owned and subsidized 
not for profit district mutual 
health organizations (DMHO). 
Each MHO was expected to be a 
limited liability company owned 
by the subscribers and with its 
own governing board. Under Act 

650, privately owned not for 
profit mutual health organizations 
were also allowed to operate but 
without any public subsidies. 
Similarly private for profit health 
insurance firms were also allowed 
to operate but without any public 
subsidy. Enrolment in district 
(public) MHO nationwide has 
increased with holders of valid 
insurance ID cards rising from 6% 
of the population in 2005, to 20% 

in 2006 and 42% in 2007 [iv]. 
Hardly any private MHO whether 
for profit or not for profit have 
managed to survive in Ghana’s 
resource constrained environment. 

Nevertheless, 
the effort at 
transparency and 
social accountability 
should be made.
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Figure 1: Overview of central basic original design
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The central basic original design 
of the NHIS is summarized in the 
figure 1 below. Figure 2 places this 
central design in the wider health 
system context.

Health Care Financing 
Arrangements of Ghana’s NHIS
 
In the sections that follow, a 
simplification of Joseph Kutzin’s 
framework for country led 
analysis of health care financing 
arrangements is used to describe 
in more detail the current design 
of Ghana’s NHIS. Health care 

financing arrangements are 
examined with respect to the four 
groupings suggested by Kutzin of: 

• Revenue collection 
• Pooling of funds 
• Purchasing of services 
• Provision of services 

Revenue collection 
Figure 3 below, using data from the 
2009 sector review summarizes 
the sources of revenue for Ghana’s 
NHIS.

The bulk of NHIS funding (about 
70%) is from the National 
Health Insurance Levy (NHIL) 
which is a Value added Tax 
(VAT). In theory since VAT is a 
consumption tax it is regressive 
and will place a disproportionately 
higher tax burden on the poor. 
However studies show that VAT 
as implemented in Ghana is 
reasonably progressive. The wide 
range of exemptions on basic 
consumption goods such as local 
food stuffs etc used more by the 
poor means they are less affected 
by the tax than would be predicted 
by the general theory. [v,vi] It 
however remains not as progressive 
as income taxes. However given 
the large non formal sector, 
income tax mobilization is a major 
challenge in Ghana. Income taxes 
in the form of the Social Security 
and National Insurance Trust 
(SSNIT) contributors deductions to 
the NHIF forms only about 23% of 
the NHI fund because the bulk of 
Ghanaians remain employed in the 
non formal sector and do not make 
social security contributions. 

Non formal sector contributions 
to the NHIS consist of out of 
pocket (OOP) payments at the 
District MHO level. The fees are 

Health Care Financing Arrangements of Ghana’s NHIS

In the sections that follow, a simplification of Joseph Kutzin’s framework for country led analysis of health 

care financing arrangements is used to describe in more detail the current design of Ghana’s NHIS.  

Health care financing arrangements are examined with respect to the four groupings suggested by Kutzin 

of:

Revenue collection 

Pooling of funds 

Purchasing of services 

Provision of services  

Revenue collection

Figure 3 below, using data from the 2009 sector review summarizes the sources of revenue for Ghana’s 

NHIS.

Figure 3: Sources of NHIS Revenue
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a combination of premiums and registration fees. 
These registration fees have to be paid by everybody 
including SSNIT contributors and exempt categories. 
The non formal sector premiums and the registration 
fees are regressive because the lack of information 
on non formal sector incomes means that they tend 
towards flat rates. They are currently a small amount 
of NHIS funding (about 5%). 

The percentage they form of the total financing of the 
National Health Insurance Scheme will go up as more 
people register. The same is not true of VAT and the 
SSNIT contributions which are independent of who has 
registered and who has not; and are therefore at any 
time more or less being collected at their maximum 
possible level. Any increase in these two components 
is contingent on economic growth or an increase in 
the size of the formal sector. 

Pooling of funds 
Fund pooling is an essential way to improve inequity 
in NHI and ensure cross subsidization. Fund pooling 
in the current design of Ghana’s NHI is quite good 
and fragmentation low with over 90% of funds 
(SSNIT and NHIL) collected and pooled at the central 
level. Only the out of pocket (OOP) premiums and 
registration fees are fragmented because they are 
collected and retained at the district scheme level

Purchasing of services 
Purchasing of services refers to “the transfer of 
pooled resources to service providers on behalf of 
the population for which the funds were pooled”vii. 
Under the current arrangements of Ghana’s NHIS, 
funds are transferred from the central pooled NHIF 

to district MHO to add on the decentralized district 
funds made of registration fees and non formal 
sector out of pocket premiums. The central funds are 
meant to cover the premiums of exempt groups such 
as minors (under 18), the elderly (over 70) and the 
indigent and also SSNIT contributors. However they 
are also used to play a reinsurance role for district 
MHO having difficulty paying for service provision. 
Service providers submit claims for services provided 
to beneficiaries to their local MHO and are reimbursed 
by the MHO from these funds. 

The general concept is in line with Ghana’s policy 
objectives with their strong equity emphasis. It is 
also in line with the principles of decentralization 
and the historical evolution of health insurance in 
Ghana through decentralized semi-autonomous MHO. 
There have however been major challenges with the 
administration and management of this process at all 
levels. MHO was hurriedly set up across the length 
and breadth of the country almost “overnight” so 
to speak after the passage of Act 650 in late 2003. 

coverstory 

Figure 4: Resource mobilization & pooling

Purchasing of services

Purchasing of services refers to “the transfer of pooled resources to service providers on behalf of the 

population for which the funds were pooled”vii. Under the current arrangements of Ghana’s NHIS, funds 

are transferred from the central pooled NHIF to district MHO to add on the decentralized district funds 

made of registration fees and non formal sector out of pocket premiums.  The central funds are meant to 

cover the premiums of exempt groups such as minors (under 18), the elderly (over 70) and the indigent 

and also SSNIT contributors. However they are also used to play a reinsurance role for district MHO 

having difficulty paying for service provision.  Service providers submit claims for services provided to 

beneficiaries to their local MHO and are reimbursed by the MHO from these funds.  The general concept 

is in line with Ghana’s policy objectives with their strong equity emphasis.  It is also in line with the 

principles of decentralization and the historical evolution of health insurance in Ghana through 
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Issues of capacity to administer 
of both the scheme management 
staff and their governing boards 
were poorly or not addressed. 
Similarly strong monitoring and 
evaluation systems were not put 
in place. The emphasis was on 
enrolling as many people as quickly 
as possible. Something had to be 
got going – a promise had been 
made – any problems could be 
corrected later. Not surprisingly 
there have been numerous 
instances of poor management 
and outright mismanagement 
within the MHO. Currently the 
MHO governing boards have 
been dissolved en masse. There 
is a move to revise the NHI law 
and along a deconcentrated 
decentralization model to replace 
the original semi autonomous 

devolved decentralization district 
MHO. Thus the district MHO 
would simply be district offices of 
the NHIA. The NHIA has already 
created regional offices. ID card 
production is also centralized 
and no longer decentralized at 
the district MHO level as was 
happening at the start of the 
reform process. 

The scheme also continues to 
grapple with challenges related 
to the provider payment system 
and the schemes long term 
sustainability in the face of the 
magnitude of service provision bills 
in relation to the funds available. 
Part of the problem is related to 
the failure to line up the relatively 
generous benefit package of the 
NHI with the real ability to pay 
before adopting it. 

The scheme finds itself threatened 
by and needing to find a solution 
to the “counting the cost” 
problem described aptly with the 
illustration: “Suppose one of you 
wants to build a tower. Will he not 
first sit down and estimate the 
cost to see if he has enough money 
to complete it? For if he lays the 
foundation and is not able to 
finish it, everyone who sees it will 
ridicule him saying, “This fellow 
began to build and was not able to 
finish”viii. 

Provider payment for all services 
at all levels under the NHI was 
itemized fee for service (FFS) up 
to the end of 2007. Subsequently 
all provider payment was made 
G-DRG for services with FFS for 
medicines. Currently, proposals 
are being developed to design and 
test the feasibility and usefulness 
of per capita payments for primary 
care with retention of G-DRG and 
FFS for medicines for referral care 

(specialist clinics and hospitals).

Provision of services 
Ensuring adequate service 
availability and provision appears 
to have been to a large extent the 
blind side of the NHI scheme in 
Ghana. The predominant policy 
focus has been on exempting 
people from payment, pooling 
funds, distributing funds and 
purchasing arrangements. Much 

less attention has been paid to 
the issue of “equitable access 
to a defined basic package 
of services”; beyond clearly 
defining the benefit package. 
Under the NHIS, all enrolees 
are expected to have access to 
Outpatient Services including 
consultations (general & specialist) 
including reviews, requested 
investigations, medication, 
day /Surgical operations, and 
physiotherapy; Inpatient Services 
general and specialist, requested 
investigations, medications (NHIS 
Drugs list), surgical operations, bed 
and board; oral health services; eye 

Under the NHIS, 

all enrollees are 

expected to have 

access to Outpatient 

Services including 

consultations general 

& specialist including 

reviews, requested 

investigations, 

medication, day /

Surgical operations, 

and physiotherapy
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care services; maternity care and 
emergencies. 

To really ensure that all enrolees 
have access to the package of 
services defined in the benefit 
package, provider access, quality 
of service and the related issue of 
numbers, distribution and quality 
of providers is essential. Financial 
access is important to clients 
and our current policy and design 
concerns are focused on this 
issue. However service quality and 
access as well as responsiveness 
are an essential part of universal 
coverage and of equity. In designing 
health insurance, sight should 
not be lost of the importance of 
assuring access and quality and 
the fact that a “free item” that 
is not available or available at an 
unacceptable low quality and with 
high indirect costs of access is 
strictly not really “free”. Figure 
5 below shows data from the 
national Core Welfare Indicators 
Questionnaire (CWIQ) survey, 
on access to services, need for 
services, use of services and 
delivery with a skilled attendant 
for the 1997 and the 2003 survey’s 
respectively. As can be seen at the 
passage of the NHI law in 2003 
Ghana had challenges in all these 
important areas of service access 
and quality. Figure 6 shows data 
on the human resource situation in 
2005 when implementation of the 
reforms was starting.

What have we evolved 
into and why? 
Over time, the boundaries between 
the district MHO and the NHIA 
have blurred and increasingly the 
NHIA is taking on directly more 
and more of the purchaser in 
addition to its original perceived 
role of oversight and coordination 
of policy implementation. Not 

surprisingly it is perceived providers 
as aligned with the schemes rather 
than a neutral centre representing 
all interests. 

The increasing tendency to 
centralization rather than 
strengthening the weaknesses in 
the decentralized system that was 

originally set up is a symptom of 
this. Some of the steps taken such 
as dissolution of the governing 
boards and the plans to make 
the district MHO district offices 
of the central NHIA rather than 
semi-autonomous bodies appear 
to be reactions to the observed 
inefficiencies and mismanagement 
in the DMHO. Some of it also 
reflects the perspectives, 
background and preferences of 
key actors over time. There are 
proposals to review Act 650 and 
pass a new law that creates a 
single central purchaser with 
regional and district offices.

The original design of the NHIS is 
by no means perfect and there is 
no reason why the design should 
not be reformed if the evidence 

indicates that it is not the most 
appropriate design to achieve our 
policy objectives. A system that 
refuses to change in response to 
the environment is one that has 

signed its own death warrant. 
Policy is a moving target and 
cannot be cast in stone. It is 
inevitable that to some extent the 
scheme design will evolve. 

However evolution must be done 
in a clear and transparent manner 
and be linked to evidence. It is 
not always clear if the current 
reforms are carefully thought 
out evidence based actions to 
improve the scheme or more of 
knee jerk reactions. The proposed 
amendments of the NHI law do not 
appear to have been subjected to 
wide stakeholder consultation and 

Figure 5: Clinical Care Access at the start of the reform
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What have we evolved into and why? 

Over time, the boundaries between the district MHO and the NHIA have blurred and increasingly the 

NHIA is taking on directly more and more of the purchaser in addition to its original perceived role of 

oversight and coordination of policy implementation.  Not surprisingly it is perceived providers as aligned 

with the schemes rather than a neutral centre representing all interests. The increasing tendency to 

centralization rather than strengthening the weaknesses in the decentralized system that was originally 

set up is a symptom of this. Some of the steps taken such as dissolution of the governing boards and the 

plans to make the district MHO district offices of the central NHIA rather than semi-autonomous bodies 

appear to be reactions to the observed inefficiencies and mismanagement in the DMHO.  Some of it also 

reflects the perspectives, background and preferences of key actors over time.  There are proposals to 

review Act 650 and pass a new law that creates a single central purchaser with regional and district 

offices.  
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review of alternatives and well as 
some attempt to evaluate possible 
consequences – intended as well 
as unintended. 

If we are to continue along the 
current path, there is also the need 
to resolve the issue of who exactly 
sits in the centre to oversee and 
coordinate implementation of the 
NHI policy and what their roles 
and function will be. In theory 
the MOH is the centre of the 
sector. In practice it appears to be 
weak in its ability to be a strong 
centre that holds the system 
together. Many inter-stakeholder 
communication channels that are 
critical for effective management 
of a complex reform like the 
NHI have also long broken down 
because of poor communication 
and conflict resolution skills. 

The high level profile that NHI has 
had in the politics of Ghana over 
the last 10 years is undoubtedly 
a major part of its endurance to 
date and some of the success it 
has chalked. Without it, we may 
not have come so far as a country. 
Unfortunately the same factor 
that has facilitated success has 
also facilitated some of the current 
problems of the NHIS. The over 
politicization of the NHIS and its 
implementation has supported 
distortion of some decision making 
and implementation arrangements 
with sub-optimal results. The “bee 
line” to the castle syndrome as 
a regular way of doing business 
that began right from the start 
of scheme implementation is a 
symptom of this over politicization.

Figure 7: What are we evolving into?
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Figure 8: What have we evolved? 
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Summary of key issues in the way forward

Given that the NHIS was and remains a major public social policy reform, it has been and remains a 

complex contested process with a variety of interests that we have not always understood or managed 

optimally. We have come a long way but have a longer way yet to go.  The policy goal and ideal of 

Universal Health Coverage for its citizens remains a vision that Ghana needs to hold onto.  If we manage 

to succeed we will not only have helped ourselves, we will have shown a way forward for many other low 

and middle income countries struggling with similar problems.  The fact that we have managed to come 

so far despite our challenges is greatly to our credit.  At the same time we have no cause for 

complacency.  A potential A+ student who is making C or even B can congratulate themselves for 

passing.  They can however have no cause for complacency given that despite the pass grade they are 

management express
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Summary of key issues in the 
way forward 

Given that the NHIS was and 
remains a major public social policy 
reform, it has been and remains a 
complex contested process with a 
variety of interests that we have 
not always understood or managed 
optimally. We have come a long 
way but have a longer way yet 
to go. The policy goal and ideal 
of Universal Health Coverage for 
its citizens remains a vision that 
Ghana needs to hold onto. If we 
manage to succeed we will not 
only have helped ourselves, we 
will have shown a way forward for 
many other low and middle income 
countries struggling with similar 
problems. The fact that we have 
managed to come so far despite our 
challenges is greatly to our credit. 

At the same time we have no cause 
for complacency. A potential A+ 
student who is making C or even 
B can congratulate themselves for 
passing. They can however have 
no cause for complacency given 
that despite the pass grade they 
are performing at less than their 
optimal potential. We have made 
a C or perhaps if the marker is 
generous, a B. How do we move 
to make an A+? As part of the way 
forward, we need to: 

• Keep our policy objectives in 
mind all the time and let that 
inform design and policy and 
implementation choices 

• Beware of ignoring evidence in 
favour of political expediency 

• Be careful about mistaking the 
means for the end and getting 
side tracked accordingly into doing 
things for their own sake without 

asking whether they will achieve 
our policy objectives 

• Do not allow the operationally 
not feasible ideologically “best” 
to become the enemy of the 
operationally feasible but 
ideologically sub-optimal “good” 

• Recognize that policy is a moving 
target and evolves. More strategy 
and less poorly planned and over 
confident haste is needed. It is 
better to be the tortoise and win 
the race than be the hare and loose 
the race. 

• Making NHI work in Ghana is a 
system reform involving multiple 
stakeholders. The damaged 
communication channels must be 
reopened and stakeholder dialogue 
strengthened. 

• The MOH as the sector head 
needs to be strengthened – the 
traffic lights are not working and 
untrained by standers are using 
tree branches to direct traffic by 
default 

• The NHIA needs to clarify and 
focus on its core functions – it 
is spreading itself too thin, trying 
to do everything and becoming 
unwieldy and inefficient in the 
process 

• To have Continuous Quality 
Improvement and critical thinking 
perspective 
• Establish a Health Policy 
analysis, financing and Economics 
Unit within the Ministry of Health 
to support sector decision making 

• Establish an independent joint 
accreditation and monitoring 
system 

• Produce regular technical and 
financial annual reports and submit 
them to an existing technical 
peer review mechanism e.g. pre-
summit technical review forum 
before submission to the Minister 
and Parliament. A Social Health 
Insurance Scheme belongs to the 
people and there must be good 
feedback 

• Revisit the mandate of NHIA to 
define its focus recognising the role 
of different health institutions 

• Subject NHI reforms proposals 
to proper stakeholder consultation 
and evidence informed dialogue 
and decision making. The “one 
time premium” agenda has been 
declared non negotiable. However 
alternatives pathways to that 
agenda which is essentially a tax 
funded health systems agenda 
would appear to be still open to 
dialogue. This still leaves some 
manoeuvring room to try and 
define what will work in the best 
interest of Ghana. There is a need 
therefore to have a critical look at 
feasible alternatives in relation to 
the policy objective of equitable 
universal health coverage, including 
time lines. Within the context of 
this it is also necessary to pay 
attention to solving the current 
system problems that plague NHI. 
Without solving them it may not 
matter much what reform agenda 
is set. It is likely to be stymied. 
Irene Agyepong Amarteyfio is 
Professor of the Prince Claus Chair, 
Greater Accra Regional Director of 
Health Services and a lecturer at 
the School of Public Health, Legon.
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CLINICAL 
AUDIT:
witch hunt or 
quality control?

Lydia Dsane-
Selby

The usual reasons for doing 
clinical audits are because it 
improves the quality of service 
being offered to subscribers, 
identifies and promotes good 
practice, provides information on 
cost-effectiveness and ensures 
the efficient use of resources. In 
Ghana’s case, we also initiated 
the clinical audits because of the 
increasing cost of claims, the 
increasing percentage cost of 
the medicine component and the 
threat to the sustainability of the 
Scheme.

The audits are done by a minimum 
of a 3-person team made up of 
doctors, pharmacists, midwives, 
nurses, medical assistants, 
pharmacy technologists, hospital 
administrators and NHIA staff. 
We have participation from our 
stakeholder groups including GHS, 
CHAG, GAQHI and the Private 
Sector. In each district that we 
visit, staff from the District/
Regional Directorate of Health join 
the team when they are able.
What criteria are used to perform 
the audits? The teams use: 

• Act 650
• LI 1809
• Ministry of Health Standard   
   Treatment Guidelines (STG)
• Ministry of Health Essential    
   Medicines List (EML)
• National Health Insurance  
   Medicines List
• National Health Insurance Tariff
• National Health Insurance 
Accreditation Tools

KEY FINDINGS  
Unqualified staff as prescribers at 
facilities – due to work overload 
there are JSS leavers acting as 
prescribers. They are treating 
symptomatically e.g. headache 
= paracetamol, body pains = 
diclofenac, fever = ACT’s, difficulty 
in sleeping = diazepam, abdominal 
pain = Omeprazole and so it goes 
on. Every symptom has it’s own 
medicine prescribed up to 10 + 
medicines. 

Conflict of interest – Public 
sector doctors in private facilities. 
When a doctor is a full time 
staff for GHS and owns a facility 
anything up to 3 hours drive away 

from his GHS job, it becomes 
difficult to understand how that 
doctor is fulfilling either job 
adequately. Also we have some 
doctors who re-refer patients from 
the public facilities to their own 
private facilities thereby increasing 
cost to the NHIS and also 
inconveniencing the members.
Inadequate infrastructure for 
record-keeping, inadequate 
documentation to verify claims and 
lack of personnel to fill in claims 
forms – How many people would 
be involved in a car accident and 
give the insurance form to their 
10 year old son to fill? If that son 
were to write “Daddy smashed his 
Toyota and spoilt the back” with no 
other details, would the insurance 
company pay up? The claim may 
only be for GH¢10,000. We have 
facilities making claims upwards of 
GH¢1 million at a time and don’t 
find it necessary to fill in the forms 
accurately or have the necessary 
records or documentation to 
support those claims.

There is a general 
misunderstandings and lack 
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of knowledge about the tariff 
structure and billing system leading 
to errors in claims submission.
There are cases of fraud involving 
making claims for visits that have 
not occurred or for medicines that 
have not been prescribed. These, 
when discovered are easily dealt 
with.

Perhaps the most difficult findings 
to deal with in a comprehensive 
manner are the cases where quality 
of care is at stake. When 4 or 5 
different antibiotics are given at 
one visit when there is no evidence 
of culture and sensitivity tests, 
can this be justified on clinical 
grounds? When inappropriate 
malaria treatments like chloroquine 
or Sulfadoxine-Pyrimethamine is 
given, requiring the patient to come 
back every two weeks because 
they are simply not getting cured? 
When Statins are given to all 
hypertensive and diabetic patients, 
with its attendant high costs, 
using prescriptions that are written 
for a year at a time when there 
has been no attempt to educate 
the patients on diet or any other 

preventive measures? When all and 
sundry are prescribed Rabeprazole 
and Esomeprazole for abdominal 
pains and psychosomatic disorders 
that are not diagnosed as 
peptic ulcer disease whether by 
investigation or otherwise? 
As has been pointed out, the NHIS 
has as one of its aims to improve 
the health of Ghanaians. To justify 
the colossal amounts of money 
that are being spent, all health care 
professional are being challenged 
to look again at the health sector 
in its totality and ask ourselves 
some questions.

• The lack of improvement in   
   health outcomes - how do we  
   change this? How do we enforce 
   good 
• Treatment not conforming to  
   STG’s – do we reject the claims?
• Free maternal registration – has 
   this had the expected impact on 
   maternal mortality and under-5 
   mortality? If not, why not?
• Gate-keeper system – what 
   tariffs should be paid to 
   encourage compliance?
• Involvement of regulatory bodies 

and health care associations in the 
M & E activities of NHIS – we are 
all stakeholders and we should all 
care about the  sustainability of 
the Scheme as well as the good 
health of the citizens of Ghana. 
The challenge is how many doctors 

are willing to step out of the 
comfort zones of their clinics and 
hospitals and are willing to be 
involved in activities to improve 
health care and ensure best 
practice.

As has been 
pointed out, the 
NHIS has as one 
of its aims to 
improve the health 
of Ghanaians
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healthinsurance

I welcome this opportunity to 
speak on the subject of universal 
health care and the role of The 
National Health Insurance Scheme 
of Ghana, whose core mandate is 
to provide financial risk protection 
against the cost of basic/standard 
quality healthcare for all residents 
in Ghana, in partnership with 
stakeholders like yourselves, the 
Ghana Medical Association.
Since its inception in 2004, the 
scheme, which is managed by 
the National Health Insurance 
Authority, has evolved to become 
the funding source for health care 
for many Ghanaians – both rich 
and poor. It has also grown in 
various aspects of its operations, 
and is perceived as a model social 
health insurance scheme in Africa 
and beyond.

Starting from a membership base 
of 1.3 million in 2004, the scheme 
today has a database of over 
15.5 million registered members, 
representing over 60% of the 
population. Member utilization 
rates grew exponentially from 9.9 
million in 2008 to 17.6 million in 
2009, representing a 75% increase.
 
Mr. Chairman, while many 
countries place the burden of 
good health on the individual and 
private health insurance schemes, 
others establish national health 
insurance schemes to ensure that 
the healthcare needs of the poor 
and vulnerable are met, at least to 
an acceptable threshold. Perhaps 
the latter is the brainchild of the 
“Universal Health Care” movement 
that has become a subject of 

discussion among stakeholders in 
the health sector.  

Universal health care systems 
vary according to the extent 
of government involvement in 
providing care and/or health 
insurance. The common 
denominator for all such programs 
is some form of government action 
aimed at extending access to 
health care as widely as possible 
and setting minimum standards.
 
Social health care programs, 
such as Ghana’s National Health 
Insurance Scheme, are used to 
scale up the path to universal 
healthcare. Together, we have 
made progress in ensuring access 
to as many people as possible. The 
free maternal care program which 

Prof Irene Agye-
pong Amarteyfio

National Health Insurance Authority, has evolved to 
become the funding source for health care for many 
Ghanaians – both rich and poor. 
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was instituted in 2008 saw about 
a 100% increase in the number 
of expectant mothers accessing 
antenatal care between 2008 and 
2009 alone. 

By working closely with the 
Ministry of Health and Ghana 
Health Service, we are aligning 
our medicines list with that of 
the Ministry of Health Essential 
Medicines list. Currently, over 520 
formulations in the 2010 Ministry 
of Health Essential Medicines 
List are reimbursable by the 
National Health Insurance Scheme, 
compared to 460 formulations in 
the previous list.

Mr. Chairman, while the figures, 
and others from independent 
studies, suggest a growing 

confidence in the scheme by 
our numerous subscribers, some 
isolated statements from a few 
individuals have expressed worry 
that after years of the National 
Health Insurance Scheme maternal 
and infant mortality figures have 

stagnated, and that delays in 
payment of NHIS claims is crippling 
the operations of several health 
institutions.

I believe this forum would 
address these issues from both 
a clinical point of view and an 
operational point of view, and 
delineate individual and collective 
responsibilities for proper 
healthcare management in Ghana.
Please permit me to state that 
based on concerns in previous 
years regarding delayed claims 
payment, the Authority, since 
the beginning of the year has 
consistently endeavored to 
pay claims within 60 days of 
submission, and has made repeated 
calls to service providers to submit 
their claims properly and promptly. 

(Evidence of this can be found in 
the press).

It is our hope that the introduction 
of one time premium which would 
reduce the lifetime premium on 
health insurance would be a further 

boost towards universal healthcare.
Going forward we look forward 
to more collaboration between 
the GMA and the National Health 
Insurance Authority to address 
the challenges facing the health 
system. Indeed there are many 
unanswered questions…..

Given the significant improvements 
and investments and increasing 
access to health care that the 
scheme is championing, The 
GMA would agree that the 
scheme really needs extra cash 
inflows to continue with its 
expansion program and to ensure 
sustainability. 

I believe this forum is an 
opportunity for us all to seek 
redress that would truly open the 
dialogue for universal health care. 
Thank You.

GMA would agree that the scheme 
really needs extra cash inflows to 
continue with its expansion program 
and to ensure sustainability. 
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Dr. S. Y. Oppong is an unusual 
mix; medic, head, Department 
of Chemical Pathology at the 
University of Ghana Medical 
School/ KBTH and a Health 
Management Consultant. He 
adds an interesting private sector 
dimension to health insurance 
conversation. 
 
Introduction
 
The National Health Insurance Law 
(Act 650) makes it mandatory for 
residents of Ghana to belong to 
one (or more) of three schemes:  
District-wide mutual, private 
mutual and private commercial. 
The introduction of health 
insurance is a laudable achievement 
and its successful implementation 
is likely to usher the health system 
of Ghana onto higher level. There 
are however some challenges which 
need to be overcome before such 
a successful implementation can 

materialize. In this paper I will 
share some of my experiences at 
MetCare (Metropolitan Health 
Insurance Scheme) with the view 
to focusing attention on some of 
the challenges with the hope of 
generating debate about finding 
practical solutions to the problems 
identified.
 
Target
 
The main target market of 
METCARE, like most private Health 
Insurance Companies, was the 
corporate sector for the simple 
reason that it was easier enrolling 
large numbers of clients following 
one marketing effort. Secondly one 
could obtain a mix of people with 
various risk profiles and thus avoid 
adverse selection; and usually 
the risk profiles of organizations, 
except notable ones like the 
mining sector, were generally 
good. The bulk premiums paid by 

organizations enhanced the cash 
flow of the company as well as 
provided avenues for investment 
income.
 
The major challenges I found with 
corporate clients was the difficulty 
and the length of time it took to 
sign them on. This could take years 
of effort and perseverance mainly 
as a result of inertia in decision 
making on the part of corporate 
executives. The second challenge 
was difficulty in providing a fair 
risk assessment. As a result of the 
unavailability or ‘watering down’ of 
companies’ historical health data 
and expenditure, risk assessment 
of potential beneficiaries was 
generally inaccurate. General 
risk profiles applied for premium 
calculations were in most cases 
financially detrimental to the 
insurance company. In the 
pursuance of a typical business 
culture of minimizing costs and 

REMINISCENCES ABOUT   A 
PRIVATE HEALTH INSURANCE 
SCHEME IN GHANA
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maximizing profits, corporate 
financial executives negotiated 
premiums to the barest minimum 
resulting in unfavorable loss ratios 
to the health insurance portfolio 
and occasionally compromising on 
the quality of health care delivery. 
There were few individual clients 
but this category of beneficiaries 
had a relatively high risk profile. 
Unlike corporate sector where 
individuals did not have a personal 
choice of joining the health 
insurance scheme, individuals 
enrolling on the scheme thought 
more of the ‘gain’ they could 
make, thus perpetuating adverse 
selection and moral hazard.
 
With the stabilization of macro 
economic indices and a predicted 
general improvement in the 
economy (partly due to expected 
revenue from oil) the outlook for 
health insurance especially from 
the corporate clientele appears 
brighter.
 
Challenges with fraud and 
moral hazard
 
Fraudulent practices were 
experienced from both clients 
and service providers; perhaps 
more from the former than the 
latter group. Fraud in this contest 
should not be perceived as always 
knowingly committing an act 
with a malicious intent. Some 
acts were occasionally committed 
inadvertently; however to us as 
health insurers anything that 
increased cost unnecessarily 
and recklessly constituted fraud 
or moral hazard. On the clients’ 
side some fraudulent practices 
experienced at MetCare included:
 
•  Deliberate over usage of   
    services and facilities
•  Accessing service for very minor 

       
    and insignificant complaints
•  Accessing service for other 
    conditions other than health 
    such as reporting at health 
    facilities to feign symptoms 
    in order to obtain excuse duties 
    (prevalent on Thursdays and 
    Fridays)
•   Mimicking symptoms of friends 
     and relations so as to obtain 
     and pass on medications to 
     them (these patients were 
     always scared of injections)
•   Impersonation
•   Preference for expensive and 

     high brand medications without 
     justification
•   Joining the health insurance 
     scheme (individual clients) 
     when surgical or expensive  
     procedures were imminent or  
     anticipated 
•   Failure to disclose true health 
     status at the time of enrolment 
     for accurate risk assessment.
•   Soliciting and obtaining fake 

     receipts (with the connivance 
     of some service providers) to 
     make false claims
•   Submission of spurious and 
     unjustifiable claims (there were 
     instances when claims   were 
     made for schnapps and chicken 
     for ‘herbal’ treatment)
•   Purchasing non-medical items 
     such as shaving cream in 
     addition to prescription drugs to 
     be claimed collectively as ‘cost 
     of drugs’.
 
The underlying factors accounting 
for the significantly high rate of 

utilization of health insurance 
benefits were identified as the 
high rate of morbidity in this 
country (predominantly malaria and 
infections) and the misconception 
that insurance benefits should 
be utilized to the maximum 
irrespective of whether one was 
ill or not. Some clients were of 
the view that the value of their 
benefits (which in some cases was 

Service providers were found to be 
advertently or inadvertently involved in 
fraud
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more than fifty times the premium 
paid) was what had been paid to 
MetCare so spending anything less 
than that meant helping the health 
insurer to make excessive profits.
 
Service providers were found to 
be advertently or inadvertently 
involved in fraud with regards to:

•    Over servicing of patients for 
      financial gains
•    Prescription of expensive, 
      multiple, branded and 
      sometimes ‘unnecessary’ 
      drugs. some of the 
      prescriptions were made to 
      ‘impress’ high profile clients
•    Submission of ‘ghost’ claims
•    Enhancement of diagnosis 
       to justify over-servicing and 
      polypharmacy
•    Collusion with clients  
      (especially pharmacies) to give  
      false receipts to clients to 
      make fake claims
•    Collusion with clients (found 
      more with lower level staff) to 
      give prescriptions to present 
      fake claims
•    Writing prescriptions for 
      relations and friends in the 
      name of the insured
•    Requesting for expensive 
      diagnostic procedures (found to 
      be unnecessary) because 
      patients were insured.
 
 
Challenges of service providers
 
The service provider, as an integral 
part of a health insurance scheme, 
also had his/her own challenges 
which adversely affected his/
her practice especially if it was 
relatively small with less financial 
leverage. Perhaps the most 
important challenge was delayed 
payment of claims. Incidentally this 
is currently the most significant 

problem that affects service 
providers of the National Health 
Insurance Scheme including large 
hospitals such as the Korle-Bu 
Teaching Hospital. This may end 
up throwing health facilities into 
financial crises and threaten their 
very existence. Other challenges 
included the unilateral institution 
of tariffs by the health insurer 
and sometimes unfair auditing of 
claims. 

Restrictions of benefits and the 
use of drug lists had the potential 
of compromising the professional 
freedom of healthcare providers. 
Even though MetCare paid its 
service providers by ‘fee-for-
service’, some private health 
insurers were known to pay 
service providers by the capitation 
method. Whilst the advance 
payment system of capitation 
mode of payment may improve 
the cash flow of service providers, 
the system has the tendency of 
unfairly passing on risks to service 
providers (who may be initially 
unaware of such risks). Moreover 
capitation rates are usually fixed 
unilaterally by health insurers.
 

The way forward
 
Health insurance as the main 
mode of financing healthcare in 
Ghana is not only necessary but 
indispensable. According to the 
WHO (World Health Report 2000), 
healthcare can be catastrophically 
costly and the need for it can be 
unpredictable, necessitating the 
institution of mechanisms for 
sharing risk and providing financial 
protection. Such protective 
systems should be affordable, 
equitable, sustainable and of good 
quality (WHR, 2000). Looking 

at these attributes of health 
insurance, it is not hard to envisage 
that it is rather in resource-poor 
countries such as Ghana , that 
health insurance is even more 
relevant. Ironically it is in these 
poor countries that out-of-pocket 
payment is the predominant mode 
of payment, compromising access 
to healthcare (WHO, 2000).
 
The enactment of the health 
insurance Law was therefore 
timely (perhaps long overdue) 
and all efforts should be made 
to make the system work in an 
efficient and sustainable way. 
Both systems (public and private) 
should be supported and promoted. 
The synergies between the two 
systems should be harnessed, with 
emphasis on their complementary 
rather than competitive roles. 
In this regard, relentless efforts 
should be pursued to address the 
existing and emerging challenges 
of the individual schemes. All major 
stakeholders – Insurers, clients 
and service providers should have 
a change of mindset, understand 
the principles of insurance and 
appreciate the unique and central 
role of health insurance as the 
driving force in modern healthcare 
delivery.
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YES, 
WE CAN

Lydia Dsane-
Selby

I do not know whether we still 
believe this phrase since many 
people blame others for what they 
have not been able to do. There 
have been words like colonialism, 
imperialism, neocolonialism etc. 
and many commentators are 
happily blaming others for why we 
are where we are today. In those 
days, what were our objectives in 
terms of sustained development? 
Did we have the capacity to 
achieve our objectives? Did we 
even expect obstacles, challenges 
or competition, so that we can 
prepare for them?

 Well, I am talking about our 
strategic capacity to overcome 
obstacles and reach where we 
said we were going. Transforming 
‘YES WE CAN’ from a slogan into 
realistic achievement of objectives 
definitely depends on having the 
strategic capability to perform 

at the level which is required for 
success. This is an analysis that 
is required before setting one’s 
objectives or blaming people for 
observed lapses. Just like in the 
issue of talents some people will 
do better in certain activities 
than others no matter the 
training and encouragement 
individuals get. Most 
people will attest to this 
fact when we think of 
singing, sports etc. The 
same principle applies 
to strategic capability of 
organizations. The organization 
must know its ‘talents’ before 

setting its objectives.

Strategic capability is related 
to availability of resources, the 
competence with which the 
activities of an organization are 
undertaken and the balance 
achieved among the complex 

interactions of 
resources, activities 

and various units.

I will illustrate this point 
with a story I was told in 
Sunday school some years 
ago. In that story, David fought 
and killed a giant called Goliath 
with a sling and a small stone. 
When the issue of fighting a 
giant came up, we were told that 
David was chosen for the job. He 
had resources that had killed a 
lion. (Bravery, confidence, a sling 
and the skill to use it well etc.).We 
were told that even though there 
were trained soldiers, what was 
needed to kill the giant was above 
their strategic capabilities at the 
time. When they offered their 
armours to David to fight with, 
he also realized that he will not 
achieve his objective because a 
mix of David, the armour and his 

Andrews Ayim follows a resounding 
‘yes we can‘ with a myriad of 
poignant planning and management 
questions on Ghana‘s health sector  
that make you wonder whether he 
is not simply mocking Barack Obama. 
Perhaps, it is something more sinister!
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skill does not translate into the strategic capability to 
perform at the level which is required for defeating the 
giant. He therefore turned the offer down. I wonder if 
we can turn any donation down with the sole reason 
that it does not add to our capabilities in the long run. 
It is therefore obvious that saying that we 
have resources (human, financial and 

material) does 

not mean that we have the 
strategic capability to turn 

the health system around. 

I believe the time has come for 
us to analyze the strategic 
capability of the Health 
system so that we can 
understand whether 
the resources and 
competences fit the 
present environment in 
which we operate.

 The demand for 
access, quality, 
efficiency, 
accountability, 
partnerships and 

achievement of 
international goals is 

a demand for a certain 
level of strategic capability. 
Only then can we join other 
countries to say ‘yes we 

can’ to the Millennium 
Development Goals 

(MDGs). 

The main concern 
is how to  change the 
present capability of the Health system 
to ‘fit’ the changing environment (new 
forms of diseases, new types of clients, 

new expectations and targets).Do we use 

our slings or the armours we have been offered? Do we 
go for the Davids or we use our trained soldiers. Can 
Health extension workers replace nurses? Can nurses 
replace Doctors, can CHPS compounds answer the 
questions meant for hospitals, and can single spine 
answer the question on rewards and motivation. Can 
short term strategic capabilities solve some of this 
long term problems. Well, my father once told me not 
to send a boy to do a man’s job. The problem these 
days is which capability to call a boy’s and which 
to call a man’s. This has resulted in blame games in 
which boys are being accused of not performing at 
the levels of men. The processes of benchmarking are 
wrongly being done between boys and men. 

Targets are becoming more difficult to achieve and 
skilled masking of the truth is being labeled as 
innovation. Some of us are pretending that Goliath is 
an ordinary man and can be dealt with by everybody, 
hence putting anybody in charge of the fight. When 
you get to know maternal mortality, infant mortality 
and the level of customer care as well as the technical 
ability that is required to combat them as well as you 
need to, you will stop thinking of easy short term 
solutions and start thinking about some Davids with 
enough skills and knowledge. I agree it is expensive 
to get the Davids, but all that I am saying is that 
ordinary simple solutions will not confer the necessary 
strategic capability on the Health system long enough 
to stabilize the indicators.

RESOURCE AUDIT
A resource audit can be a useful starting point in 
understanding strategic capability. It attempts to 
assess the inherent strength of the resource base 
needed for success in the environment an organization 
finds itself. It is important to stretch our assessment 
of our physical resources beyond a mere listing of the 
number of machines, equipment or cars. It should ask 
questions about the nature of these resources, their 
age, condition, capability and the location of each 
resource. Try this assessment on sphygmomanometers 
and you will be surprised at the numbers which are 
non functional or giving wrong readings. The least said 
about the weighing scales the better. 

The analysis of Human resources should examine 
the number and types of different skills required. I 
am talking about a strong link between our needs 
on the field and the curriculums of our training 
institutions. The counseling units in the training 
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schools must be activated to 
generate the levels of compassion 
and professionalism that is 
presently required for successful 
delivery of health. Factors like 
adaptability of the human resource 
must not be overlooked. In the 
recent past, the requirements for 
various positions in the health 
system have changed. If the 
qualifications of the experienced 
hands cannot be stretched for 
them to take advantage of the 
present opportunities, they become 
frustrated and become liabilities. 
Some of them become angry and 
sometimes literally inhumane. 
Are the present grades for entry 
into our training institutions 
capable of allowing our workers to 
compete with others for further 
education when the need for higher 
qualification arises? Are we simply 
going to push them aside and go for 
new employees with the requisite 
qualifications? The answers to 
these questions will definitely 
affect our strategic capability and 
organizational culture as well as 
staff morale.

Almost every worker in the health 
system is presently supposed to 

know how to account for services 
rendered and drugs administered 
with the introduction of the 
National Health Insurance Scheme 
(NHIS). Those of us who did not 
like mathematics or accounting 
have no where to hide. The 
environment of no mathematics 
has changed. No one is being 
allowed to say “I am only a nurse” 
or “a doctor”. You are everything 
the customers want you to be. 
Are we recruiting people who can 
wear many hats without breaking 
down? I am talking about strategic 
adaptability. 

Unlike in the past where 
allocations to the Health system 
was automatic, present managers 
need to have lobbying skills for  
salaries of new recruits as well as 
release of operational funds on 
time. We need to be the friends 
of politicians (District Chief 
Executives, Members of Parliament 
etc.) whiles remaining professional 
and non partisan. Do we have that 
capability of drawing resources 
from politicians?

Another area we need to critically 
assess is our intangible resources. I 

am talking about goodwill from the 
public. Do we need skills in public 
relations to explain our procedures 
and also win the hearts of the 
influential in our societies? What 
capabilities do we have in terms 
of good attitudes and corporate 
image? The need for computer 
literacy is also an important 
strategic capability requirement. 
With the present electrification 
projects going on in the rural areas, 
our staff may not have that excuse.

 Some strategically important 
resources may be outside the 
organization’s ownership, such 
as our network of contacts and 
donors. Is our capability for 
attracting more resources going 
up or coming down? I hear some 
International donors have reduced 
resources to some organizations 
because of lack of accounting 
capability and report submission 
resulting in decreased goodwill. 
It is very important to note 
that the resource audit should 
include all resources which the 
organization can access to support 
its strategies, and should not be 
narrowly confined to the resources 
which it owns in a legal sense.

COMPETENCES 
Superior performance will also 
be determined by the way in 
which resources are deployed 
to create competences in the 
organization’s separate activities, 
and the processes of linking these 
activities together to sustain 
excellent performance. It is 
therefore important to note that 
organizations are much more than 
a random collection of equipment, 
money and people. These resources 
are of no value unless deployed 
into activities and organized into 
routines and systems which ensure 
that products and services are 
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produced which are valued by the 
final consumer or user. 

An example of what I am talking 
about is our capabilities in 
sustaining the supply of drugs 
or family planning devices to 
our institutions throughout the 
year. The proportional purchase 
of institutional drugs from our 
Regional Medical Stores and the 
open market illustrates the need 
for improvement in capabilities in 
the linkages. Another area where 
competences need to be developed 
is the linkages among submission 
of claims from providers to the 
NHIS, vetting of claims and 
payments. The objective of timely 
submission by providers, vetting 
and prompt payment of claims is 
becoming difficult to achieve. This 
problem should not be reduced to 
a blame game; it should arouse 
development of the necessary 
competences which will become 
capabilities over time. 

The area of emergency health care 
through out the country needs to 
be looked at. The linkages among 
seeing an accident or injured 
person, transporting the person 
to a health facility, meeting the 
appropriate health personnel with 
the right equipment and the victim 
receiving the appropriate treatment 
needs some improvements. 

Also, communication among units 
in the Health system needs to 
be improved to meet the present 
speed of communication required 
for quality and efficient health 
delivery. Some policy documents 
do not get to the lower levels. 
Unfortunately, the ones that get 
through are not well understood. 
Communicating and understanding 
the vision and mission of the 
Health system to all our staff will 

be an interesting capability to 
develop.

BALANCE
Achieving a fair balance among the 
various resources and activities 
is the managerial skill required 
for success. How much resource 
should we deploy for the training 
of Doctors, nurses, pharmacist, 
accountants, administrators etc? 
What should be the proportion 
of each category to enable us 
achieve our goals? In which 
districts should they be, for the 
health system to attain the most 
efficiency and effectiveness? 
How do we balance our resources 
between communicable and non-
communicable diseases, rural and 
urban or preventive and curative 
health? Are we capable of creating 
a balance between where we are 
getting most of our maternal 
mortality and where most of our 
obstetricians are to be deployed? 

How many obstetricians are we 
producing a year? Definitely, 
the answer to this question 
has something to do with our 
strategic capability to deal with 
maternal health in a sustainable 
way. Is there a balance between 
the geographical distribution 
of pediatricians and Ghanaian 
children? How should the health 
delivery be distributed between 
the public and private sector? 
What proportion of our financial 
resource should be allocated to 
salaries and allowances as well as 
operations of the service delivery? 
What should be the contribution 
of other Ministries, Departments 
and agencies? As we get the right 
answers to these questions year 
by year we will build the necessary 
organizational strategic capabilities 
to meet the present day demands 
on our Health system.

Till then, I will continue to say 
‘YES WE CAN’ to the following 
questions:
Can we provide abortion services 
to all women who need it?
Can we provide caesarian section 
to all pregnant women who need 
it?
Can we provide incubators to all 
premature babies who need it?
Can we provide ambulance services 
to all patients who need it?
Can we provide quality healthcare 
to all clients who visit our health 
institutions?
Can we vet all NHIS claims that 
require vetting on time?
Can we work together to achieve 
the MDGs?

A Gynaecologist is 
complaining to an auto 
mechanic, “Your fee is several 
times more per hour then 
we get paid for medical care 
even including additional duty 
hours”

“Yeah, but you see, doc, 
you have always the same 
model, it hasn’t changed since 
Adam; The brain box, engine, 
exhaust, body, interior, and so 
on, have remained the same! 
But we have to keep up to 
date with new models coming 
every month.”

models
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The ‘60s has been described as 
a period of great social change 
especially in the Western world. 
The United States Food and Drugs 
Administration (FDA) approved 
the use of the oral contraceptive, 
the Pill, in 1960. With the advent 
of the Pill, women, at last, had 
not only a powerful and effective 
means of preventing unintended 
pregnancies, but a method 
which, at once, separated sexual 
intercourse from reproduction. 
Free from the fear of unintended 
pregnancy, couples on the Pill, 
could engage in sexual intercourse 
as an expression of love or for 
pleasure. 

The ability to time their 
pregnancies, allowed women on 
the Pill, to postpone marriage 
and childbearing, take advantage 
of educational, employment 
and economic opportunities and 
raise their social standing in the 
community. But the Pill also forced 
people to confront the whole 
issue of human sexuality, fertility 
regulation and reproduction. It 
brought into sharp focus the moral, 
social, health and human rights 
implications of “free love”.

The controversy, debate and 
discussions generated by the 
widespread use or non-use of 
modern contraception have 
continued unabated for the past 
50 years. They centre on moral 
and religious principles and 
human rights concerns as well 
as programmatic considerations 

about the most effective 
ways of organizing and 
providing comprehensive 
reproductive health 
services including 
quality family planning 
information and services 
to those who need them. 
What should be the roles 
and responsibilities of state 
governments and civil society 
organizations in securing 
the rights of couples and 
individuals to decide freely 
and responsibly, the 
timing and number of 
pregnancies?

Governments, organized 
religion, rights 
groups, academic and 
research institutions 
and non-governmental 
organizations have 
taken sides on the issue. 
Over the past 30 years or 
so, efforts have been made at 
national, regional and international 
levels to broker some measure 
of consensus. Among the many 
individuals who have made 
outstanding contributions to the 
debate and efforts to build a global 
consensus on population, sexual 
and reproductive health and family 
planning stands Dr. Frederick 
Torgbor Sai.

Arguably the best known and 
internationally renowned Ghanaian 
physician, Dr. Sai has earned 
the respect of both friend and 
opponent as a vigorous, articulate 

and 
passionate 
advocate of women’s rights to 
self determination and protection 
from preventable risks to their 
lives and health and those of their 
children. At national, regional and 
international levels, Dr. Sai has 
played a leadership and champion’s 
role in making reproductive health, 
including quality family planning 
information and services available 
and accessible to couples and 
individuals.

“WITHHEART 
ANDVOICE “

Prof Irene Agye-
pong Amarteyfio
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indecent favour 
A dentist, after completing work on a patient, started begging.
Dentist: “Could you help me? Could you give out a few of your loudest, most painful screams?”
Patient: “Why? Doctor, it wasn’t all that bad. I didn’t feel any pain this time”.
Dentist: Can you hear the vuvuzelas blasting from the TV? There are so many people in the waiting 
room right now, and I can’t miss this football match”.

In “WITH HEART AND VOICE” Dr. 
Fred Sai tells us about his life-long 
devotion and commitment to the 
health of women and children and 
the events that have influenced 
and shaped his life. His account of 
his early memories as a male child 
growing up under the influence and 
protection of an extended family 
dominated, at least numerically, 
by women will resonate with many 
Africans who read this book.  

So will the painful experience 
of circumcision, the comical 
circumstances of his sexual debut 
as well as the prayerful invocation 
of “there but for the Grace of God”
Fred Sai was academically gifted 
as a child.  Seen from that 
perspective, his progress from 
primary school (Salem Presbyterian 
School) through Achimota 
Secondary School to University 
of London Medical School was 
predictable. His scholastic 
achievements at medical school 
culminating in his graduating 
with an Honours Degree  simply 
confirmed the expectations of his 
teachers and peers. 

The first few chapters of the 
book chart the course of promise 
fulfilled.  In due course of time, 
Fred Sai would add, after his name, 
a string of impressive academic 

laurels and 
accolades 
acquired 
from some 
of the most 
prestigious 
institutions 
of medical 
training and 
learning 
(London, 
Edinburg and 
Harvard) in 
the world. 
He became 
the recipient 
of many 
international 
honours and 
decorations.  
These 
established his 
academic and 
professional 
stature and 
credibility.

But “WITH 
HEART AND VOICE” is 
not about Fred Sai’s impressive 
scholastic achievements. 
This book tells the story of how the 
harrowing experiences of a young 
Ghanaian physician while attending 
to the needs of the sick and dying 
children and mothers in his own 
country moved him to take a wider 

but 
closer 
look at the 
living conditions and 
circumstances of his patients. 
Fred Sai describes how during the 
course of many years, through 
assignments to different parts 

Prof Irene Agye-
pong Amarteyfio
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of the country and postings to 
administrative positions within 
the Ministry of Health, he gained 
wide clinical experience  as 
well as valuable insight into 
the administrative and political 
dimensions of health care 
delivery in a developing country 
setting. Fred Sai held many 
important positions and played 
a major role in the development 
and establishment of various 
institutions and programmes in 
Ghana.  

He served at various times as 
Assistant to the Chief of the 
Ministry of Health, Director of 
Medical Services, Chairman of 
the Medical and Dental Council, 
Physician Specialist in Human 
Nutrition and Professor of 
Preventive and Social Medicine 
at the Ghana Medical School, 
Fellow and later president of 
the Ghana Academy of Arts and 
Science among other high profile 
positions. He played major roles 
in the establishment of the Ghana 
Medical Association, the Ghana 
Medical School,  the National 
Food and Nutrition Board, the 
Planned Parenthood Association 
of Ghana (PPAG) and the National 
Population Council, etc, etc.  The 
record of excellent and devoted 
service to his country did not go 
unnoticed by the international 
community.

 But it was Fred Sai’s deep 
appreciation and concern about the 
link between unregulated fertility 
and preventable causes of death 
and morbidity among mothers and 
children in his native Ghana that 
was to define the future course of 
his professional and international 
career. For the rest of a long and 
successful life and career, Fred 
Sai was to deploy his considerable 
talents, energy, passion and skills 
in drawing the world’s attention 

to the importance of population 
and family planning in preventing 
the untimely death and long term 
illnesses of mothers and children.

Much of “WITH HEART AND 
VOICE” sub-titled “Fred Sai 
remembers” gives an account of 
his work and contribution to the 
evolution of a global consensus on 
population, reproductive health and 
family planning at the international 
level.  Fred Sai’s involvement 
with the International Planned 
Parenthood Federation (IPPF) has 
been long and distinguished. He 
has served in many capacities 
within that organization, notably 
as Assistant Secretary General and 
President.  He was instrumental 
in setting up the Africa Regional 
Office of IPPF as well as the Centre 
for African Family Studies (CAFS 
in Nairobi). His appointment as 
Senior Advisor on Population to the 
President of the World Bank (1985-
90) gave him the opportunity 
to influence and assist several 
developing countries to integrate 
population issues into their social 
and economic development 
strategies.

The parts of the book I enjoyed 
most were his accounts of the 
many important international 
conferences in which he played 
pivotal roles. Notable among 
these were the WHO/UNICEF 
Infant and Young Child Feeding 
Meeting (Geneva, 1979), the 
International Conference on 
Population (Mexico, 1984), the 
Safe Motherhood Conference 
(Nairobi, 1987), the International 
Conference on Population and 
Development (ICPD, Cairo, 1994) 
and the Women Deliver Conference 
(London, 2007). These conferences 
were huge even by international 
standards not only in terms of 
numbers of countries, institutions 
and delegates participating but 

also in the level of disagreements 
and controversies generated 
before and during the meetings. 
As Chairman of these conferences, 
Fred Sai had the unenviable task of 
crafting a consensus and creating 
an environment in which nations, 
groups, organization and people 
with strong and opposing views 
could state their positions and yet 
be prepared to respect and even 
accommodate their differences. 
In this book, Fred Sai leads the 
reader into the inner chambers and 
workings of the big international 
conferences from the preparatory 
activities through the negotiations 
and, finally, to the adoption of 
international agreements. It is 
a fascinating story told from 
an insider’s perspective and 
knowledge.

Anyone interested in the history 
of the evolution of the medical 
services in Ghana, the challenges 
and opportunities faced by newly 
qualified doctors returning from 
abroad to serve in their own 
country should read this book.
 In it, they will learn about the 
interface between medicine, health 
and politics even at the national 
level.  Those with more than just 
a passing interest in the history of 
population, reproductive health and 
family planning will find much to 
ponder about in this book.

The international population, 
reproductive health and family 
planning community, including 
many of the key players and leaders 
in this movement will welcome this 
book as a timely reminder of where 
we have been and how we got to 
where we are today. It is written by 
and tells us many things we have 
often wondered about in the life 
of one of the leading lights in this 
long journey, Dr. Fred Sai. It is a 
story well told. Enjoy it.
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The commitment of the 5th 
Millennium Development Goal 
(MDG5) is extremely far-reaching: 
to reduce the  maternal mortality 
ratio by 75%by the year 2015. Of 
all MDGs this goal is the one least 
likely to be attained. This goal is 
particularly problematic because 
the levels of maternal mortality 
at the starting point, 1990, suffer 
from a high degree of uncertainty. 
Under-reporting of maternal deaths 
was (and is) a very significant 
problem and numerous studies 
have shown this to be a serious 
problem whatever the setting.

The finding of significant under-
reporting in wealthy countries 
shows how difficult it is to assess 
the true maternal mortality ratio, 
even when large amounts of 
funding are available. For countries 
with small budgets for health care, 
the problem of under-reporting 

is even more marked, making the 
baselines rates highly unreliable.

Statistical doubts mean that we 
may never be able to determine 
whether or not the MDG5 has 
really been attained. But a far 
greater worry is that we may not 
be able to enrol sufficient health 
workers to reduce maternal 
mortality at all. Although 
there are famous examples of 
maternal mortality reductions 
both nationally (e.g. Sri Lanka 
and Malaysia) and locally (e.g. 
Tanzania), these examples are the 
exceptions.

Elsewhere the picture is not so 
good. In Malawi, for example, 
preliminary data indicate that 
over the last decade the maternal 
mortality ratio has almost doubled 
from around 600 to more than 
1100 maternal deaths per 100,000 

live births.
There is one common denominator 
if we consider the ‘success stories’ 

mentioned: human resources. This 
was a crucial factor both in Sri 
Lanka and Malaysia, as well as 
in Kigoma, Tanzania. The issue of 
human resources is increasingly 
recognised as an issue that was 
insufficiently contemplated when 
the MDGs were formulated. 
In a recent overview article in 
the Lancet focussed on human 

Who will do the caesareans

Finding creative solutions to the human resource crisis
when there is no doctor?

As Cash and 
Carry remain an 
important way of 
financing health 
services in such 
countries.
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resources for health, it was noted 
that current spending patterns on 
human resources are inefficient and 
fragmented.

The authors emphasise ‘. . . the 
legacy of chronic underinvestment 
in human resources. Two decades 
of economic and sectoral reform 
capped expenditures, froze 
recruitment and salaries and 
restricted public budgets, depleting 
working environments of basic 
supplies, drugs and facilities. 
These forces have hit economically 
struggling and politically fragile 
countries the hardest’. The authors 
also measure ‘health worker 
density’ and use it to demonstrate 
the correlation between this 
indicator and survival rates. 

They calculate that ‘sub-Saharan 
Africa has a tenth of the nurses 
and doctors for its population 
that Europe has: Ethiopia has a 
fiftieth of the professionals for 
its population that Italy does’. 
Furthermore, low-density areas 
have a much higher burden 
of disease than high-density 
areas. Dr Tim Evans of the WHO 
has calculated that Africa has  
approximately 25% of the burden of 
the world’s diseases but only 1.3% 
of the world’s health work force. 

On a global scale it has been 
estimated that the global shortage 
of health workers is more than 
four million and that sub-Saharan 
countries must nearly triple 
their current number of workers 
by adding the equivalent of one 
million workers through retention, 
recruitment and training if they 
are to come close too approaching 
the MDGs for health. This applies 
particularly to MDG5 and the 
target of a drastic reduction in 
maternal mortality by 2015.

One of the most dramatic 
examples of the depletion of 
human resources for health is the 
emigration of nurses and midwives 
in Africa. WHO has calculated 
that there will be a net decline in 
numbers of physicians, nurses and 
midwives between 2000 and 2015. 
Furthermore, the simultaneous 
increase in population means that 
the number of health work force/
population is decreasing even more 
markedly. And this effect is not 
only seen in Africa. 

WHO statistics on the number of 
nurses and midwives who applied 
for registration in UK between 
1998 and 2004 indicate that 
there was a 100-fold increase in 
applications from both India and 
the Philippines. Applications from 
the Philippines rose from 52 in 
1998/1999 to 4338 in 2003/2004 
while from India they
rose from 30 in 1998/1999 to 3073 
in 2003/2004.

Malawi is one of the countries in 
Africa most severely affected by 
‘brain-drain’. There was a time 
when it was estimated that there 
were moreMalawian doctors in 
Manchester (UK) than in the whole 
of Malawi. Even if this statement 
is not based on formal statistical 
assessments, it demonstrates the 
reality of the human resource crisis 
in povertystricken countries in 
Africa.

Long term and short term 
solutions 
There is now a plethora of articles, 
statements and policy suggestions 
on how to overcome the crisis in 
human resources for health. All 
these commitments, suggestions 
and proposals are obviously needed 
but will not remedy the acute 
shortage of doctors, nurses and 
midwives in the least privileged 

countries, especially in the rural 
areas. This situation has led some 
governments to think radically 
about how they might provide 
short term solutions.

Mozambique’s long-standing 
war, which started soon after its 
independence in 1975, led to a 
crisis in the provision of human 
resources for health outside urban 
areas. As a result the Ministry of 
Health was forced to take the 
initiative of creating a new cadre 
of surgically trained medium level 
providers of care. These so-called 
‘te´cnicos de cirurgia’ correspond 
to surgically trained assistant 
medical officers in other southern 
and eastern African countries. The 
training of this category of staff 
has previously been described 
and there is little doubt that this 
is now considered a ‘success 
story’ for those low-resource 
settings, which have insufficient 
numbers of physicians serving in 
underprivileged areas. 

Two studies, have addressed the 
quality of obstetric care carried 
out by this category of non-
doctors. Both have demonstrated 
remarkably good post-operative 
outcomes even in advanced 
major surgery like caesarean 
hysterectomies, bowel repair, 
hysterotomies and emergency 
caesarean sections. Particularly 
noteworthy was the finding that 
the post-operative outcome of 
almost 2000 caesarean deliveries 
was similar for obstetric specialists 
and the ‘te´cnico de cirurgia’.

In collaboration with Columbia 
University, we are currently 
assessing the benefits of the 
delegation of surgical emergency 
obstetric care in several sub-
Saharan African countries. 



gmaFOCUS40

gmaFOCUS ghana medical associationresearch & development



gmaFOCUS

gmaFOCUS

ghana medical association sports

41

Preliminary studies indicate that 
in Mozambique and Malawi the 
vast majority of caesarean sections 
at the district hospital level 
are carried out by non-doctors, 
in Mozambique by ‘te´cnico de 
cirurgia’ and in Malawi by clinical 
officers trained for surgery. To our 
knowledge this is the first large-
scale assessment of the quality 
and success of the delegation of 
life-saving emergency obstetric 
care including major surgery, and 
will help to guide service providers 
throughout the world.

Delegation of surgery to non-
doctors: an interim solution or 
a sustainable approach for the 
future? It is estimated that there 
is a current deficit of around one 
million health workers in Africa. 
And with the ongoing double 
brain-drain (emigration and AIDS-
related mortality among health 
staff) it is increasingly unlikely that 
a simple  remedy can be found for 
this crisis. In Mozambique it has 
been calculated that it will take 
approximately 50 years before the 
local production of medical doctors 
will reach the estimated need of 
the country. And even then it is 
unlikely that those doctors will 
automatically settle in the remote, 
rural areas where the unmet need 
of human resources for health is 
most pressing.

In the initial phase (1984) of the 
training of ‘te´cnicos de cirurgia’ 
inMozambique there was a tangible 
resistance among clinicians to train 
non-doctors for major surgery. 
Gradually, however, and particularly 
after two formal evaluations, 
the resistance has faded. This 
cadre of health workers is now a 
much appreciated and prestigious 
category, and their training has 
recently been upgraded to an 

academic degree. The alarming 
depletion of human resources 
in the most deprived countries 
has forced us to question the 
traditional roles and responsibilities 
within the healthcare system. 
There remains, however, much 
resistance to the concept of 
delegation of surgery to non-
doctors. For many it is seen as a 
threat, both to them as individuals 
and to the medical profession
as a whole. But if doctors are 
going to insist on exclusive rights 
to surgery, then they may end up 
being more
part of the problem than the 
solution.

Correspondence

Sir, Bergstro¨m1 restores my faith 
in your journal, which for a good 
number of years has not paid much 
attention to the realities of the 
third world, in particular the fact 
that most caesarean sections—at 
least in Africa—are performed by 
nonobstetricians who have not 
been trained in the procedure by 
obstetricians. If they have been 
trained at all, they have usually 
been trained by general surgeons 
who, in turn, are likely to have 
themselves been trained by general 
surgeons. 

This is firstly because the specialty 
of obstetrics and gynaecology has 
not spread outside the provincial 
hospital, whereas the lion’s share 
of obstetric work is at the district 
hospital or the sub-district health 
center and secondly because 
teaching departments of obstetrics 
and gynaecology still jealously 
protect their turf.

In my 40 years in Africa, I visited 
400 hospitals located in a dozen 
countries and never met an 

obstetrician in the ‘bush’. During 
my years as a district surgeon, 
the most common operations I 
had to perform were ‘obstetric 
and gynecological’, among them 
caesarean sections. Subsequently, 
for some 30 years, I visited 
the countryside as a flying 
pilotsurgeon. I operated altogether 
in 120 hospitals and at least 
half of my workload consisted of 
‘obstetrics and gynaecology’.

I recently (25th August 2005) 
presented my district surgeon 
experience in Durban, South Africa, 
and emphasized that a caesarean 
section is ‘primary surgery’ that 
cannot be left to obstetricians 
because there are too few of them 
and they are clustered in the cities. 
Several professors of obstetrics 
and gynaecology protested and 
maintained that caesarean sections 
must only be performed but by 
fully trained certified specialists.

I fully support Bergstro¨m in 
suggesting that the so-called 
paramedicals, selected clinical 
officers, nurses and midwives 
should be taught caesareans, 
and that if this is not done more 
and more women and babies will 
die in childbirth. Bergstro¨m may 
be right that the recent ‘brain 
drain’ has aggravated matters, 
although I would argue that the 
situation existed long before this. 
Finally, because obstetrics and 
gynaecology will remain part of 
district surgery for a long time 
to come, it would be wise to 
reorganize the teaching hospitals 
so that general surgeons can be 
adequately trained for that role.
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DOCTORS, like albinos, never 
die.  I don’t know where that 
myth originated from but many 
individuals of ‘the noble profession’ 
actually seem to believe it, from 
the way they live.  So the physician 

who advises people about the 
dangers of excess sugar intake 
is the first to rush for a bottle 
of Coke at an early-morning 
Drug Presentation, even 

when there’s bitter cocoa 
available.  There are 

doctors who chain-
smoke as if by virtue 

of having sworn 
the Hippocratic 
Oath the Greecian 

gods have made 
them immune to 

lung cancer.  How 
many of us ever bother 

to do regular check-ups, 
like we advise patients 

to?  Need 
I go on 
proving 
that we 
tend to 

think of 
ourselves 

as invincible; 
as immortal, 

even divine?
 
In one 

sense I am excited that this 
edition of our GMA magazine is 
focusing on health insurance.  I 
quickly realised though that if this 
segment does not speak directly 
to ‘divine doctors’ themselves, we 
might end up talking a whole lot 
about how everybody else needs 
health (and/or other) insurance 
except the mini-gods—doctors.
 
If you’re like me, then for years you 
have hated insurance, insurance 
agents and insurance companies.  
In fact, there’s an old saying that 
“insurance is not bought; it is sold.”  
For many people, had car (liability) 
insurance not been mandatory by 
the laws of the land, we’d have no 
single insurance to our names!  In 
fact in Ghana, inspite of our 42 
insurance companies, the insurance 
market is relatively small with a 
penetration of 1.57% (12.7% in 
South Africa).
 
Insurance is simply an arrangement 
with a company that entails 
paying them money (premiums) 
periodically (usually monthly or 
annually) and they in turn paying 
the costs if anything bad happens 
to you (ranging from illness or 
accident to theft or death).

BUILDING RIGHT
 
I am big on investments; I hound 
people until they stop wasting 
and start investing.  Yet I had 
a real paradigm shift when I 
got re-educated, not too long 
ago, and realised that actually 
proper protection is the very 
FOUNDATION of any proper wealth 

creation structure, even before 
investment per se.  
Let me show you why this 
arrangement (demonstrated 
in the diagram above) is vital.  
Like building a house, you must 
construct it right and strong from 
the ground up!  The quality of 
the foundation determines the 
durability of the house!  

ASSET PROTECTION
 
Have you ever seen a Sollatek 
advert in the newspapers?  It 
simply freaks me out.  In 
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DOCTORS 
NEVER DIE!
BASIS & BASICS OF PROPER 
PROTECTION

Lydia Dsane-
Selby

 
 
 
 
 
 



advertising their voltage stabilizers, 
they illustrate the need to “protect 
your valuable equipment” [assets] 
with a typical scene showing 
footballers who have formed a 
human wall against the free kick of 
the opposing team.  When you see 
these strong players’ hands crossed 
in front of them just ‘below their 
belt’ you don’t need a prophet to 
tell you why.  That is insurance!                                
What would you consider as your 
most important asset—your real 
estate, car, shares, clinic, company, 
bank account...?  Well your 
greatest and Number One asset is 
none of these; it is YOU!  In fact, 
not just you per se, but your ability 
to earn/generate an income.  So 
why is it that people, like I did for 
many years, go about protecting 
all these other things and not 
their own lives?  Without proper 
protection not only will there be 
an end to any source of savings for 

investment but the investments 
accumulated will surely be eroded 
in the event of any tragedy, ranging 
from critical illness to death. 
One writer on investment puts it 
bluntly: “Many families gamble 
by not having insurance, but one 

major expense—one child with 
leukaemia, one heart attack, one 
major accident—can wipe out their 
finances for a very long time.”  So 
much for the desire to end up 
wealthy! 
 
So you see, you just might never 
get wealthy without proper 
protection as your base, but then 
also if you want to remain wealthy 
after building your asset column, 
Sir/Madam, then protect your asset 
base by insuring it. 

OPTIONS
 
There are as many different types 
of insurance as there are agencies 
that Larry Burkett teases, “if you 
can say it, there is an insurance 
company out there somewhere 
that will write a policy to cover 
it.”  The fact remains that no single 
insurance plan fits everybody 
perfectly.  It is not my intention 
at all to give a detailed lecture on 
what insurance is and the nitty-
gritty of it.  Mine is to show you its 
role on the pathway to acquiring 
and retaining wealth.
 
For our immediate consideration I’ll 
just emphasise protecting your life 
and your ability to earn an income.  
In many parts of the world, 
every doctor would have to carry 
malpractice insurance because one 
law suit could completely wipe you 
and your practice off the wealth 
creation map forever!   What is 
your major skill that brings you 
wealth?  Protect it.  
 
There is Critical Illness Insurance, 
Disability Insurance and Longterm 
Care Insurance, for example, 
which ALL professionals—doctors, 
lawyers, pilots, dentists—should 
make use of so that if they 
can’t practice their profession 

for any reason (usually health 
reasons), their incomes will still be 
protected.
 
With Life Insurance, your family (or 
whichever beneficiary you state) 
receives money when you die.  The 
amount is usually calculated using 
the ‘DIME’ method to cover any 
outstanding Debts, Income for 
the bereaved family (many use 10 
times annual income), Mortgate 
and anticipated Educational 
needs of dependents. Usually the 
maximum amount of insurance 
is needed during what you will 
consider as the most critical years 
of your life.  For me, this is when 
one has just come out of school, 
earned a job and has begun a young 
family.  Everyone who is working 
and bringing bread home for the 
family must be insured.  As many 
income-generating individuals 
in the home as possible must be 
insured—remember they are assets! 
 
It is a good thing that you can 
protect your life and wealth while 
alive.  For me it is even further 
consoling that even in one’s death 
he need not become a liability or 
leave the family with debt.  Some 
insurance options even cover 
burial costs from hiring a hearse to 
securing a cemetery plot—and in 
Ghana, this is a BIG deal!
 
Besides all these, many insurance 
types, these days, have superior 
investments components, as 
good as investing in a top mutual 
fund, especially Universal Life 
insurance options that can 
allow one to seriously build up 
wealth in a very tax-efficient 
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Well your 
greatest 
and Number 
One asset 
is none of 
these; it is 
YOU!  
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Our mission in South Africa was 
simple; to support the BLACK 
STARS!   Some colleagues upon 
hearing this information decided 
to call us names rather than 
supporting us in solemn prayer 
and supplication.    The most 
outrageous one was when some 
one referred to these patriotic 
Ghanaian doctors as FOOT 
DOCTORS.
  
O colleagues, when would we 
appreciate things when it does not 
involve us personally?  Well folks, 
the good book even says pray for 
your enemy how much more your 
brother or sister as mandated by 
the Hippocratic Oath, that guides 
our profession?

The journey was not without its 
problems. The trial and tribulations 
as well as the individual wahalas 
started right here in Accra, Ghana 
before we emplaned to South 
Africa.  Hmm, did you know that 
the Elwak Stadium doubles as 
an airport? Believe you me, that 
is where the check in was done 
amidst great chaos, jostling and 
pushing.. Indeed, lots of people 
slept at the stadium after they had 
informed their friends and relatives 
that they had traveled to South 
Africa. 

After all, every stadium is a 
stadium whether world cup is being 
played there or not. 

For our contingent, some 
recalcitrant robbers broke into our 

car, (sorry the GMA car) at Elwak 
Stadium and made away with  
valuables including cash in  dollars, 
documents, lap tops and other 
personal belongings. 

The journey for us had started, God 
bless our home land.  

The World Cup showed the Good, 
the Bad and the Ugly side of 
the Ghanaian.  The idea of the 
government to sponsor the trip of 
many people to support the Stars 
in South Africa was good.  The 
organization can only be described 
as bad and the behaviour of some 
Ghanaians in South Africa was 
ugly.

One night after one of the games 
involving the Stars, I happened 
to miss my bus and found myself 
in another Ghana bus heading for 
the same destination. I thought I 
was lucky but that was never the 
case as some of my fellow country 
men decided to force me and other 
doctors in similar situation to get 
off what they called their bus. In 
the process I was given a hefty 
blow resulting in a deep cut on my 
upper lip. This has since resulted 
in acquired cleft lip.  Is this the 
peaceful Ghanaian? Never hope for 
a civil war in Ghana, because it will 
be deadly. Well, I later learnt that 
most of these people were hungry. 
Remember a hungry man is an 
angry man. That not withstanding 
we were supposed to be our 
brother’s keeper in a foreign land or 
at least so we thought.

 In one game, some 
Ghanaians even went 
as far as blocking 
roads to protest 
their inability to 
secure match 
tickets.. This 
stupidity was 
quickly dealt 
with by the 
adequately 
prepared South 
African police 
who descended on 
them with horses 
and buttons.    Who 
is to be blamed? 
The foot soldiers, 
supporters or the 
organizers? Be your 
own 
judge.

South 
Africa has proved 
to the whole 
world that 
Africa has 
arrived.  The 
World Cup’s 
Organization 
was one of the best in the 
history of the tournament.  The 
infrastructure was massive and the 
stadiums can simply be described 
as impeccable.

The Soccer City stadium called 
the ‘CALABASH’ does qualify as 
a mega structure, a wonderful 
edifice that can rival any in the 

THE FOOT DOCTOR
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world.   Would Ghana ever get 
a Stadium like this? Maybe in 
another generation.  How I wish I 
was wrong.

In a country where traffic lights are 
referred to as Robots, the home 
of the Vuvuzela provided the right 
atmosphere for the tournament.  It 
is a country with beautiful people.

The ladies are wonderful, pleasant 
even to the sore eyes. Their 
‘shapes’ are beyond comparison. 
For this is a tourism attraction in 
itself. Visit Soweto and you will 
never regret you did. My advice to 
the hungry guys out there is that 
it is for your eyes only!  I hope you 
get what I mean.  

The tournament saw the use of a 
special ball called ‘Jabulani’ which 
simply means ‘be happy’.  Yes, 
that’s the name, but remember 
the sadness this Jabulani brought 
to some goal keepers in this 
tournament.Roberts Greene of 
England and even our own Richard 
Kingston of Ghana could testify 
to this fact. Greene may never be 
given the opportunity to man the 
post again for England. Miracles do 
happen though. 

This was one tournament where 
the big actors in the game 
could not perform. Lionel Messi 
of Argentina failed to score a 
single goal, though he was the 
world’s best footballer before 
the tournament. Christiano 
Ronaldo of Portugal and Wayne 
Rooney all failed to perform to 
the expectation of the footballing 
world.

The Host Nation despite being 
kicked out in   the first round did 
not take the excitement from the 
tournament.  This is a big credit 

to the people of Africa South and 
Africa in general. The attendance 
to the rest of the games did not 
suffer and the vuvuzelas never 
went silent. Some may suggest 
that it was because tickets were 
already sold out. 

How can I write about the World 
Cup without mentioning Paul. I 
am not referring to the Biblical 
Paul but Paul the Octopus. The 
multilegged creature did predict 
eight matches and got all results 
spot on, including the final 
match.  Hmm!! Is this sorcery or 
witchcraft? Man I don’t know!  I 
can assure you, if this creature 
had been from Africa, the Western 
world would have used all manner 
of words to describe us. We 
Africans will not complain except 
however, the Octopus Paul is 
heavily hated by controversial 
leaders like Robert Mugabe, who 
did indicate that this phenomenon 
can only be described as a Western 
propaganda and that if Octopus 
Paul is made available to him, it 
will definitely be used for dinner. I 
believe Mugabe and I support him 
on this. I hope the animal rights 
advocates will not come after 
me-please enough of my blood has 
been spilt in South Africa.   

Talking about controversy, it was 
in full display, during and even 
after the tournament.  Some of the 
decisions taken by certain referees 
raised a lot of eye brows with FIFA 
sending some of them packing long 
before the tournament came to an 
end.

Good goals were denied by referees 
in the match between U S A and 
Slovenia as well as the second 
round match between England 
and Germany. It was clear that 
Frank Lampard’s effort had crossed 

the line. These mishaps have 
strengthened the hands of those 
who believe it is time for a goal 
line technology to be used to aid 
referees.  Some bad goals were 
also made to stand by these same 
knights of the whistle, when it was 
obvious that infringements had 
been committed before these goals 
were scored. Typical incidence 
is when Fabiano controlled the 
ball with his hand before scoring 
against Cote d’voire in their 
match with Brazil.  Carlos Tevez of 
Argentina was clearly offside when 
he scored the first goal against 
Mexico.

After the World Cup the 
North Korean team 
was punished back 
home by being 
paraded before 
some students 
to be hooted 
at for their 
poor showing 
at the World 
cup. The 
Coach was 
forced to do 
construction 
work as his 
punishment. My 
suggestion to these 
miserable footballers and 
the Coach is; ALUTA, ALUTA 
NOW!

May be all footballers in North 
Korean should resign from playing 
for the National team. ‘Walahi’…, I 
am very sure they would be sent to 
prison if they should contemplate 
anything close to this idea of mine.

The 2010 World Cup has come and 
gone but no Ghanaian and in fact 
the footballing world can forget the 
exploits of the Black Stars. Ghana 
carried the flag of Africa very high.  

gmaFOCUS 45



gmaFOCUS46

gmaFOCUS ghana medical associationresearch & development



They have equaled the records set 
by Cameroon and Senegal as the 
only African countries to reach the 
quarter finals in the history of the 
tournament. 

But for  the intervention of the 
‘’devil’ Suarez, seen as an angel in 
his homeland, who handled a goal 
bound shoot in the last minute of 
extra time with Uruguay, the Stars 
could have gone a step further. 
The penalty awarded was blasted 
against the bar by Asamoah Gyan, 
the leading goal scorer for Ghana 
in the tournament.  Unfortunately, 

he would be remembered more for 
the penalty miss than for all his 
contribution to the success story 
of the Black Stars. 

The exact opposite of Asamoah 
Gyan is Andres Iniesta of Spain, 
who would be remembered for 
his powerful drive that sent the 
stubborn Holland packing in the 
last four minutes of extra time to 
enable Spain win the world cup for 
the first time in their history.  I can 
only say congratulations to Spain, 
The World Champions. Incidentally 
they are the reigning European 
Champions as well.

The next World Cup will be in Brazil 
in 2014 and hopefully the FOOT 
DOCTORS will be there.

South Africa has 
proved to the 
whole world that 
Africa has arrived
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pgrogramme

TUESDAY, NOV 2, 
Arrival & Registration of National Executive 
Council Members
WEDNESDAY, NOV 3,
National Executive Council Meeting 
Arrival & Registration of General Members

THURSDAY, NOV 4,  
SCIENCITIC MEETINGS  -SESSIONS I & II
SESSION I: CHAIRMAN: DR. DANIEL ASARE, 
MEDICAL SUPT, REGIONAL HOSPITAL, KOFORIDUA

08:00-09:00 ARRIVAL AND REGISTRATION OF  
  PARTICIPANTS CONTINUES
09:00-09:05 OPENING PRAYER
09:05-09:10 WELCOME ADDRESS:  
  DR. E. FREMPONG BOATENG 
09:15-09:45 THE POLICIES ON MATERNAL   
  HEALTH CARE; PAST AND PRESENT:  
  DR. ELIAS SORY, D-G, GHS
09:45-10:15 THE STATE OF MATERNAL HEALTH  
  CARE IN GHANA, DR. PATRICK   
  ABOAGYE, GHS

10:15-10:45 DISCUSSIONS & CHAIRMAN’S   
  REMARKS
10:50-11:30 SNACK BREAK

SESSION II: 
CHAIRMAN: DR. ERASMUS AGONGO, RDHS, 
KOFORIDUA

11:30-12:00 BRIEF INSIGHT INTO REALITIES AND  
  WAYFORWARD 
12:00-12:30 PANEL DISCUSSION
  TEACHING HOSPITAL
  REGIONAL HOSPITAL
  DISTRICT HOSPITAL 
  FUTURE-CHALLENGES
12:30-13:30 DISCUSSION & CHAIRMAN’S   
  REMARKS
13:30-14:30 LUNCH BREAK
14:30-17:30 GAMES & TOURISM
19:00-21:00 COCKTAIL, REGIONAL HEALTH 
  DIRECTORATE, KOFORIDUA
FRIDAY, NOV 5, 
OFFICIAL OPENING CEREMONY

Theme

Venue Date
“Maternal Health Care In Ghana: The Realities Beyond The Policies”

Capital View Hotel, Koforidua, E/R 2-7 NOV 2010

for the 52nd Annual General Conference
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Contact
Emmanuel Kofi Glover on 028 538 5910  I  021 325992/3 

Email: voyage@dpiprintgh.com
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07:00-08:30: Registration Continues 
08:30 -08:45 All Seated
09:00-10.00 Presentation by Pharmaceutical  
  Companies
10:00-12:00 OFFICIAL OPENING CEREMONY
  ARRIVAL OF INVITED GUESTS
  
  OPENING PRAYER: BY
  WELCOME ADDRESS: DR.  EDWARD  
  FREMPONG BOATENG, CHAIRMAN,  
  EASTERN DIVISION
  FRATERNAL MESSAGES
  CULTURAL DISPLAY
  
  CONFERENCE ADDRESS: DR. 
  EMMANUEL ADOM WINFUL,   
  PRESIDENT, GMA
  
  ADDRESS BY GUEST OF HONOUR:  
  HON. DR. BEN KUMBUOR, MINISTER  
  OF HEALTH
  
  ADDRESS BY GUEST SPEAKER: 
  AMBASSAD DOR DR. EUNICE   
  BROOKMAN-AMISSAH, VICE 
  PRESIDENT OF IPAS, AFRICA   
  ALLIANCE, SPECIALIST IN OBST  
  & GYNAE & FORMER MINISTER OF  
  HEALTH AND GHANA AMBASSADOR  
  TO THE NETHERLANDS
 
  
  KEYNOTE ADDRESS BY SPECIAL  
  GUEST OF HONOUR: HIS   
  EXCELLENCY JOHN DRAMANI

  MAHAMA, VICE PRESIDENT OF  
  THE REPUBLIC OF GHANA GMA  
  FELLOWSHIP AWARDS AND 
  HONOURS
  VOTE OF THANKS: DR. PAAPA   
  PUPLUMPU
  CLOSING PAYER
  GROUP PHOTOGRAPHS

12:00-12:15 OPENING OF EXHIBITION & SNACK:  
  OPENING BY SPECIAL GUEST OF  
  HONOUR
12:30-13:30 LUNCH BREAK
14:00-17:00 AGM OF GMA PENSION FUND
19:00-21:00 COCKTAIL, RESIDENCY, RCC

SATURDAY, NOV 6,
08:00-09:00: Registration 
09:00-16:00: GMA Business Session 

19:00-TDB: Dinner Dance AT BANQUET HALL OF  
  CAPITAL VIEW HOTEL

SUNDAY, NOV 7,
10:00:  Press Conference on Conference  
  Communiqué 
10.00-11.00 Brunch & Departure

friendship
An elderly patient shook his doctor’s hand in gratitude and said, “Since we are the best 
of friends, and I am using my insurance card and I would not want to insult you by 
offering you any co-payment, I would like you to know that I mentioned you in my will.”

“That is very kind of you,” said the doctor emotionally, and then added, “Can I see that 
prescription I just gave you? I’d like to make a very small change.”
Patient: “Oh, really?”
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I believe a similar argument 
can be made for cervical cancer 
screening.
How do we go about screening 
for cervical cancer with very few 
Cytologists/Cytotechnologists and 
Gynaecologists?

A few years ago (and even now?), 
some people could not bring 
themselves to accept that some 
of us (Members, not Fellows) 
could call ourselves Specialist 
Obstetricians/Gynaecologists.
Have you heard about the 
statement: “There are no ‘half 
surgeons’” (in response to a 
question why doctors from Internal 
Medicine and Paediatrics were 
recognised as Specialists after 
the West African College Part I 
examinations, but not those from 
Obstetrics & Gynaecology, and 
General Surgery)? Cheers

Kofi Effah
Obstetrician/
Gynecologist
Battor Catholic 
Hospital
 
Hi Kofi,
Thanks a lot for this thought 
provoking article you sent.
It raises a lot of questions and 
requests answers that must 
be carefully thought out and 
implemented if we are to move 
from our current state of depravity 
to a level befitting for our nation.
We have heard politicians talk 
about measures to address the 
MDGs but seldom do they mention 
the issue of human resource.
We have heard technocrats talk 
about the issue of human resource 
challenges in our very nation but 
seldom have we heard of pragmatic 
long term solutions that will be 
appropriate for this nation. What 

we rather see are adhoc very 
very short term solutions which 
eventually end up driving the 
workforce of the nation outside 
thus further depleting the empty 
bank.

I think we need to have a stake 
holders forum on these human 
resource challenges in our health 
sector, so that all concerns can be 
brought to the fore and pragmatic 
solutions be found for them. 
It will take a lot of effort and 
commitment from all concerned 
but till then, addressing these 
MDGs and whatever may come up 
thereafter will only be a mirage.
Thanks once again. Stay blessed

Victor Etwire  
Pediatric Surgeon
Korle Bu Teaching 
Hospital 

Africa has approximately 25% of the burden of the world’s diseases but only 1.3% of the world’s health 
workforce. To address this severe shortage its implications for achieving MDG 5 considered, Staffan Bergstrom 
of the Division of International Health, Karolinska Institute, Sweden reveals and advocates for some creative 
solutions adopted by third world countries like Malawi and Mozambique. 

Mozambique has “created a new cadre of surgically trained medium level providers of care. These so called 
‘tecnicos de cirurgia’ correspond to surgically trained assistant medical officers in other southern and eastern 
African countries.” Interestingly a study of  post op outcomes of almost 2000 caesarean deliveries was 
similar for obstetric specialists and the ‘tecnicos de cirurgia’. These new cadres do in addition bowel repairs, 
hysterotomies and emergency caesarean sections etc. Is delegating surgery to non doctors an interim solution 
or a sustainable approach for the future? More importantly, are there any lessons for Ghana where maternal 
mortality ratios hover in the high region of 450/ 100, 000 live births?
Four Ghanaian doctors share their thoughts.

Who will

when there is no doctor?
do the caesareans
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Hi Victor, Kofi!
It is an interesting discussion we 
are having here. 
About the substantive, Victor!
There is a lot being done about the 
human resource issue and subtle as 
it may appear, the effect/impact is 
manifesting on the ground (I mean 
the real ground). I can understand 
why it may not be that apparent 
in say Korle-Bu, but, as someone 
doing the trek to rural communities 
and health centers across six 
districts in Brong Ahafo as part of 
daily routine, I sure do know what I 
am talking about here. 

Increased enrollments in nursing 
training institutions, establishment 
of more CHO schools and 
compounds, the Kintampo rural 
health training school starting 
the direct MA programs, health 
centers gaining greater autonomy, 
better mobile communication 
(thus internet access) are leading 
to people being available and 
accepting to work in areas where 
they would, in recent past, not 
have accepted to be posted. 
We need however to be mindful of 
quality! The structure of the Ghana 
College is also contributing to 
make residents available at district 
level. But we need to deepen this 
potential resource. 

Of course, of course, there is 
a lot of room for improvement 
and I do agree with you that the 
human resource issue is key to 
accelerating achievement of the 
MDGs. Just to chip in that, more 
community (or health center)-
based midwives are needed to 
ensure universal coverage to skilled 
attendance at delivery!! 

One thing that worries me however 
is the seeming disconnect between 
the training programs in Korle-Bu 

(same, but perhaps to a little lesser 
extent, Komfo Anokye and UDS) 
and the real needs of the health 
system. 

Our most-skilled colleagues in 
Korle-Bu ought to move to support 
the training of more middle-level 
personnel. At the present rate of 
production of the “most-skilled”, 
we are unlikely to cover the 
country and meet the aspirations 
of majority of the people. 

The concept of task-shifting is now 
internationally recognized and we 
can’t run away from it! 

In Zambia, I saw trained “non-
health personnel” doing VIA (visual 
inspection with acetic acid) to 
screen for pre-cancerous lesion in 
HIV/AIDS patients (cervical cancer 
prevention programs). Do we really 
believe, that at the current rate 
of production of pathologists in 
Ghana, we will be able to cover 
the country, as we are required as 
managers of the health system? 
Under the auspices of the Ghana 
College (expectedly to assure 
quality), the pathology department 
needs to develop diploma 
programs in Cytopathology, much 
as the radiology department 
needs to develop courses in 

Ultrasonography, 
Mammography etc. 
The Urology unit (dept) 
needs to respond to our 
peculiar need and develop a 
dedicated program in BPH and 
prostatectomy! Otherwise, in 
the absence of Urologists (not 

a single one at my last check) in 
the entire northern sector of our 
country, where do we think the 
BPHs there are going? They are 
dying needlessly! And that is the 
plain truth! 

In Malawi, Tanzania, Mozambique, 
Med Assists have been trained to 
do caesarians and they have been 
very successful. Performances 
comparatively at par or better 
than doctors have been well-
documented.

The eye program in Ghana could 
not have achieved the successes 
it chalked if it decided to wait to 
have ophthalmologists trained to 
do cataract surgeries! Med Assist 
and other cadre were trained and 
they have successfully conducted 
cataract surgeries for thousands of 
people in rural Ghana.

The needs of our people are many 
but in real terms revolve around 
a few main conditions. We need 
training programs 
specifically-targeted to 
met these needs. 
Cheers 

Frank Baiden
Public Health Physician 
Kintampo Health 
Research Center

 

-
 

Hi Frank,
I agree with your submission 

and know that there is more 
going on than meets the eye. 
I don’t have much knowledge 

in those areas and so 
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can’t comment.

I have this to say; 
We need to train lots of people 
in many different fields which 
requires not only the facilities, the 
infrastructure etc etc but also the 
trainers. My pick is on the training 
of the trainers. 

We keep assuming that those who 
trained us (you and I) will live 
forever and so as soon as we have 
some middle level manpower that 
they have trained, we should send 
them straight away into those 
areas that we need them for. This 
however should not be so.

In the first place, we started with 
a deficit of trainers so that our 
trainers  were already in short 
supply and AGED. Now we train 
a few to not only beef up the 
numbers but also replace but when 
they are half cooked as trainers, we 
bring in policies to kick them out. 
I don’t also believe that we should 
retain all the people who have been 
trained to become trainers because 
we don’t all have the skill. I think 
that we have to strike a balance 
and make sure that we are well 
served in all areas.

As we strive to get golden and 
silver eggs to the deprived areas, 
we need to also ensure that the 
goose that lays these eggs is alive 
and fit to continue doing so.

Additionally, our training centres 
are few and need to be widened. 
The Kintampo School for MAs has 
existed for many years. Is there 
another one other than this? If 
yes, then well done. If no, then 
there is the need to add others 
because it serves the nation very 
well and can be the equivalent 

of what is happening in Uganda 
etc. We will need to strategise 
like others have done to train 
some level of personnel fit for our 
country; the US has physician and 
surgical assistants and they are 
serving them well. They also have 
surgical technicians who work in 

the operating rooms to supplement 
the work of the nurses. We need 
to do similar stuff fit for our need 
and properly, so that we bridge the 
human resource gap. We had these 
Health care assistants who were 
part of the NYEP and they did very 
well in the hospitals. That is a good 
example of “approtech”. (Do you 
remember that course in FUE?). A 
lot of them have been withdrawn 
recently. I don’t know if they will 
be replaced.

Do you know that sometimes we 
can be our own bottlenecks?

I visited 2 institutions in this 
country; one in Accra and the 
other in another region and offered 
my service as a pediatric surgeon 
on scheduled visits to reduce the 
flow of patients needing pediatric 
surgery services from these 
institutions into Korle-Bu. This 
was after I had done some work 
to see if they had the necessary 
equipment and personnel for such. 
I left my contact information so 
I could receive a feedback on my 
offer. After waiting for some days 
and weeks, i called back on 3 good 
occasions to find the feasibility of 
the service. In all of it, I was told 
I would be given a feedback when 
issues had been discussed etc etc. 
To date, I have had no such call. 
How many times must I call to get 
this to happen?

There is a hospital in a region that 
a group and I visit yearly to offer 
general surgical services since 
2004. We operate on averagely 
75 Ghanaians during a one week 
visit. The challenge: never has the 
hospital called to say thank you; 
never have they called to find out 
if it will be possible for us to visit 
again; despite having been there for 
several years, we have to always 
prompt them that we will visit and 
tell them what to get ready for the 
work (which has not changed much 
over all these years) and last year, 
we had to insist on them serving us 
some soft drinks whilst we worked 
(which tells you that we don’t 
demand a pesewa from them – it’s 
all free). Oh and anytime we visit, 
the resident doctor just leaves the 
hospital to us. He seems to have 
meetings outside the region any 
time we get there. How long can 
such things continue to take place? 
The peripheries lament about their 
lack but can’t even put in the least 
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support for such internal specialist 
missions to take place. Last year 
we reviewed a document from GHS 
about specialists in the tertiary 
institutions mentoring regional 
and district hospitals and this 
was supposed to be driven by the 
peripheral hospitals. We saw it as 
very novelle and made comments 
and suggestions hoping to get a 
feedback but .. .. your bet is as 
good as mine. I will rest my case 
here till I think of something more.
Take care

Victor
 
Hello Victor!
Very well-said, very well-said! You 
have a point and I am with you! 
A lot of human attitude issues.  
You have provided real food for 
thought! Cheers
 
Frank

This discussion gets interesting 
everyday!
Victor, have you considered the 
fact that this ‘attitude problem’ 
you describe may be from the 
visiting doctors (like you and your 
group) rather?
I have two pages with me, from 
a journal (I don’t even know 
the name of the journal). It was 
published in March 2008, and is 
an abstract of the thesis of Judith 
Van De Kamp (Graduate Medical 
Anthropology and Sociology, 
University of Amsterdam). I have 
copied Judith Van De Kamp, 
She may furnish us with the full 
abstract and the journal.
 
I bring you excerpts:
In short, the results show that 
the short term medical work of 
Dutch health workers is not always 
appreciated, because some have 
their own interests, act arrogantly, 
feel the need to change the 

existing system without knowing 
how to handle such changes in the 
particular cultural setting, do not 
contribute to the direct needs of 
the hospital, and have not informed 
themselves about national and 
local regulations. Judith Van De 
Kamp

Victor,
 
A few points:
1. I am sure there are other 
doctors/teams (highly specialised) 
from Europe or the USA that feel 
the same way about Korle Bu 
(maybe your Department!, and 
other Teaching Hospitals in Ghana) 
as you feel about those hospitals 
that are reluctant to get back to 
you after you made the first move.

2. Maybe our Ministry of 
Health (?Ghana Health Service; ? 
the Christian Health Association of 
Ghana) should have something like 
DuDoC to coordinate activities of 
‘mission’ doctors/teams that want 
to serve in the periphery so that we 
can get the maximum benefit from 
them?

3.  I come back to your 
point about training of trainers 
(the ‘golden hen’). I would 
restrict myself to Obstetrics 
and Gynaecology (my field), and 
ask again why doctors are not 
recognized as specialists after 
the West African College Part 
I examination as happens in 
Paediatrics and Internal Medicine? 
One either comes out as a Fellow 
or ‘nothing’. Many who could 
have ended up as ‘middle level 
manpower’ (like me, from the 
Ghana College) drop out. Others 
take 10 years to complete the 
program and are unwilling to be 
trainers. We are told it is not 
mandatory for Residents to do any 
District rotation (service).

Is this really a program designed to 
solve the problems of Ghana?
Maybe we can do an ‘audit’ and 
find out how many doctors started 
the program (since say 1990), and 
how many ended up as trainers? 
It is a challenge to the Ghana 
College, not only to produce 
‘middle level manpower’ to do the 
work (especially in the districts), 
but also to produce trainers. And 
should training only be in the 
Teaching Hospitals? Or eventually 
we are going to get doctors 
who train out of the ‘traditional 
Teaching Hospitals’ and can pass 
the final examinations?

As Frank put it, we must design 
programs to solve the problems of 
Ghana!!!

Kofi Effah

Hi Kofi,
Thanks for the contribution made 
concerning “missions” to hospitals. 
I am well aware of the nuisance it 
can create in the midst of it trying 
to alleviate the suffering of our 
own people. It is a real problem but 
has solutions to it. I think that we 
err when we assume the position 
of superiors over others because of 
their lack and hence not take them 
into consideration when planning 
such things. I will not divert the 
focus of the discussion and hence 
let it lose its significance. As such 
i will not try in any way to justify 
my group or otherwise because it 
will be to no avail. However, I will 
carefully study the article and look 
for the add-ons for my future work.

Not withstanding that, I believe 
that those of us at the receiving 
end, having noticed some of the 
problems such offers can bring, 
should be ready to dialogue with 
groups and organisations that want 
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to partner us or help our 
people and let them know 
the cultural challenges 
and differences etc that 
exist and by so doing 
facilitate the work in a way that 
will not leave us sore in any way. 
Sometimes, we at the receiving end 
are not ready to commit in any way 
and expect the visitors to bear the 
cost of everything, which I think 
is not fair in as much as we agreed 
for them to come (communication 
eases a lot of aches). If you offer 
to come to my house to repair 
something, I must find out what 
my commitment will be to the last 
detail.
 
Shall we then say that there is no 
point in going out to help because 
we may disorganize someone’s 
instruments and theatre setting 
etc? Far be from it. As long as the 
two parties agree that there is 
help to be offered, a way can be 
sought that is amicable to both. 
Or else, we should shut up and not 
complain that we lack personnel, 
resources etc.

How many doctors are in Ghana? 
How many doctors should Ghana 
have? What is the deficit?
How are we going to make up for 
this deficit and how long will it 
take us? In the interim, what are 
some of the ways we can help 

Ghanaians 
so that the 
impact of this 
deficit is not 
catastrophic?
What are the ways 
to ensure equity in 
distribution of the 
available manpower so 
as not to be distressing 
to the manpower and 
the nation as a whole? 
(There is no where in this 
world with equity in distribution of 
manpower; the best we have is a 
relative equity)

What is the PLAN for this nation as 
far as human resource development 
in the health sector is concerned 
and where can I find it?
Please give me some answers if you 
are privy to any? 
Have a nice weekend.

Victor 
 
Hello Victor, 
Kofi and others,
Interesting discussion this is! 
Thanks for sharing a part of it with 
me, although I have no idea who 
most of you are and how you’re all 
related, etc.

In Holland 
there is an new organization now, 
trying to coordinate a lot regarding 
Dutch medical visits to Ghana, 
train people, give advice on do’s 
and dont’s for Dutch medicals 
going abroad, etc. It’s called 
DuDoC: Dutch Doctors on Call 

(www.dudoc.org).

Judith 
 

Hi Judith,
Thank you very much for 
responding. 

Kofi Effah.
 
Dear ALL,
I think its been quite an interesting 
discussion and we may go on 
endlessly. Let’s leave some for 
others to also ponder over. Surely 
something (or event) will bring us 
back to these issues sometime 
soon. 

Frank 

Hi! All,
Thanks for copying this mail to me.
I’ve read a fair bit of the discussion 
from as far back as I can to get the 
substance. 

equal pay for equal work
An auto mechanic was removing some engine valves from a car when a renowned cardiac 
surgeon drove in for car servicing. 

Auto mechanic in a loud voice: “Doc, look at this work. I also take valves out, put in new 
parts, and when I finish this baby will fire like a new one. So how come you get the big 
money, when you and I are doing basically the same work?”
Surgeon: …”Try doing your work with the engine running.”
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My comments will be brief for now, 
but we can pick up on different bits 
with time. 

I agree there is a lot of re-
organisation/re-focussing of the 
Ghana Health Service required 
to make it for the future. This 
will require cooperation from all 
concerned rather than digging 
in our heals and blaming the 
proverbial Ghana Civil/Public 
Service bureaucracy. 
I agree entirely that there is a place 
for ‘middle grade doctors’ to bridge 
between consultants and junior/
training grades. In the UK , they are 
called ‘Career Grade Doctors’. The 
current UK system is not flawless 
but definitely offers good examples 
that can be emulated by the GHS.  
The old argument about half baked 
specialists is out of vogue. As 
long as there are set principles 
and grading and the professionals 
know their limits, as required by 
Good Medical Practice principles 
such a system is implementable. 
In Ophthalmology in Ghana , the 
one year Diploma programme 
encourages this very principle, and 
has allowed more middle grade 
ophthalmic medical personnel to 
be trained recently. They cant, and 
are not expected to, undertake 
complicated surgery but provide 
support. There needs to be an 
official audit though.  

The issue about overseas medical 
teams from western operating in 
Ghana and elsewhere has engaged 
a fair bit of attention recently.  
The over-riding principle is that 
such teams are welcome if they 
are aimed at leaving something 
behind. It should be about capacity 
building, and skills training rather 
than a short-term surgical blitz. 
This would allow a build up of 

local expertise so that long term 
dependence on the west is reduced. 
Easily said, isn’t it? 

I’m happy to discuss the issues 
raised here, and others if felt 
useful, in any 
forum.  Best 
wishes.

Dr. Winfried 
Amoaku
Ophthalmologist 

Thank Winfried!
Much as we write it so lightly 
(albeit diplomatically), the harm 
that the status quo has caused and 
is causing to our health delivery 
system is incalculable. 
Perhaps those of us who believe 
in this, should be begin to explore 
ways we can get together to lobby 
to get things to change.
Kofi! Any ideas??

Cheers
 
Frank

Hi! Frank, and All,
Kofi has kindly sent me the original 
article and letter which set off the 
debate.
 
You must remember that policy 
makers, politicians, and the better 
off in society always seek the 
best treatments for themselves 
and their families. A lot of them 
go abroad for treatment using 
amounts that if properly utilised 
can help improve the delivery of 
local health services.  There are 
other vested interests in the status 
quo.

The bottom-line is that there are 
problems that will not go away, 
unless the underlying issues are 
addressed.
 
The training and italicisation 
of non-medical staff to deliver 
‘routine’ services are not without 
its own problems. Again, I 
know that has been utilised in 
Anaesthesia in Ghana over the 
years. Whether this is suitable for 
all other specialities needs to be 
evaluated.
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In my view, we need to re-assess 
service delivery within each, and 
all speciality areas to determine 
priority. We have most of the facts, 
issues and potential solutions. We 
require a group to put all these 
together objectively for discussion.
 
The GHS needs to sit up. We were 
told the GHS will help deliver 
better healthcare to Ghana. Let’s 
see the action.
 
I think it is about time the GMA 
also sits up and be counted. Salary 
negotiations are important, but 
are not the only reasons for the 
existence of it. Oops, I said it!
 
I agree we should explore other 
ways of moving things forward.
Best wishes

Winfried

Dear Dr. Amoaku,
Thank you very much. I admire 
people who ‘speak their minds’ 
(though I may not always agree 
with them).
I like restricting myself to 
Obstetrics and Gynaecology (my 
field; as I am more confident there).
If you look at the priorities in 
developing countries (attached 
article), it is clear that we have to 
change our approach in Ghana (very 
clear from the discussion we have 
had here so far).
 
The question is: How do we get 
started?
There are some who believe that 
‘with time, things will take care of 
themselves and get better.’
Is that the solution?
Kind regards,

Kofi Effah

Hi! Kofi,
I appreciate why you’d like to 
restrict yourself to your field. 
 
It is for the same reason that I 
suggested earlier that ‘we need to 
re-assess service delivery within 
each, and all speciality areas’. 
 
A group of like minded concerned 
persons can put together 
a ‘position paper’ directed 
simultaneously at the GHS, MoH, 
and GMA. At the same time an 
article in the dailies would draw 
the public attention to the sorry 
state of affairs.
Cheers

Winfried
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2. Dr. Mahama, Jacob
3. Dr. Twumasi, Akwasi. [RDHS]
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36. Dr. Anthony Anyasombe
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40. Dr. Thomas Annabah
41. Dr. Titigah Babatuiamu    
      Abraham
42. Dr. Justin S. Dakorah
43. Dr. Tee Doreen Baapawo
44. Dr. Valentine Akulpwu
45. Dr. Yirimeya Numdeen Bugri
46. Dr. Gilbert Adjei Donkor
47. Dr. Eric Gyamfi
48. Dr. Peter Gyamfi Kwarteng
49. Dr. Isschar Sam
50. Dr. Nina Wanye Angkosaala
51. Dr. Yakubu Cosmos
52. Dr. Samira Seidu Bogobiri
53. Dr. Issah Bukari Mohammed
54. Dr. Adu Ofori Kwame
55. Dr. E N Gyader-Dean SMHS 
56. Professor Kyei Aboagye-SMHS 
57. Dr Emmanuel K. Bidzakin 
58. Dr Isaac Boamah 
59. Dr. Godwin Osei Poku 
60. Dr. Boa-Antwi Nana Kwame 
61. Dr. Ayete Labi Athanasir 
62. Dr. Victor Tonhuti Dubure 
63. Dr. Louisa Salia 
64. Dr. Dickson Bandoh 
65. Dr. Mark Asamani 
66. Dr. Offei K Owusu 
67. Dr Maxwell Mensah 
68. Dr Samuel Manya 
69. Dr Roger Deriguba 
70. Dr Kwame Hector 
71. Dr Francis Asamoah 
72. Dr. Kwame Ekremet 
73. Dr Aboagye-Maarfo 

74. Dr Noble Ayitey Ayayee 
75. Dr Imogie Sunday 
76. Dr Collins Yeboah Oduro-
      Boateng 
77. Dr Ebenezer Forson 
78. Dr Adika Patrick 
79. Dr Osei Owusu Mensah 
80. Dr Euodia Antwi 
81. Dr Diana Donkor 
82. Dr Rita Adu Adjei 
83. Dr Dominic Ottu Awuah
84. Dr. Kwaku Agyeman-Duah 
85. Dr. Rashda Nasim 
86. Dr. Okai Benard Kwaku 
87. Dr. Abdul Jalilu Mohammed M. 
88. Dr. Abdul-Latif Alhassan 
89. Dr. Osman Hakeem Ofosu 
90. Dr. Isshaku Jahason 

WEST HOSPITAL, TAMALE 
91. Dr Abdul Majeed Bashiru

DISTRICT HOSPITAL, YENDI
92. Dr. Abankwah, Sampson A.

DISTRICT HOSPITAL, WEST 
MAMPRUSI, WALEWALE
93. Dr. Abenyeri, John 

DISTRICT HOSPITAL, GUSHEGU 
94. Dr. Nsoh, Azaare

DISTRICT HOSPITAL, EAST 
GONJA, SALAGA
95. Dr. Sarkodie, J.O.

DISTRICT HOSPITAL, BOLE
96. Dr. Nyuzaghl, Josephat 

DAMONGO HOSPITAL 
97. Dr. Donkor, Ernest Addo 
98. Dr. Kubio, Chrysanthus 

NORTHERN
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DISTRICT HOSPITAL, BIMBILA 
99. Dr. Ire, Alex 

SDA HOSPITAL, TAMALE 
100. Dr. Dakura 

TAMALE CENTRAL 
HOSPITAL, TAMALE
101. Dr. Bampoh, Patrick Owiredu

DISTRICT HOSPITAL, SAVELUGU 
102. Dr. Bosumtwi, S 

KINGS MEDICAL CENTRE 
103. Dr. James Duah 
104. Dr. Sakyie Felicia 
105. Dr. Amoah 
106. Dr Frank Opoku-Mensah 

PRIVATE PRACTITIONERS 
107. Dr. Kabir, Augustine G. 
108. Dr. Opoku, Richard 
109. Dr. Kuubiere,Callistus 
110. Dr. Mumuni, L.

REGIONAL HEALTH 
DIRECTORATE, BOLGA
1. Dr. Awoonor-Williams, John Koku
2. Dr. Akpablie James K.
3. Dr. Opoku, Ernest Cudjoe

BONGO DISTRICT 
HOSPITAL, BONGO
4. Dr. Majeedallahi, Alhassan
5. Dr. Kwofie, Gabriel
6. Dr. Duodu, William
7. Dr. Marfoh, John Kwasi 

ZEBILLA DISTRICT HOSPITAL
8. Dr. Atobrah, Patrick

REGIONAL HOSPITAL, BOLGA
9. Dr. Aborah, Samuel
10. Dr. Anongura, Richard S.
11. Dr. Baffoe, Peter
12. Dr. Yembilla, Nicholas N.

BAWKU PRESBYTERIAN HOSPITAL
13. Dr. Bawa, Chris
14. Dr. Foli, Robert Mawuli
15. Dr. Hornametor, Afake Y.

16. Dr. Manu, Stephen K. 
17. Dr. Mustapha, Kamali
18. Dr. Seidu, Sekunibe S.
19. Dr. Tunni, Abel 

BAWKU MUNICIPAL 
HEALTH DIRECTORATE
20. Dr. Afful, Thomas Mensah
21. Dr. Dokurugu, Abdul-Razak 

GARU TEMPANEDISTRICT 
HEALTH DIRECTORATE
22. Dr. Asaana, Francis

NORTHERN

UPPER EAST
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WAR MEMORIAL HOSPITAL, 
NAVRONGO
23. Dr. Amofa-Sakyi, Modupe
24. Dr. Forgor, Abudulai
25. Dr. Gudu, William

SANDEMA DISTRICT HOSPITAL
26. Dr. Sarkodie, James

NAVRONGO HEALTH 
RESEARCH CENTRE
27. Dr. Ansah, Patrick Odum
28. Dr. Ansah, Nana Akosua (Mrs.)
29. Dr. Atuguba, Frank A.
30. Dr. Babayara, Michael

31. Dr. Forgor, Abdulai Adams
32. Dr. Hodgson, Abraham V. O.
33. Dr. Oduro, Rexford Abraham 
34. Dr. Opoku, Ernest Cudjoe
35. Dr. Williams, John E. O.

KASSENA-NANKANA DISTRICT 
HEALTH DIRECTORATE 
36. Dr. Marfoh, John Kwesi

NAABA AKPARABILLA MEDICAL 
CENTRE P. O. Box 22, Zebilla, 
Bawku West District 
37. Dr. Rodriguez, Celia Yamile     
     Delis

GHANA MEDICAL ASSOCIATION, 
BRONG AHAFO REGIONAL 
DIVISION LIST OF MEMBERS 
 
REGIONAL HEALTH DIRECTORATE, 
BOX 145, SUNYANI. Tel. 
0352023400, 0352027120.
1.Dr. Aaron Offei
2.Dr. E. K.Tinkorang

MUNICIPAL HEALTH 
DIRECTORATE, SUNYANI, 
BOX 311, Tel. 03252023438.
3.Dr. David Opare

REGIONAL HOSPITAL , SUNYANI, 
BOX 27, 0352028460/61
4.Dr. Jacob Abebrese
5.Dr. Kwasi Dei Anane
6.Dr. Clarius John Oppong
7.Dr. Anthony Leo Ofori
8.Dr. Cojetan Jones-Tachie
9.Dr. Joseph Edmond Sackey
10.Dr. Kofi Amponsah
11.Dr. James Boakye Fordjour 

12.Dr. Ben Osafo Boateng
13.Dr. N.Y.Osei-Wusu
14.Dr. Kenneth Owusu  
     Asubonteng
15.Dr. Paulina  Appiah Ofori
16.Dr. Mahama Abdul 
     Rahamani
17. Dr. Alexander Egote
18.Dr. Samuel Osei Nketiah
19.Dr. Kwadwo Poku Yankey
20.Dr. Solomon Fofie
21.Dr. Jocelyn Fulera Awari
22.Dr. Joyce Maaweh Tiweh
23.Dr. AnthonY Owusu-Edusei
24.Dr. Lily T. Laryea
25.Dr. Adu Gyameri
26.Dr Charles Antoh
27.Dr. Adjei Manu
28.Dr. Emmanuel Dery 
     Zakpalah
29.Dr. Christian Kyeremeh Sabi
30.Dr. Vincent Agyei Benneh
31.Dr. Kakari Philip Fobi
32.Dr. Esther Ofosu 
33.Dr. Emmanuel Agyei-Darko 

34.Dr. Gloria Amponsah –Kodua 
35.Dr. Aiden Suntaa Saanwie 
36.Dr. Laud Boateng
37.Dr. Fadle Rahman Quantson
38.Dr. Mildred Aleser
39.Dr. Nana Ama Selasie Addom
40.Dr. Richard Selormey
41.Dr. Aaron Anyetei-Anum
42.Dr. Nana Akua Konama  
     Asamoah
43.Dr. Mpomaa Ama Boadu
44.Dr. Bright Asiamah
45.Dr. Enyonam Ama Kafui Agbeno
46.Dr. Safo Daniel Nana SIAW
47.Dr. ANTHONY  TWUM

UPPER EAST

BRONG-AHAFO
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48.Dr. KWABENA OWUSU ASANTE
49.Dr. MICHAEL ADJEI ROCKSON
50.Dr. KAFUI SESHIE-DOE
51.Dr. DORCAS ADABERE

MUNICIPAL HOSPITAL, SUNYANI. 
BOX 311, Tel. 0352027256
52.Dr. FULGENTIUS DERY
53.Dr. GERVAIS ANVOH

SDA HOSPITAL, SUNYANI
54.Dr. CHARLES WIREDU OPPONG

HOLY FAMILY HOSPITAL, 
BEREKUM BOX 21.
55.Dr. MARTIN K. ATTU
56.Dr. JOHN TENGEY
57.Dr. A. KUSI KWESI
58.Dr. FRANK GYAMFI
59.Dr. DANIEL SARPONG
60.Dr. HENRY KOJO ANDOH
61.Dr. BASIL BENDURI KABURI 
62.Dr. PROSPER TONWISI LURI
63.Dr. TOLGOU YEMPABE

HOLY FAMILY HOSPITAL, 
TECHIMAN BOX 36.
64.Dr. ERNEST OBESE AMEYAW
65.Dr. URSULA MAIER
66.Dr. ATTOBLA MARIE-
     HIPPOLYTE

67.Dr. KINGSLEY BOSOMPEM
68.Dr. HILLAH AYAYI
69.Dr. RICHARD AMETIH
70.Dr. KENNETH K.A. ADABERE
71.Dr. DARTEL NORMAN
72.Dr. DOMINIC ANNO MINTAH
73.Dr. SAMPSON BENNET
74.Dr. KOFI ODURO OPPONG 
     NKRUMAH
75.Dr. KOJO AMOAKWA JNR.
76.Dr. SENYO GUDUGBE
77.Dr. ADJOA AINOOSON 
    GUDUGBE
78.Dr. AKO-CHARWAY SOLOMON
79.Dr. FELIX ANINAGYEI
80.Dr. EDGAR  SOPIMEH
ST. MARY’S HOSPITAL, DROBO
81.Dr. EMMANUEL OWUSU 
     SEKYERE
82.Dr. YAW AMPOFO AYIM

PRESBYTARIAN HOSPITAL, 
DORMAA AHENKRO 
83.Dr. IMMACULINE YAO 
     GERALDO
84.Dr. JOSHUA ACKUAYI
85.Dr. FOFIE DUKELY
86.Dr. HILDA  ANANE DURUYEH
87.Dr. KOFI AMO KODIEH
88.Dr. SETH AMPONSAH TABI

DISTRICT HEALTH DIRCTORATE, 
TANO SOUTH
89.Dr. BAYAYINA YAKUBU

ST. JOHN OF GOD HOSPITAL, 
DUAYAW-NKWANTA
90.Dr. A.K. PROSPER MOH
91.Dr. SAMUEL AFATSAO
92.Dr. EMMANUEL KWAKU DAVIS
93.Dr. K. TSIBO-TAKYI
94.Dr. ANDREW AMUGI
95.Dr. GIFTY KUM AMPOFO

GOVERNMENT HOSPITAL, 
BECHEM
96.Dr. TWUM NUAMAH
97.Dr. MARY MOONEY

GOASO DISTRICT HEALTH 
DIRECTORATE
98.Dr. KOFI ASEMENYI-MENSAH

GOASO GOVERNMENT HOSPITAL
99.Dr. EMMANUEL TEVIU

DISTRICT HEALTH DIRECTORATE, 
ASUNAFO  NORTH
100.Dr. ERIC ACOLATSE

ST ELIZABETH HOSPITAL, 
HWIDIEM

Welcome Change
An elderly couple rush their daughter to the ENT clinic with an X-ray ordered and 
taken from the polyclinic. 
The agitated man complains “You see, she has swallowed all the money we have 
left; the last 1 Ghana cedi coin”. 
The doctor on seeing the X-ray remarked “The coin is in the stomach. Hopefully 
she would pass it in the next few hours”
The next morning the doctor enquires from the nurse “how is our little girl doing?”

Nurse: No change yet.
Man to wife: “You see, I’ve told you several times that she is a wicked witch. Did 
you hear what the nurse said? ‘No change yet!’
Wife to husband” Calm down. I know by evening she would give us a change of 50 
pesewas. She can keep the rest!”
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101.Dr. KWESI TUTU ALI
102.Dr. ALFRED D ADJAPONG
103.Dr. IVAN MUANAH
104.Dr. YEGBEH

DISTRICT HEALTH 
DIRECTORATE PRU
105.Dr. PRINCE ROMEO QUARSHIE

ST. MATHIAS HOSPITAL YEJI, 
BOX 43. Tel. 056822022
106.Dr. MICHAEL NORTEY
107.Dr. GHARTEY

SENE DISTRICT HOSPITAL, 
KWAME DANSO
108.Dr. ROBERT ARKO

ATEBUBU GOVERNMENT 
HOSPITAL
109.Dr. C. ASTU GLIGUI

ST. THERESAH’S HOSPITAL 
NKORANZA
110.Dr. SAMUEL OWUSU 
      ABOAGYE
111.Dr. BENEDICT KORLE
112.Dr. TANO EMILE

DISTRICT HEALTH DIRECTORATE, 
WENCHI
113.Dr. PETER K.ASARE

METHODIST HOSPITAL, WENCHI
114.Dr. KWAKU AMPONSAH
115.Dr. BENJAMIN ASUBIOJO
116.Dr. BALLU SIBIRI
117.Dr. BOSOMTWE BOATENG

KINTAMPO SOUTH DISTRICT 
HOSPITAL, JEMA

118.Dr. KOFI AMOAKO-
      GYAMPAH
119.Dr. JOSEPH AMAMOO

MUNICIPAL HEALTH 
DIRECTORATE, KINTAMPO
120.Dr. OSEI KUFFOUR AFREH

KINTAMPO MUNICIPAL HOSPITAL, 
KINTAMPO
121.Dr.  DAMIEN PUNGYIRE
122.Dr. CLEMENT NABARE
123.Dr. EVANS KWARA

KINTAMPO HEALTH RESEARCH 
CENTRE
124.Dr. KINGSLY OSEI KWAKYE
125.Dr. FRANK BAIDEN
126.Dr. ASIEDU
127.Dr. STEPHEN APANGA
128.Dr.  S.K.T. NEWTON
129.Dr. K.P. ASANTE
130.Dr.  RUTH OWUSU
131.Dr. YEETEY ENUAMEH
132.Dr. VICTOR DOKU

KINTAMPO RURAL HEALTH 
TRAINING SCHOOL
133.Dr. E.T. ADJASE
134.Dr. JOE EYISON

3RD MEDICAL RECEPTION 
HOSPITAL, SUNYANI BARRACKS.
135.Dr. STEPHEN SIMPEH
 

PRIVATE. MEDICAL AND DENTAL 
PRACTIONERS
 136.Dr. R.K.ANTO

RAFCHIK CLINIC, SUNYANI
137.Dr. ALBERT AMANKWA

KENAM CLINIC, SUNYANI
138.Dr. S.A. LARBI
       
BRENYEKWA HOSPITAL, BEREKUM
139.Dr. SEFA MICHAEL

OHENEWAA MEMORIAL CLINIC,  
DORMAA AHENKRO
140.Dr. SIMON SAKU
 
EMIL HOSPITAL, WENCHI
141.Dr. JOSEPH OWUSU
 
STATION CLINIC
P. O. BOX 585
TECHIMAN
142.Dr. OSEI MENSAH
 
STATION CLINIC
P. O. BOX 585
TECHIMAN
143. Dr. GLADSTONE K.KESSIE

MOUNT OLIVE CLINIC 
TECHIMAN
144. Dr. KOFI OPOKU AGYEMAN
        
OPOKU AGYEMAN HOSPITAL          
TECHIMAN. 
145. Dr. EMMANUEL V. ALESER

OPOKU AGYEMAN HOSPITAL 
TECHIMAN
146.Dr. SAMUEL ASUBONTENG
  
OPOKU AGYEMAN HOSPITAL,   
TECHIMAN

BRONG-AHAFO
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REGIONAL HEALTH DIRECTORATE 
P.O. BOX 72. HO. TEL 091-28210-4 
1. Dr. Letsa, Timothy (Acting  
    RDHS) 
2. Dr. Ofosu, Winfred

REGIONAL HOSPITAL
P.O. BOX MA 374, HO 
3. Dr. Acquaye George
4. Dr. Agbemey, Emmanuel 
5. Dr. Amakpa, Eric Y. 
6. Dr. Ashiagbor Foli Kwasi
7. Dr. Armah, Ralph 
8. Dr. Ashinyo, Anthony 
9. Dr. Atuwo, G.K. 
10. Dr. Assibie Francis Osei
11. Dr. Gudugbe, D.Y. 
12. Dr. Hagan, O.C.K. (PGS)
13. Dr. Sullebie Francis
14. Dr. Mbroh, Hintermann K. 
15. Dr. Mensah, Lord G.  (PGS)
16. Dr. Nyamuame, G.R.K. 
17. Dr. Oppong-Yeboah, C. 
18. Dr. Tampouri, John (PGS) 
19. Dr. Uma, Sen 
20. Dr. Preko Janet  (PGS)
21. Dr. Kukah P.K.M.
22. Dr. Dzodzomenyo Blessed
23. Dr. Menka Kwadzo Alex

MUNICIPAL HOSPITAL, HO  P.O. 
BOX 49, HO. TEL: 091 28205-8 
24. Dr. Normanyo K.G. 
25. Dr. Agbley Yao Daniel (PGS) 
26. Dr. Tsikata R.K.

POLYCLINIC, HO 
27. Dr. Dzodzomenyo, Hayford 
28. Dr. Akorli  E .K.

MUNICIPAL HEALTH 
DIRECTORATE, HO 
29. Dr. Seake-Kwawu, Atsu 

KETA DISTRICT HOSPITAL, KETA 
30. Dr. Tsidi, Felix 
31. Dr. Amoateng Derek 

KETA DISTRICT HEALTH 
DIRECTORATE 
32.Dr. Seake-Kwaku, Atsu

SACRED HEART HOSPITAL, ABOR 
33. Dr. Kugbe Kudjoe Mlimor 
34. Dr. Akpanu Ebenezer
35. Dr. Nachella Emmanuel (PGS) 

ST. ANTHONY’S HOSPITAL, 
DZODZE 
36. Dr. Obeng-Nsiah Yaw 
37. Dr. Korpisah Joseph
38. Dr. Dwamena, Williams G.E. 

DISTRICT HEALTH DIRECTORATE, 
KETU 
39. Dr. Ayim, Andrews 
  
DISTRICT HEALTH DIRECTORATE, 
ADIDOME, NORTH TONGU 
40. Dr. Atimpo, Semenyo

GOVERNMENT HOSPITAL, 
ADIDOME 
41. Dr. Ocloo Doe 

AFLAO HOSPITAL, KETU DISTRICT 
42. Dr. Asare-Bediako, K. 
43. Dr. Kponyoh Patience Ami 

GOVERNMENT HOSPITAL, 
SOGAKOFE 
44. Dr. Matondo, Paul 
45. Dr. Sefenu, Ransford 
46. Dr. Abude F.E.
 
SOGAKOFE DISTRICT HEALTH 
DIRECTORATE 
ST. JOSEPH HOSPITAL, NKWANTA 
48. Dr. Tetteh Augustus
49. Dr. Gearge Omale Godwin

HOHOE DISTRICT HOSPITAL 
50. Dr. Addy, E.T. 
51. Dr. Awadzi, Kwabiah 
52. Dr. Danoo, Edwin 
53. Dr. Appiah, Kubi 
54. Dr. Opoku, N.O. 
55. Dr. Kweku, Margaret
56. Dr. Amartey, Roland Otoo 

HOHOE DISTRICT HEALTH 
DIRECTORATE 
57. Dr. Ahedor, Michael 

JASIKAN HOSPITAL 
58. Dr. Abude, Samuel 

GOVERNMENT HOSPITAL, 
WORAWORA 
59. Dr. Mensah Pius Kweku  

MARY THERESA HOSPITAL, 
DODI PAPASE 
60. Dr. Oghenovo Emmanuel K.
61. Dr.Ofori-Adjei Mark 

DISTRICT HOSPITAL, NKWANTA 
62. Dr. Ayensu, Semua (PGS)
63. Dr. Adzamli, Innocent (PGS)
64. Dr. Kasu, Emmanuel

VOLTA
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DISTRICT HEALTH DIRECTORATE, 
KETE-KRACHI 
65. Dr. Doe Felix S. 

GOVERNMENT HOSPITAL, KETE-
KRACHI 
66. Dr. Bawiah, Lawrence (Retired, 
      Last Station) 
67. Dr. Nutakor Moses W. (Retired, 
      Last Station)
68. DR. Abiwu Hillarious

COMBONI CLINIC, SOGAKOFE 
69. Dr.Oppong John Kenneth (PGS)
70. Dr. Molley V. Gabriel 
71. Dr. Momodou Cham 

MARGARET MARQUAT CATHOLIC 
HOSPITAL, KPANDO 
72. Dr. Hometorwu Lucy
71. Dr. Boamah, Owusu Martin 
      (PSG) 
72. Dr. Gavua, Kuklui (PGS) 

73. Dr. Loglo, Richard (PGS) 

DISTRICT HEALTH DIRECTORATE, 
KPANDO 

ANFOEGA HOSPITAL, KPANDO 
DISTRICT 
75. Dr. Ackon, Alex 

PEKI GOVERNMENT HOSPITAL, 
PEKI 
76. Dr. Kumi, Lawrence 

SOUH DAYI DISTRICT HEALTH 
DIRECTORATE
77. Dr. Owusu Akosua A.

BATTOR HOSPITAL, NORTH 
TONGU 
78. Dr. Brookman, Solomon 
79. Dr. Effah, Kofi  
80. Dr. Baidoo-Williams, Frank 
81. Dr. Bylsma, Karl 

82. Dr. Atuguba, Benard 
83. Dr. Gorges, Egitha 
84. Dr. Asah-Opoku Kwaku

PRIVATE MEDICAL AND DENTAL 
PRACTITIONERS 
85. Dr. Agbenu -Sape Agbo’s 
      Memorial Hospital, Denu 
86. Dr. Akoto, L.K. -St. Patrick’s  
      Hospital, Kpando 
87. Dr. Dagbui, Paul -St. Paul’s    
      Clinic, Akatsi 
88. Dr. Hoggar, S. -Hogar Clinic,      
      Akatsi 
89. Dr. Nkansah, G.K.S. 
      Central Hospital, Aflao 
90. Dr. Nyarko-Mensah, G -New  
      Hope Clinic, Viefe 
91. Dr. James Kofi Mprah
      Krachi & Dambai Clinics
      P. O. Box 26 Kete-Krachi, 

VOLTA

Hush... they said
In surreptitious tones
As they whispered her woes
“...she has HIV...”

Hush...no rush!
But the word spread around
Like wildfire in town
...very harsh, very mean

Hush...so weak
She could barely speak

As she felt that last kick
Pushing hard from within

Hush...at peace
She died in her sleep
But left a baby to keep
Who had HIV

Hush...a cry
From an innocent child
Who wondered what will
Become of his plight

by Yemah Bockarie
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Hush... they said
In surreptitious tones
As they whispered her woes
“...she has HIV...”

Hush...no rush!
But the word spread around
Like wildfire in town
...very harsh, very mean

Hush...so weak
She could barely speak

As she felt that last kick
Pushing hard from within

Hush...at peace
She died in her sleep
But left a baby to keep
Who had HIV

Hush...a cry
From an innocent child
Who wondered what will
Become of his plight
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REGIONAL HEALTH DIRECTORATE 
P. O. BOX 202, SEKONDI. 
TEL: 03120-46640 
FAX: 03120-46462
1. Dr. Vanotoo, Linda
2. Dr. Sagoe, R. A.
3. Dr. Ocran, F. P.

REGIONAL PUBLIC HEALTH 
DIVISION 4.DR. KARIKARI KWAKU 
5.DR. DODOR, EMMANUEL ATSU 

DISTRICT HEALTH DIRECTORATE- 
BIBIANI
6. Dr. Amoabeng, Joseph K.

DISTRICT HEALTH DIRECTORATE, 
SHAMA
7. Dr. Amo-Addae, Maame

NZEMA EAST MUNICIPAL HEALTH 
DIRECTORATE AXIM
8. Dr. Tachie-Menson, Abraham

DISTRICT HEALTH DIRECTORATE, 
SEFWI WIAWSO
9. Dr. Takyi, F. B.

SEKONDI-TAKORADI METRO 
HEALTH DIRECTORATE SEFWI 
WIAWSO
10. Dr. Avotri, T. S.
DISTRICT HEALTH DIRECTORATE 
AHANTA WEST
11. Dr. Sutherland, Dolf K. B.

MUNICIPAL HEALTH 
DIRECTORATE, TARKWA -NSUAEM
12. Dr. Galley, Jack

DISTRICT HEALTH DIRECTORATE 
JUABOSO
13. Dr. Amissah, Francis

EFFIA NKWANTA REGIONAL 
HOSPITAL P. O. BOX 229, 
SEKONDI. TEL: 03120-23152-8
14. Dr. Paul K. Ntodi
15. Dr. Edward Kingsley Amihere
16. Dr. Vivian Tanyeyo Mensah
17. Dr. Henry Atawurah
18. Dr. Emmanuel Owusu-Antwi
19. Dr. Samuel Teye
20. Dr. Richard Anthony
21. Dr. Joan Woode
22. Dr. Samuel Agyemang
23. Dr. Peter Eric Yao Mensah
24. Dr. Margaret Birago Twum
25. Dr. Sebastian Ken- Amoah
26. Dr. Sarah Baffoe
27. Dr. John Essien Mensah
28. Dr. Ronald Sowa
29. Dr. Sarpong Peprah S.
30. Dr. Samuel Aidoo
31. Dr. B. K.Ocran
32. Dr. Daniel Amanor Attram
33. Dr. Sulley Ali- Gabass
34. Dr. John Eghan
35. Dr. J. B.Pronk
36. Dr. Tawiah Siameh
37. Dr. Joseph Edward Kitson
38. Dr. Francis Oduro
39. Dr. Marion Okoh
40. Dr. Alex O. Aregbosola
41. Dr. Orish Verner Ndudiri
42. Dr. Isaac Joe Erskine
43. Dr. Nana Esi Amoawah Gaisie
44. Dr. Mohammed Abdul-Razak
45. Dr. Emmanuel K. Y.Jackson
46. Dr. Pearl A. Scott
47. Dr. Mathias P. Tengan
48. Dr. Christabel Ayepah

49. Dr. E. Ibrahim Betonsi
50. Dr. Ernestina Baidoo-Cudjoe
51. Dr. Maxwell Nuamah Appiah
52. Dr. Frederik M. Agbemafoh
53. Dr. Adam-Zakariah Issa Leslie
54. Dr. Grace Benson
55. Dr. Priscilla A. Buahin
56. Dr. Kutor Jasper
57. Dr. George Peprah
56. Dr. Desmond Sintim-Aboagye
59. Dr. Mohammed Salamatu
60. Dr. Isaac Kofi Akandi
61. Dr. Isaac Noble Biney
62. Dr. Dan Anane Frimpong
63. Dr. N. Mireku-Gyimah
64. Dr. Fahmy Mohammed
65. Dr. Virginia Woodroff

TAKORADI HOSPITAL P. O. BOX 7, 
TAKORADI TEL: 03120-22501/02
66. Dr. Coomson, Emmanuel
67. Dr. Denutsui, Steve
68. Dr. Sagoe, Isaac K.
69. Dr. Otubuah, Frederick A.
70. Dr. Quaye D. C.

KWESIMINTSIM HOSPITAL, 
P. O. BOX 0603, TAKORADI. 
TEL: 03120-23398/22474
71. Dr. Darko, Isaac
72. Dr. Osei-Tutu, Kofi
73. Dr. Mensah, Jonathan

ESSIKADU HOSPITAL, P. O. BOX 
187, SEKONDI TEL: 03120-46361-2
74. Dr. Nkegbe, Ametewee
75. Dr. Darko, Emmanuel Djabatey
76. Dr. Fenyi, Seth

TARKWA HOSPITAL, P. O. BOX 10, 
TARKWA TEL: 0362-20424/20239
77. Dr. Acquah, Ebenezer
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78. Dr. Boadi, Ernest Adom
79. Dr. Djimatey, Moses
80. Dr. Paintsil, Freda
81. Dr. Paintsil, Victor
82. Dr. Awuku, Amy

SEFWI WIAWSO HOSPITAL
83. Dr. Brobbey, Nana 

BIBIANI HOSPITAL BIBIANI
84. Dr. Obeng, Alex
85. Dr. Azantilow, Kennedy 

DIXCOVE HOSPITAL
86. Dr. Frimpong, Simon Osei

ENCHI HOSPITAL, 
P. O. BOX 66, ENCHI
87. Dr. Agbemordzi, Frank

WASSA AKROPONG 
GOVERNMENT HOSPITAL 
P. O. BOX 51, WASSA AKROPONG
88. Dr. Anderson, Ernest
89. Dr. Sarpong, Frederick 

HALF ASSINI HOSPITAL
90. Dr. Sackey, Ishmael 
91. Dr. Hagan, George

WASSA AKROPONG HOSPITAL
92. Dr. Sarpong, Frederick

AXIM HOSPITAL, P. O. 
BOX 2, AXIM
93. Dr. Owusu, George K.

ST. JOHN OF GOD HOSPITAL 
SEFWI ASAFO
94. Dr. Mensah, Alex
95. Dr. Kupaulor, David

ASANKRAGWA CATHOLIC 
HOSPITAL
96. Dr. Agbenyo, Evans Kofi 
97. Dr. Kpangkpari, Steve
98. Dr. Nyoka, Abdulai Sule

ST. MARTIN DE PORRES HOSPITAL 
P. O. BOX 6, EIKWE
99. Dr. Koethe Gabriel
100. Dr. Korsah, Nathaniel
101. Dr. Yemoah, Patrick
102. Dr. Abu, Judy Kakra
103. Dr. Kpangkpari, Steve

PRESTEA HOSPITAL P. O. BOX 85, 
PRESTEA
104. Dr. Mbiniwaya, Mahamadu

GHANA BAUXITE COMP. 
HOSPITAL PMB MINISTRIES POST 
OFFICE, ACCRA
105. Dr. Wonkyi, Robert
106. Dr. (Mrs.) Wonkyi, Ilorna

JUABOSO GOVERNMENT 
HOSPITAL JUABOSO
107. Dr. Mensah, Otu

PRIVATE MEDICAL AND DENTAL 
PRACTITIONERS
108. Dr. Acquah, Bernard Twin City    
        Clinic, P. O. Box 95 Takoradi
109. Dr. Acquaah, Robert St. Heilier 
        Clinic, P. O. Box MC 108 
         Takoradi
110. Dr. Addy, Seth Nii Raboni   
        Christian Hospital, P. O. Box 
         416, Tarkwa
111. Dr. Afriyie, Kwaku Greenshield  
        Hospital, Sefwi Wiawso
112. Dr. Amuah, Joseph C. Our   
        Lady’s Clinic & Maternity 

       Home, P. O. Box 93, Sekondi-
       Takoradi
113. Dr. Andzie, Charles Mensah  
        Prince Charles Clinic, P. O. 
        Box MK 215 Mankessim
114. Dr. Arthur, V. Botchey 
        Ebenezer Hill Clinic,P.O. Box     
         317, Tarkwa
115. Dr. Arthur, John John Arthur 
        Memorial Clinic, P. O. Box T D 
        1380, Takoradi
116. Dr. Duah, Bernard Boateng 
        GPHA Hospital, P. O. Box 708, 
        Takoradi
117. Dr. Forson, Samuel A. K. 
       Tamohec Clinic, P. O. Box 384 
       ,Tarkwa
118. Dr. Husunukpe, William Y. 
        Hilltop Clinic, P. O. Box 13, 
        Nsuta-Wassa, W/R
119. Dr. Nawaane, Mark Kurt P. O. 
        Box 440, Dunkwa-Offin
120. Dr. Wright, K.K. Takoradi 
        Clinic Tel: 031–22721, P. O. 
        Box 416, Takoradi
121. Dr. Yamoah, Ishmael Ato 
        GPHA Hospital, P. O. Box 708, 
        Takoradi
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REGIONAL HEALTH DIRECTORATE 
CAPE COAST. TEL.: 042–
32281/32282
1. Dr. Kwashie, S. T.
2. Dr. Odum, Kweku Annan]
3. Dr. Anyomi, Stephen
4. Dr. Letsa, John
5. Dr. Eleeza, John

METROPOLITAN HEALTH 
DIRECTORATE CAPE COAST. 
TEL.: 042–32903
6. Dr. Nuertey, Joseph

DISTRICT HEALTH DIRECTORATE, 
ASSIN FOSO
7. Dr. Appiah, Sekyi K.

MUNICIPAL HEALTH 
DIRECTORATE, AGONA SWEDRU
8. Dr. Adjei, Nii Adjetey

DISTRICT HEALTH DIRECTORATE, 
WINNEBA
9. Dr. Morrison, Godfred K.

DISTRICT HEALTH DIRECTORATE 
DUNKWA-ON-OFFIN
10. Dr. Sarpong, G. K.

DISTRICT HEALTH DIRECTORATE 
TWIFO-HEMENG LOWER 
DENKYIRA
11. Dr. Klutse, E. Y.

GOVERNMENT HOSPITAL
DUNKWA-ON-OFFIN
12. Dr. Matey, Abraham
13. Dr. Lindsay, Kwadwo

DISTRICT HOSPITAL, ABURA 
DUNKWA
14. Dr. Danso, Michael

GOVERNMENT HOSPITAL, 
WINNEBA TEL.: 0432 - 22017
15. Dr. Prah, George
16. Dr. Aniwa P. K.
17. Dr. Okoli
18. Dr. Hadi, Abdullah

APAM CATHOLIC HOSPITAL
P.O. BOX 5, APAM
19. Dr. Amekah, Ebenezer T.
20. Dr. Ewusi-Mensah, Kwasi
21. Dr. Odame

LEPROSY/GENERAL HOSPITAL, 
ANKAFUL TEL.: 042 – 
33747/33690
22. Dr. Amankrah-Otabir, Ekow
23. Dr. Mensah, E. K. O.

DISTRICT HOSPITAL, SALTPOND
24. Dr. Bonsu, Derek A.
25. Dr. Sarpong, G. K.

OUR LADY OF GRACE HOSPITAL, 
BREMAN ASIKUMA
26. Dr. Amponsah, Augustine
27. Dr. Bentil, E. F.
28. Dr. Gohoungo, Luiz O. A.
29. Dr. Koomson, Joseph
30. Dr. Boateng, Benedict
31. Dr. Osafo, Alfred
32. Dr, Ayewsah, Benjamin
33. Dr. Amuzu

CHRISTIAN EYE CENTRE, CAPE 
COAST
34. Dr. Essuman-Gwira, J. B.

ST. FRANCIS X’AVIER HOSPITAL, 
ASSIN FOSU
35. Dr. Appiah, Francis
36. Dr. DeCiman, Ring
37. Dr. Geu, Atem
38. Dr. Asiedu, Ernest Konadu
39. Dr. Dzakah, Henry Dela
40. Dr. Otoo, John Ekow
41. Dr, Darko, Naomi
42. Dr. Yemoh-Laryea, Nathaniel

CAPE COAST METROPOLITAN 
HOSPITAL CAPE COAST.
43. Dr. Demanya, Dzifa
44. Dr. Arthur, Justice
45. Dr. Darkyi-Kwateng, L.
46. Dr. Kodoh, Vincent

GOVERNMENT HOSPITAL TWIFO-
PRASO
47. Dr. Annan, Benjamin

GOVERNMENT HOSPITAL
AGONA SWEDRU
48. Dr. Dzodzegbe, Apetor K. G.
49. Dr. Dadzie, S. K.
50. Dr. Bennin, P. R.

CENTRAL REGIONAL HOSPITAL
P. O. BOX 1363, CAPE COAST
TEL.: 042–34010
51. Dr. Sarbeng, B. K
52. Dr. Asante-Danquah, K. D
53. Dr. Babatunde, Jimah B.
54. Dr. Dzadey, Alfred
55. Dr. Ekanem, Evans
56. Dr. Kodoh Vincent
57. Dr Boampong-Konam, Killian
58. Dr Boye, Okoe
59. Dr. (Mrs.) Owusu, Bertha K.
60. Dr Herzuah, Andrew
61. Dr Asare, Yaw Agyemang

CENTRAL
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62. Dr Ngyedu, Eric Kofi
63. Dr Adu, Seth
64. Dr Agyemang-Saahene, Foriwah
65. Dr Diallo, Aziz A
66. Dr Antwi, Kwadwo Atosu
67. Dr Toppar, Alfred
68. Dr Salifu, Bawa
69. Dr Timpo, Efua P.
70. Dr. Agyemang, Kwame Kusi
71. Dr Laryea, Stephen
72. Dr Manna, Kwame
73. Dr Hundeyin,
74. Dr Erobu, Onyeka
75. Dr Dampson, Bernard
76. Dr Blankson, Kofi
77. Dr Okpala, Pamela Chukwu
78. Dr Mohajer, Mohammed
79. Dr Yamba, John
80. Dr Olanja, Mark
81. Dr Olawaiye, Oluwakemi
82. Dr Mona, Martin

EWIM URBAN HEALTH CENTRE 
CAPE COAST
83. Dr. Codjoe, Abigail Nyarko

AJUMAKO HOSPITAL, CAPE 
COAST
84. Dr. Bow, Albert.

UNIVERSITY HOSPITAL, CAPE 
COAST TEL.: 042 – 32447
85. Dr. Azeez, K. K.
86. Dr. Mbroh, S. K. E.
87. Dr. Sirikyi, Ignatius H.
88. Dr. Prah, James Kojo
89. Dr. (Mrs.) Offei-Awuku, Beth

ANKAFUL PSYCHIATRIC HOSPITAL
TEL.: 042 – 33871/33686
90. Dr. Armah-Arloo, K.
91. Dr. Sobotie, M. K.

DISTRICT HEALTH DIRECTORATE, 
KEEA, ELMINA
92. Dr. Ofori, Yeboah

PRIVATE MEDICAL AND DENTAL 
PRACTITIONERS
93. Dr. Abraham, Agnes Justab 
Clinic, P. O. Box 99, Kasoa
94. Dr. Botchwey, Isaac Mandoh 
Klimovic Memorial Hospital
P.O. Box 177, Winneba
95. Dr. Brew, Benjamin Central 
Kasoa Clinic
P.O. Box KS 472, Kasoa
96. Dr. Mensah, Charles Andzie 
Prince Charles Clinic
P.O. Box MK 215, Mankessim
97. Dr. Pireku, Nana Fynba 
Hospital, P.O. Box 313,Mankessim
98. Dr. (Mrs.) Tetteh, Anna Dr. 
Tetteh’s Clinic, P.O. Box AD 12,
Cape Coast
99. Dr. Somuah, Akuamoah St. 
Joe’s Clinic, P. O. Box KS 498 
Kasoa

CENTRAL

Of Worms And Gin
A Professor of Medicine, a man well known for his earnest and blunt views, was 
(yet again) lecturing the medical students on the damage that alcohol could do to 
the human body. To demonstrate this, he took a worm and dropped it into a Petri 
dish of gin. The worm wriggled around graciously for a few minutes before having 
tonic-clonic seizures and finally going into coma.

“What can we deduce from this experiment?” asked the Professor with the 
triumphant air implying that only one obvious conclusion could be drawn.
“Yes,” came a familiar voice from the back, “if you’ve got worms, drink gin!”
The Prof looked pitifully at the student and concluded “I have been demonstrating 
this experiment for 25 years and it is now becoming increasingly obvious to me 
why you have been in the 3rd year for the last 5 years”.
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