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Letters

Star Letter 
On	the	New	Doctors’	Car	Stickers…

Dear	All,

I	have	been	pondering	this	policy	whereby	owners	of	Doctor	Car	Stickers	are	made	to	renew	them	

every	two	years.	It	had	been	the	practice	of	GMA	until	recently	to	charge	a	token	fee	to	get	the	

Sticker	for	your	vehicle	for	life.	In	some	cases	they	were	given	out	free.	At	times	some	enthusiastic	

drug	representative	would	dash	you	a	‘Doctor’s	Car	sticker	which	is	accepted	everywhere.	

So	now	why	should	we	pay	for	the	car	sticker	every	two	years?	Is	it	because	the	Association	wants	

some	money	into	its	coffers?	I	don’t	think	so.	I	am	yet	to	hear	or	learn	of	an	Association	that	does	

this.	

I	have	learnt	that	this	is	to	deter	some	Doctors	who	sell	their	cars	with	the	stickers	still	on	them	

to	‘buyers’	who	are	not	doctors	because	with	the	stickers	on	them,	the	values	of	the	cars	go	up.	Is	

this	a	way	to	discourage	this?	No	I	don’t	think	so.	If	I	bring	in	evidence	of	my	new	car	after	I	have	

sold	the	first	one,	how	would	one	know	that	I	have	sold	my	first	car	and	if	so,	to	a	non-doctor?	Are	

members	not	allowed	to	own	more	than	one	car	at	a	time,	and	therefore	own	more	than	one	sticker	

at	a	time?	We	can	only	appeal	to	members’	moral	conscience,	that	‘as	gentlemen	and	women	of	this	

noble	profession,	they	should	not	sell	their	cars	to	non-doctors	with	the	car	stickers	on	them’.	That	is	

all.	

Who	is	going	to	enforce	this	policy	of	registration	every	two	years?	It	is	funny	the	car	stickers	have	

‘dates	of	production	and	expiry	dates’	on	them	as	if	they	are	some	consumables!	Is	it	the	DVLA	or	

the	police	or	some	other	group	who	will	‘arrest’	doctors	with	‘expired’	stickers?	Does	it	mean	that	a	

member	would	lose	all	the	‘benefits’	because	the	sticker	has	expired?	

I	still	have	an	ancient	doctor’s	car	sticker	with	no	‘expiry	date’	on	my	jalopy	and	I	move	about	as	if	

I	have	nothing	on	my	car.	No	benefits	and	no	disadvantages.	We	make	policies	but	I	am	yet	to	be	

convinced	about	this	policy.	I	think	it	has	to	be	reviewed	and	scrapped.	

Is	it	a	policy	to	cover	the	cost	of	the	production	of	the	sticker?	The	GMA	retention	fees	can	take	

care	of	this	sticker.	The	cost	of	providing	a	sticker	to	all	members	won’t	collapse	the	finances	of	the	

Association.	I	am	not	arguing	about	members	paying	additional	cost	of	the	stickers,	but	about	the	

principle	of	renewing	the	sticker	every	two	years.	I	suggest	a	token	one	time	fee	is	charged	for	a	

sticker	as	long	as	the	one	is	registered	and	in	good	standing.

Kofi Ahmed
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Let’s	have	proportionate	rental	
charges!

It	was	heart-warming	to	hear	the	Finance	

Ministry’s	understanding	to	pay	the	OCDFA	to	

all	doctors	across-board	and	to	resume	rent	

deductions	by	beneficiaries	of	government	

accommodation.	It	has	long	been	argued	that	

this	is	the	most	prudent	way	to	go...	at	least	for	

a	start.	It	is	important	that	both	parties	avoided	

conditionalities	which	only	complicated	the	

implementation.	

More	importantly,	though,	the	GMA	Executive	

Council	should	continue	to	engage	government	

to	stop	forthwith	the	outdated	and	unfair	system	

of	deducting	percentages	of	salaries	for	payment	

of	rent.	The	value	on	accommodation	varies	

depending	on	the	number	of	rooms,	facilities,	

location	and	other	factors.	This	was	negotiated	

successfully	at	KATH	and	the	evaluation	and	

fixed	rent	policy	was	implemented	some	years	

ago.	The	fact	is	that	all	accommodation	provided	

by	health	institutions,	government	and	other	

home	owners	must	be	valued	appropriately,	and	

the	beneficiaries	should	pay	by	any	convenient	

arrangement	that	is	mutually	agree	upon:	

directly	through	CAGD	deduction,	bank	standing	

orders,	by	cash	etc.	Managers,	Administrators	

and	Home	Owners	must	have	their	own	effective	

way	to	punish	defaulting	beneficiaries	of	these	

homes.

Thanks.

Dr Oheneba Owusu-Danso 

Lessons	from	the	MDC	elections

I	want	to	congratulate	all	who	drove	through	

heavy	traffic	to	vote	in	the	recent	Medical	and	

Dental	Council	elections.	Although	this	election	

comes	through	as	one	of	the	most	(if	not	the	

only)	open	elections	regarding	representation	on	

the	MDC,	there	are	few	concerns	which	I	want	

addressed	before	any	future	elections.

First	is	the	issue	of	proxy	voting	which	was	

not	addressed.	Many	are	those	who	were	

disenfranchised	because	they	were	on	duty	and	

so	could	not	drive	long	distances	to	cast	their	

vote.	I	believe	this	should	be	addressed	before	

the	next	election	in	5	years	time.

Secondly,	most	candidates	were	not	given	a	fair	

platform	to	campaign	making	it	difficult	for	some	

of	us	to	know	what	they	were	going	to	bring	

on	board	for	the	advancement	of	the	Council.	

People	basically	had	to	vote	on	‘who	you	know’	

and	‘who	has	been	recommended’	basis	which	I	

think	is	not	good	enough,	considering	what	is	at	

stake.

Thirdly	it	came	to	me	as	a	surprise	when	in	the	

recently	held	Greater	Accra	divisional	meeting	

it	was	quite	obvious	some	candidates	present	

at	the	meeting	did	not	even	know	the	tenure	of	

representatives	on	the	Council.

Obviously	there	are	a	lot	of	issues	that	need	to	

be	addressed.	I	hope	as	we	wait	for	the	results	

of	the	election,	the	necessary	mechanisms	will	

be	set	in	place	for	the	avoidance	of	these	few	

hitches	in	future	elections.	

Dr. Bernard Nii Torgbor

Letters 
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We	can	benefit	from	the	new	Pension	
Law

Dear	Colleagues,

The	new	pension	law	allows	for	three	tiers:	tier	1	

and	tier	2	are	mandatory	and	tier	3	is	optional.	

It	works	like	this:	5.5%	of	your	salary	is	deducted	

and	your	employer	adds	13%	making	a	total	

of	18.5%.	The	18.5%	is	subsequently	allocated	

as	follows:	11.5%	goes	to	SSNIT;	2.5%	goes	to	

National	Health	Insurance	Authority;	and	5.5%	

is	supposed	to	go	to	a	registered	fund	manager	

who	invests	your	money	for	good	returns.

As	we	speak,	the	Fund	Managers	have	not	been	

registered	by	the	National	Pension	Authority.	

The	question	now	is:	“		where	is	the	5.5%	of	our	

pension	that	has	been	deducted	since	January	

2010	i.e.	20	months?”	Surprisingly	all	worker	

groups	including	the	bigger	umbrella,	TUC,	are	

silent	on	this	matter.	Obviously,	not	registering	

the	Fund	Managers	is	not	in	anybody’s	interest	

and	negatively	affects	returns	on	our	money.

This	brings	me	to	the	next	and	probably	the	

most	important	issue.	The	new	pension	law	

permits	individuals	to	save	additional	15%	of	

their	earnings	(making	a	total	of	33.5%)	which	

is	tax	exempt.	What	this	means	is	that	if	one	

chooses	to	save	additional	15%	of	his/her	salary	

in	a	registered	fund	to	be	his/her	tier	3,	only	

67%	of	the	salary	would	be	taxed.	That	means	

the	amount	deducted	as	tax	would	come	down.	

The	caveat	here	is	that	the	money	saved	in	tier	

3	should	not	be	withdrawn	for	10	years.	See	

these	examples:

*Example	1*:	If	your	monthly	gross	salary	is	GHc	

2824,	your	income	tax	is	GHc	614.00.	If	this	

same	person	chooses	to	shore	up	additional	15%	

into	tier	3,	his	income	tax	reduces	to	GHc	469	i.e.	

it	drops	by	GHc145	per	month	or	GHc1,740.00	

per	annum.	What	would	be	our	amount	over	

10-15	years	if	we	committed	this	money	to	our	

GMA	Pension	Fund	which	meets	the	criteria	for	

tier	3?

The	crafters	of	the	new	pension	law	designed	

this	to	encourage	long	term	savings.	We	have	

to	take	advantage	of	this.	At	least	it’s	better	to	

get	back	some	of	your	income	tax	towards	your	

pension	than	IRS	to	take	all.

I	would	be	glad	to	have	colleagues	express	their	

views	on	this	or	ask	questions.	We	must	begin	to	

ask	National	Pension	Authority	questions	so	that	

the	registration	can	be	expedited.

Roderick Larsen-Reindorf

The Editor, GMA Focus

P. O. Box 1596

Accra, Ghana

E-mail:gmafocus@gmail.com

*Please	include	your	name,	address	

and	phone	number.	Letters	may	be	

edited	for	clarity	and	length.

SEND YOUR LETTERS TO:
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SPINE-ING	DOCTORS

B
efore	the	end	of	the	

year,	more	than	3,000	

highly	specialised	and	

knowledgeable	workers,	

skilled	in	the	intricacies	of	

life	and	the	art	of	making	

the	human	body	work,	will	

be	placed	on	the	single	spine	

salary	structure	(SSSS).	The	

placement	of	doctors	on	the	

SSSS	will	begin	a	process	

of	immense	challenges	and	

opportunities,	both	for	salary	

administrators	and	the	Ghana	

Medical	Association	(GMA),	the	

body	that	superintends	over	

conditions	of	service	of	doctors	

in	public	service.

The	SSSS	is	the	unitary	

salary	structure	that	is	part	

of	a	single	spine	pay	policy	

(SSPP)	conceived	of	in	2006	

as	critical	to	public	service	

reforms	and	foundational	to	

the	government’s	development	

agenda.1	Past	challenges	in	

salary	administration	since	the	

1960’s	resulted	in	the	Ghana	

Universal	Salary	Structure	

(GUSS)	in	1999,	designed	by	

the	consultants,	Price	Water	

House	&	Associates,	to	govern	

the	administration	of	salaries	

of	all	public	servants	paid	from	

the	Consolidated	Fund.

The	need	for	a	rational,	

transparent	and	equitable	

framework	to	govern	wages	

in	the	public	service	was	

important	as	more	than	half	

of	total	government	revenues	

went	into	the	payment	of	

wages	and	salaries	in	the	

country,	leaving	just	a	minimal	

amount	for	development.2,		

The	ungoverned	wage	

administration	processes,	

resulted	in	an	ever	increasing	

wage	bill,	discontent	among	

public	sector	workers	and	a	

cycle	of	worsening	distortions	

as	public	sector	workers	

took	to	demonstrations	for	

wage	increases	that	were	

not	based	on	any	productive	

measures.3	This	effort	did	

not	succeed	because	there	

was	no	governing	authority	to	

ensure	the	success	of	the	new	

system	and	its	integrity	and	

the	Central	Management	Board	

and	its	related	Appellate	Body	

charged	with	the	structure,	did	

not	have	the	backing	of	law.

The	latest	effort	at	reigning	in	

the	confusing	maze	of	salary	

structures	(more	than	a	100	

in	the	public	service)	and	the	

myriad	salary	administration	

processes	resulting	from	

Cover Story
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a	gutted	GUSS	is	the	SSPP.	

This	time,	the	pay	policy	is	

institutionalised,	with	the	Fair	

Wages	and	Salaries	Commission	

(FWSC)	legally	mandated4	to	

oversee	its	implementation.	

In	November	2010,	after	the	

issuance	of	a	White	Paper	

by	government5,	accepting	

the	work	on	the	SSSS	by	the	

consultant,	CoEn	Consulting	

Limited	and	a	response	by	

organised	labour	to	also	

commit	to	the	process,	parties	

agreed	to	the	implementation	

of	the	SSSS	from	January	2010.

So	far,	more	than	half	of	the	

estimated	500,000	public	

servants	have	been	placed	

on	the	Spine,	and	with	the	

placement	has	come	agitation	

and	demonstrations	about	

wrong	placements,	distortions	

in	relativities,	low	levels	

on	the	spine	and	a	general	

dissatisfaction	with	the	new	

status	quo.

How	Will	Doctors	be	
Spine-D?	(Challenges)
Doctors	were	among	the	

5,064	job	holders	evaluated	

in	a	nationwide	exercise	

to	determine	rewards	for	

the	work	they	do.	The	job	

evaluation	exercise	was	

undertaken	by	CoEN	in	2008	

and	sought	to	provide	the	

basis	for	determining	the	

value	of	all	public	service	

jobs	and	establish	the	internal	

relativities	across	and	within	

services	classified	to	provide	

a	well	structured	system	

for	rewarding	workers.	The	

exercise	resulted	in	nine	

service	classifications	and	

a	25-level	unitary	salary	

structure.

Executives	of	the	GMA,	

however,	were	among	the	

first	to	draw	attention	to	

some	inconsistencies	with	the	

evaluation	exercise	of	their	

jobs.	Upon	the	insistence	

of	the	executives—including	

press	conferences	to	draw	

attention	to	the	anomalies—a	

job	re-evaluation	exercise	was	

undertaken	in	2009.	Currently,	

leadership	of	the	GMA	is	

working	closely	with	the	FWSC	

to	move	doctors	from	their	

old	salary	structure	that	is	

the	Health	Service	Structure	

(HSS)	to	the	new	SSSS.	With	

results	of	the	re-evaluated	

jobs,	each	and	every	doctor	

will	be	virtually	lifted	and	

plotted	onto	the	new	structure	

with	a	corresponding	level	

and	pay	point,	Dr	Emmanuel	

Adom	Winful,	the	President	of	

the	GMA	has	given	assurance.	

The	challenge	of	the	migration	

of	doctors	onto	the	SSSS	will	

include	perceived	or	real	

mistakes	in	placements	and	

distortions	in	relativities,	that	

is,	the	percentage	differentials	

between	successive	pay	points	

of	doctors.	With	assurances	

of	both	Dr	Winful	and	the	

Chief	Executive	of	the	FWSC,	

Mr	George	Smith-Graham,	

that	painstaking	work	will	be	

done	to	place	each	doctor	

on	the	new	structure,	rather	

than	groups	of	doctors	

with	the	same	skill	sets	and	

qualifications,	mistakes	in	

placements	and	distortions	

in	relativities	should	be	

minimised.	

Another	challenge	that	has	

cropped	up	is	the	division	

among	doctors	on	the	use	of	

the	re-evaluated	jobs	as	the	

basis	for	grading	and	placement	

on	the	SSSS.	While	the	GMA	

leadership	has	categorically	

stated	that	it	will	be	displeased	

if	any	variations	are	made	to	

the	results	of	the	re-evaluated	

jobs,	another	group	of	doctors	

is	demanding	that	the	results	

must	not	be	used	as	it	is	as	it	

will	introduce	distortions	into	

the	SSSS.	“We	know	in	previous	

times	figures	had	been	varied,	

but	I	think	for	the	credibility	

of	the	process	and	for	all	

partners	to	trust	in	what	is	

each	and	every	doctor	will	be	virtually	lifted	

and	plotted	onto	the	new	structure	with	a	

corresponding	level	and	pay	point
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being	done,	the	results	should	

not	be	changed	again,	else	it	

will	throw	everything	out	of	

gear,”	Dr	Winful	maintained	

to	GMA	Focus,	alluding	to	

the	variations	in	the	results	

of	the	first	job	evaluation	

exercise	in	2009.	Mr	Smith-

Graham	is	firm,	however;	he	

points	out	that	job	evaluation	

or	re-evaluation	exercises	

are	not	undertaken	and	

implemented	as	they	are.	The	

results	have	to	be	validated	

to	ensure	consistencies	within	

the	medical	profession,	

emphasising	that	at	the	end	of	

the	day,	it	is	the	responsibility	

of	the	FWSC	to	come	out	

with	the	grading	structure	for	

doctors.

The	most	debilitating	challenge,	

however,	will	be	dashed	hopes.	

Dashed	hopes	from	unmanaged	

expectations.	While	the	Mr	

Smith-Graham	has	always	

insisted	that	the	SSSS	is	a	

salary	rationalisation	scheme,	

that	insistence	is	drowned	by	

the	voices	of	those	who	play	

up	the	assumption	that	the	

SSSS	automatically	improves	

salaries	for	public	service	

workers.	

Mr	Smith-Graham	says	

the	SSSS	improves	and	at	

the	same	time	rationalises	

salaries	within	similar	service	

groups.	No	doctor	would	be	

disadvantaged,	he	told	the	GMA	

Focus.	A	House	Officer,	will	be	

the	starting	point	of	entry	onto	

the	SSSS.	Though	the	GMA	and	

the	FWSC	are	both	silent	on	

the	quantum	to	be	earned,	for	

instance,	by	a	house	officer	on	

the	new	structure,	it	can	be	

inferred	from	their	comments	

of	satisfactory	earnings	for	

doctors.	But	with	satisfactory	

earnings	will	come	times	of	

aggravation	as	the	salaries	

are	rationalised	among	other	

professionals	in	the	health	

service.

With	the	apparent	challenges,	

Dr	Winful	is	still	hopeful	

that	the	grievance	resolution	

procedure,	inherent	in	the	

implementation	processes	

of	the	SSSS,	will	be	resorted	

to	in	the	resolution	of	the	

grievances	of	members,	while	

Mr	Smith-Graham	re-enforces	

that	by	pointing	out,	“with	all	

new	endeavours	there	are	

bound	to	be	challenges,	but	

the	commitment	by	partners	

in	resolving	them	within	a	

spirit	of	understanding	and	

consensus	will	win	the	day.”	Dr	

Winful	is	also	hopeful	that	the	

job	evaluation	exercise,	which	

has	formed	the	basis	of	grading	

the	migration	onto	the	SSSS,	

will	be	used	by	other	health	

workers,	as	the	basis	also	in	

resolving	their	grievances	

instead	of	the	comparison	

of	their	earnings	to	those	of	

doctors.

Will	the	Spine-D	Rejoice	
(Prospects)?
With	special	responsibilities	

in	ensuring	the	health	of	

individuals,	the	risks	inherent	

in	the	job	and	the	nature	of	the	

profession	as	a	highly	skilled	

function,	market	premiums	

will	be	used	in	securing	the	

services	of	doctors	in	the	

country.	The	market	premium	

is	an	additional	pay	for	critical	

professionals	and	vocational	

skills	in	short	supply,	as	an	

incentive	and	in	addition	to	

earnings	on	the	SSSS	to	attract	

and	retain	such	professionals	

or	skills	in	public	service.	

Mr	Smith-Graham	tells	the	

GMA	Focus	that	the	FWSC	

has	already	commissioned	

Price	Water	House	in	a	study	

for	the	determination	of	a	

market	premium	to	retain	

doctors	in	the	public	service,	

with	the	exercise	now	being	

considered	by	partners.	Mr	

Smith-Graham	is	tight-lipped	

“with	all	new	

endeavours	there	

are	bound	to	be	

challenges,	but	

the	commitment	

by	partners	in	

resolving	them	

within	a	spirit	of	

understanding	and	

consensus	will	win	

the	day.”	



gmafocus | 13

Cover Story

on	the	market	premium	that	is	

being	considered	for	doctors,	

but	says	that	issues	such	as	

the	dearth	of	doctors	in	the	

public	service,	the	risks	that	

go	with	their	functions	and	

the	average	salaries	earned	

by	professionals	in	the	public	

service	came	into	play	in	

arriving	at	a	scientific	formula	

to	determine	the	market	

premium	for	doctors.	This	alone	

might	put	a	smile	on	the	faces	

of	our	doctors.	The	leadership	

of	the	GMA,	according	to	Dr	

Winful,	has	also	commissioned	

a	study	on	market	premiums	

and	submitted	to	the	FWSC.		

The	two	studies	will	form	

the	basis	for	any	final	

determination.

An	ideal	situation,	however,	

would	have	been	an	SSSS	

that	favoured	all	workers.	If	

that	wish	were	so,	then	the	

country	would	have	had	a	

unitary	structure,	but	pliable	to	

the	interests	of	any	group	of	

workers.	However,	in	a	world	

of	diverse	interests	that	would	

have	been	impossible	and	

Mr	Smith-Graham	says,	“my	

responsibility	is	to	ensure	an	

acceptable	grading	structure	

and	not	one	that	favours	

any	particular	group.”	The	

SSSS	is	about	change	and	its	

management	for	peaceful	

industrial	relations	between	

public	sector	workers	and	their	

employers,	the	government.	

The	commitment	of	both	the	

medical	profession	and	the	

Ministry	of	Health	is	critical	

to	the	acceptance	of	the	

SSSS	as	a	viable	public	sector	

salary	structure.	If	partners	

stick	to	the	rules	of	the	game,	

remuneration	will	be	equitable,	

and	workers,	such	as	doctors,	

will	have	their	real	worth	in	

what	they	do	without	having	

to	fight	or	demonstrate	for	

their	due.	The	SSPP	provides	

for	a	grievance	resolution	

mechanism.	Doctors	must	rise	

to	the	challenge	and	test	these	

provisions	to	the	limit,	in	order	

to	institutionalise	the	policy	for	

generations	to	come.

References:

•	 Ministry	of	Public	Sector	

Reform,	Work	Programme	

to	Coordinate	the	

Implementation	of	Public	

Sector	Reforms,	a	Brief	

Outline	(January	2006)

•	 Statement	by	Dr	Paa	Kwesi	

Nduom,	Minister	of	Public	

Sector	Reform	at	a	media	

briefing,	October	12,	2006

•	 Ministry	of	Public	Sector	

Reform,	Journal,	Vol	1,	Nov	

2006	Edition	(pg	11)

•	 Fair	Wages	and	Salaries	

Commission	(FWSC)	Act	

737	(2007)

•	 Republic	of	Ghana,	

Government	White	Paper	

on	the	Single	Spine	Pay	

Policy	November	2009,	

W.P.1/2009

A	man	would	come	home	very	late	and	very	drunk	every	night.	His	wife	

decides	to	teach	him	a	lesson	by	dressing	up	like	Satan	and	scaring	him.	

When	he	finally	stumbles	across	the	lawn,	his	wife	jumps	out	and	howls	like	

a	demon.	He	looks	at	her	and	slurs,	“You	don’t	scare	me.	I’m	married	to	your	

sister”!	A	classic	case	of	“no	weapon	fashioned	against	me	shall	prosper”:



ADVERT
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I	
have	grown	to	believe	in	the	

effect	of	culture	on	daily	

lives	at	work	as	well	as	on	

our	performance,	to	the	extent	

that	managers	can	create	and	

foster	an	organizational	culture	

that	is	strong	and	consistent	

with	the	organization’s	mission	

and	goals.

In	order	for	the	health	system	

to	achieve	its	objectives,	

it	must	not	only	formulate	

but	implement	its	strategies	

effectively.	One	of	the	

important	factors	that	influence	

successful	implementation	

is	organizational	culture.	

Unfortunately,	we	can	only	

create	it	in	our	own	image.	Our	

culture	will	determine	which	

strategies	can	be	successfully	

implemented	in	our	part	of	

the	world.	Impressive	as	the	

health	systems	abroad	are,	

we	can	never	reproduce	them	

here	if	we	do	not	change	our	

organizational	culture.	Their	

culture	has	helped	them	to	

produce	what	they	have	and	

of	course,	the	health	system	

we	have	is	the	product	of	our	

Management Express

Let	us	Create	
Man	in	Our	Own	Image
Organisational	
culture	will	always	
influence	the	
implementation	
of	management	
strategies,	and	
Andy	Ayim	
takes	a	no-holds-
barred	look	at	the	
negative	attitudes	
that	characterise	
our	health	service	
delivery.
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culture.

Culture	refers	to	the	

values,	ideas,	attitudes,	and	

symbols	that	people	adopt	

to	communicate,	interpret	

and	interact	as	members	

of	a	society.	In	fact,	culture	

describes	a	society’s	way	

of	life.	Culture	is	learned	

and	transmitted	from	one	

generation	to	the	next.	

Therefore,	if	we	don’t	manage	

the	present	culture,	it	is	going	

to	be	transmitted	to	the	next	

generation!	(Imagine	attending	

hospital	in	our	old	age	and	

the	culture	of	slow	emergency	

response	is	being	exhibited!).	

Even	Doctors	have	died	in	

their	own	hospitals	because	of	

this	culture	of	slow	emergency	

response	,	and	therefore	when	

it	comes	to	the	suffering	of	

the	general	population	in	this	

culture,	your	guess	is	as	good	

as	mine.

They	are	two	levels	of	

culture	in	organizations:	the	

‘observable’	culture	and	the	

‘core’	culture.	Management	

of	the	core	culture	involves	

establishing	and	maintaining	

appropriate	values.	How	well	

this	culture	serves	the	key	

objectives	of	the	organization	

will	partly	depend	on	the	

influence	of	the	guiding	values.	

Is	the	‘No	bed’	syndrome	

an	excuse	for	not	saving	a	

dying	person	or	a	concern	

for	top	management?	Has	

the	situation	been	reduced	

to	‘thank	God	there	is	no	bed	

so	I	can	go	home	early’	by	

leaving	a	verbal	referral	of	‘No	

bed’	at	the	hospital	gate	and	

Out-Patient	Department?	Are	

people	no	more	going	to	get	

a	fair	hearing	by	a	Doctor	or	

even	get	the	proverbial	first	

aid	before	been	thrown	out?	

What	a	health	delivery	culture!	

Good	managers	at	every	

level	in	the	health	system	

must	work	hard	to	set	and	

communicate	core	values	as	

the	foundation	of	a	strong	and	

positive	culture.	In	addition	to	

making	clear	the	existence	of	

core	values,	managers	must	

continue	to	communicate	and	

reinforce	them	through	the	

observable	culture.	Different	

types	of	symbols	can	and	

should	be	used	to	keep	core	

values	visible	in	our	day-to-day	

operations.	Indeed,	the	concept	

of	‘Symbolic	Manager’	is	gaining	

attention.	This	is	someone	who	

uses	symbols	well	to	establish	

and	maintain	a	desired	

organizational	culture.	Symbolic	

managers	talk	the	language	of	

the	organization.	In	the	health	

system	he	acts	as	if	he	wants	

to	save	every	life.	They	seem	

to	want	every	emergency	

room	to	have	an	Ambu	bag,	

a	defibrillator,	adrenaline	etc.	

Good	symbolic	managers	tell	

key	stories	over	and	over	

again,	and	encourage	others	

to	tell	them.	They	do	not	hide	

the	success	stories	of	others	

in	the	organization	because	

of	envy	or	competition.	The	

heroes	that	are	talked	about	

are	not	sycophants	but	

people	whose	performance	

exemplifies	core	values.	Heroes	

are	regularly	identified	and	

publicized	in	strong	culture	

organizations	as	role	models	

for	others	to	emulate.	This	

can	be	done	at	ceremonies	

as	simple	as	a	spontaneous	

public	congratulation	of	a	

work	group	that	exceeded	

its	quality	goals,	or	as	formal	

as	at	meetings	called	to	

announce	major	organizational	

accomplishments.

Typically,	the	past	and	present	

leaders	of	the	health	system	

are	the	key	agents	influencing	

the	culture.	For	purposes	of	

In	addition	to	making	clear	the	existence	

of	core	values,	managers	must	continue	to	

communicate	and	reinforce	them	through	

the	observable	culture.
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their	managerial	responsibility,	

we	will	take	organizational	

culture	to	mean	a	set	of	

shared	values	and	beliefs	that	

influences	the	effectiveness	

of	strategy	formulation	and	

implementation.	Values	are	

shared	beliefs	or	cultural	

norms	about	what	is	important	

or	right.	The	significance	of	

organizational	culture	for	

implementing	strategies	is	that	

it	influences	the	behaviour	of	

employees	and,	it	is	hoped,	

motivates	them	to	achieve	

or	surpass	organizational	

objectives.	How	do	we	create	

the	desired	organizational	

culture	in	our	health	system?	

We	have	to	look	at	what	

leaders	pay	attention	to,	

measure	and	control.

Leaders	can	communicate	

effectively	what	their	vision	of	

the	organization	is	and	what	

they	want	done	by	consistently	

emphasizing	the	same	issues	

in	meetings	as	well	as	in	casual	

remarks.	You	inspect	what	you	

expect.	The	payment	of	the	

per	diem	of	the	boss,	which	

is	usually	not	delayed,	is	an	

example	of	a	culture	we	have	

inherited	so	well.	Our	system	

can	never	get	that	objective	

wrong	because	of	the	level	of	

attention	paid	to	it.	When	it	

comes	to	other	peoples’	per	

diems,	the	‘No	Money’	culture	

is	called	into	play.	If	leaders	

begin	to	ask	accountants	on	

a	daily	basis	if	subordinates	

have	been	paid	their	per	diems,	

that	culture	may	change	and	

worker	attitude	may	improve.	

As	a	matter	of	adjustment	to	

the	culture,	instead	of	getting	

the	job	done,	individuals	are	

fighting	for	positions.	People	

are	accepting	positions	and	

responsibilities	they	know	

next	to	nothing	about.	The	

culture	of	‘square	pegs	in	round	

holes’	contributes	a	lot	to	our	

deficiencies	in	implementation.	

The	culture	of	letters	getting	

lost	in	offices	is	another	

interesting	culture	to	look	at.	

How	many	letters	inviting	

bosses	to	workshops	have	ever	

been	misplaced?	Somehow	

in	our	culture	some	of	these	

courtesies	are	not	extended	

to	most	subordinates	(the	

culture	of	eldest	first).	The	

single	spine	fever	has	cooled	

down	after	the	initial	craving	

for	it.	I	hear	the	change	in	

salary	at	the	top	is	not	going	

to	be	as	drastic	as	the	lower	

class.	The	pressure	for	its	

implementation	has	decreased.	

Imagine	the	situation	that	

would	have	been	generated	

if	there	were	speculation	that	

the	top	are	going	to	get	a	

windfall.	The	time	taken	to	pay	

salaries	of	new	entrants	to	the	

health	system	will	attest	to	

this.	In	fact	most	of	us	were	

told	that	this	was	a	culture	

and	tradition	which	cannot	

be	changed	by	top	or	lower	

management.	This	traditional	

story	was	told	as	soon	as	we	

got	our	appointment	letters	

and	we	also	tell	this	generation.	

We	may	be	able	to	change	

this	culture	for	the	better	if	

we	start	paying	attention	to	

the	problem	and	measure	the	

decrease	in	time	between	

appointment	and	receipt	of	

first	salary.

Observable	culture	is	what	

one	sees	and	hears	when	

walking	around	an	organization	

as	a	customer,	visitor	or	

employee.	Sometimes	one	

sees	the	culture	of	filth	and	

lack	of	maintenance.	When	

an	environment	is	very	

clean,	most	people	feel	guilty	

throwing	rubbish	around	but	

in	a	filthy	environment,	people	

agree	to	join	the	culture	and	

For	purposes	of	

their	managerial	

responsibility,	we	will	

take	organizational	

culture	to	mean	

a	set	of	shared	

values	and	beliefs	

that	influences	the	

effectiveness	of	

strategy	formulation	

and	implementation.
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add	their	rubbish	(after	all,	

some	areas	in	some	of	our	

facilities	look	like	rubbish	

dumps).	Do	we	pay	attention	

to	filth	in	our	facilities?	What	

about	maintenance	of	our	

facilities?	Who	cares—until	

the	roof	caves	in.	We	do	not	

believe	in	painting	our	facilities	

every	two	years!	The	culture	is,	

until	it	is	broken	don’t	fix	it.

Sometimes	oral	histories	and	

tales,	told	and	retold	about	

dramatic	incidents	in	the	life	

of	the	organization	generate	

an	observational	culture.	As	

people	talk	about	bad	attitudes	

on	a	daily	basis	it	becomes	

‘normal’	and	new	entrants	learn	

this	culture.	Stories	about	the	

way	the	disciplinary	code	is	

implemented	give	new	entrants	

an	idea	of	what	the	disciplinary	

culture	is.	They	know	what	to	

do	to	avoid	punishment	after	

committing	errors.	They	know	

what	to	give	and	who	to	call.	I	

am	not	only	talking	about	the	

male	and	female	issue	but	cash	

issues	as	well	(gifts,	bribes	etc.)

I	strongly	believe	that	our	

image	as	managers	of	the	

health	system	should	be	

enhanced	by	a	paradigm	shift.	

I	am	convinced	that	speaking	

and	behaving	differently	can	

have	an	enormous	impact	on	

the	way	we	create	the	future	

and	the	results	we	get.	We	

should	build	a	culture	of	getting	

results	in	a	way	that	inspires	

trust.	This	will	maximize	our	

present	contribution	and	our	

ability	to	contribute	in	the	

future.	People	are	getting	

results	today	that	are	not	

trusted	by	their	own	team	

members.	Adverse	events	

like	mortality	are	

obliterated	from	

reports	to	make	it	

look	good.	Most	times,	

reported	achievements	

do	not	make	sense	

when	one	analyses	

it	within	the	holistic	

context	of	enumerated	

constraints.	While	some	

variables	are	going	

up,	other	associated	

variables	that	are	

supposed	to	go	up	with	

it	rather	come	down!	

It	is	also	interesting	

to	visit	some	of	our	

organizations	where	

the	leader	is	touted	

to	be	democratic	

only	to	find	out	that	

even	management	

members	fear	to	say	

their	minds	or	criticize	

any	decision	the	leader	

takes.	Are	we	going	to	

hand	over	this	culture	calling	

it	democratic,	or	in	reality	an	

autocratic	culture	will	pass	on	

to	the	next	generation?	Another	

area	that	beats	my	imagination	

is	when	procurements	are	

made	and	management	

members	do	not	have	a	clue	

how	the	transactions	occurred.	

Is	it	a	culture	of	secrecy	or	

transparency	as	we	are	often	

told	exists?	The	socialization	

process	of	passing	on	a	culture	

cannot	be	deceived.	What	we	

actually	do	will	be	passed	on	

(Our	actions	will	eventually	

speak	louder	than	our	words).	

All	leaders	must	know	that	

you	can’t	talk	yourself	out	of	a	

problem	you	behaved	yourself	

into.

Credibility	is	another	area	of	

our	culture	that	needs	some	

attention.	Somebody	once	
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Lawyer	Defending	a	Thief	
A	lawyer	defending	a	man	accused	of	burglary	

tried	this	creative	defense:	“My	client	merely	

inserted	his	arm	into	the	window	and	removed	

a	few	trifling	articles.	His	arm	is	not	himself,	

and	I	fail	to	see	how	you	can	punish	the	whole	

individual	for	an	offense	committed	by	his	

limb.”	

“Well	put,”	the	judge	replied.	“Using	your	logic,	

I	sentence	the	defendant’s	arm	to	one	year’s	

imprisonment.	He	can	accompany	it	or	not,	as	

he	chooses.”	

The	REAL	cause	of	heart	attacks
The	defendant	smiled.	With	his	lawyer’s	

assistance	he	detached	his	artificial	limb,	laid	it	on	

the	bench,	and	walked	out.	

1.	 The	Japanese	eat	very	little	fat	and	suffer	

fewer	heart	attacks	than	Americans.

2.	 The	Mexicans	eat	a	lot	of	fat	and	suffer	fewer	

heart	attacks	than	Americans.

3.	 The	Chinese	drink	very	little	red	wine	and	

suffer	fewer	heart	attacks	than	Americans.

4.	 The	Italians	drink	a	lot	of	red	wine	and	suffer	

fewer	heart	attacks	than	Americans..

5.	 The	Germans	drink	a	lot	of	beer	and	eat	lots	

of	sausages	and	fats	and	suffer	fewer	heart	

attacks	than	Americans.	

CONCLUSION:	Eat	and	drink	what	you	like:	

Speaking	English	is	apparently	what	kills	you.

Management Express

said	“little	things	count.	Like	

when	someone	calls	in	to	talk	

to	a	manager	and	his	assistant	

says	he	is	in	a	meeting	when	

he	is	not.	It’s	the	little	things	

that	your	employees	notice”.	

Sometimes	the	‘No	Doctor’	

slogans	in	some	hospitals	

affect	the	level	of	credibility	

attributed	to	some	institutions.	

Doctors	referring	clients	are	

not	able	to	speak	positively	

to	simple	questions	like	‘Will	

I	see	the	Doctor	tomorrow’.	

Most	times,	patients	and	clients	

know	that	they	are	going	to	try	

their	‘luck’	to	see	a	Doctor.	Are	

people	supposed	to	be	lucky	

to	see	a	Doctor	in	a	hospital?	

This	culture	has	generated	

attitudes	among	colleagues	

who	literally	behave	like	gods.	

Attempting	to	see	them	has	

become	so	ritualistic	that	new	

entrants	into	the	health	system	

are	imbibing	this	attitude	and	

thinking	is	a	cultural	part	of	

their	qualifications.	

Can	we	be	honest	with	our	

work	in	the	health	institutions?	

Are	the	notes	that	are	written	

on	patients	what	we	actually	

do	for	them?	I	am	talking	of	the	

‘chart	free’	situations	where	

blood	pressures,	temperatures	

and	pulse	are	not	taken	but	

recorded.	In	other	instances,	

drugs	are	not	served	on	time	

but	records	show	it	was	served	

correctly.	These	attitudes	

are	becoming	‘normal’.	The	

integrity	of	our	reports	and	

records	are	embedded	in	our	

organizational	culture.	How	do	

our	leaders	react	to	the	truth	

especially	if	it	is	failure?	Do	we	

adjust	records	to	make	us	look	

competitive?	Integrity	means	

honesty.	Honesty	includes	not	

only	telling	the	truth,	but	also	

leaving	the	right	impression.	

Sometimes	we	tell	the	truth	

“Whoever	is	careless	

with	the	truth	in	

small	matters	cannot	

be	trusted	with	

important	matters.”
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Management Express

A	baby	was	born	

laughing	really	hard	with	

its	fist	tightly	closed,	

chuckling	and	dandling	

happily.	Everyone	in	the	

room	was	perplexed,	

wondering	what’s	up	

with	the	baby.	One	of	

the	confused	nurses	

unfolded	its	tiny	fingers	

and	found	a	birth	control	

pill!!!

An	American,	an	

Englishman,	and	a	

Nigerian	were	on	a	

ship.	Suddenly	the	devil	

appeared	and	said,	“Drop	

anything	in	the	sea.	If	

I	find	it	I	will	eat	you,	

If	I	can’t,	I	will	be	your	

slave!”	The	American	

dropped	a	pin;	the	devil	

found	it	and	ate	him.	

The	Englishman	dropped	

a	coin;	the	Devil	found	

it	and	ate	him	too.	The	

Nigerian	opened	a	bottle	

of	water,	poured	it	in	the	

sea	and	said:	“Na	today?	

Find	am”.

but	leave	the	wrong	impression	

and	that’s	not	being	honest.	

We	must	be	advised	by	what	

Albert	Einstein	once	said:	

“Whoever	is	careless	with	the	

truth	in	small	matters	cannot	

be	trusted	with	important	

matters.”	

Most	managers	would	describe	

themselves	as	honest,	and	

yet	research	has	shown	

that	most	employees	don’t	

believe	management	is	honest	

or	communicates	honesty.	

Unfortunately,	we	call	for	

more	rules	and	regulations	

when	we	know	that	the	issue	

is	dishonesty.	Rules	cannot	

take	the	place	of	our	character	

which	has	stayed	long	enough	

to	become	our	culture.

Integrity	includes	the	courage	

to	do	the	right	thing.	There	

is	a	culture	of	helplessness	

creeping	in	where	individuals	

feel	that	they	cannot	affect	

the	system	if	they	behave	

right	because	a	lot	of	people	

are	not	behaving	right.	In	fact	

some	people	fear	to	be	called	

“fools”	if	they	do	things	right.	

Therefore	every	new	entrant	

who	aspires	to	be	smart	and	

wise	must	rather	copy	the	

wrong	attitudes.	Definitions	of	

words	like	‘smart’	and	‘wise’	

are	now	very	confusing.	This	

has	resulted	in	mistrust	in	the	

system.	It	has	become	very	

difficult	to	guess	peoples’	

intent	in	our	institutions	even	

though	the	written	intent	of	

our	activities	is	to	‘save	lives’.	If	

the	purpose	of	going	to	work	is	

to	save	lives,	our	organizational	

culture	should	be	engineered	

by	the	leaders	to	create	that	

impression	to	the	public.	We	

first	have	to	generate	the	

desired	image,	and	create	

health	workers	in	our	own	

image.	

Andy	Ayim	is	Director	of	Health	

Services	of	the	Ketu	District.	

He	holds	MPH	and	MBA	

degrees.

Is	hypocrisy	becoming	our	

culture?	I	will	conclude	by	

quoting	a	writer’s	three	signs	

of	a	hypocrite	so	that	we	judge	

ourselves	by	it	and	define	our	

organizational	and	institutional	

cultures:	“When	he	speaks	he	

lies,	when	he	makes	a	promise	

he	breaks	it,	and	when	he	is	

trusted	he	betrays	his	trust.”

Rules	cannot	take	

the	place	of	our	

character	which	has	

stayed	long	enough	

to	become	our	

culture.



| gmafocus22

I
n	April	this	year,	African	

Ministers	met	in	Brazzaville,	

the	Congolese	capital,	to	

recommend	urgent	action	

on	major	non-communicable	

diseases.	They	said	the	

conditions	that	represent	

“a	significant	challenge”	to	

people	in	the	African	region	

are	cardiovascular	diseases,	

diabetes,	cancer	and	chronic	

respiratory	diseases,	diseases	

of	blood	disorder	(in	particular	

sickle	cell	disease),	mental	

health,	violence	and	injuries.	

This	is	a	prelude	to	the	United	

Nations	General	Assembly	

High-Level	Summit	on	NCDs	

which	will	take	place	in	

September.

I	have	been	diagnosed	with	

Neuromyelitis	Optica…	or	is	it	

Multiple	Sclerosis?	Bothers	me	

much	even	though	it	is	being	

effectively	managed	by	my	

doctor	and	myself,	and	I	am	

adequately	informed	about	

therapies	and	lifestyle	choices	

to	stabilize	the	condition.

The	bother	for	me	is	the	

dismissive	way	in	which	the	

condition	is	described	as	

‘rare’;	like	I	am	expendable	

because	the	numbers	are	small.	

And	who	is	counting	by	the	

way	since	there	has	been	no	

research	in	this	area?	There	

are	even	doctors	in	Ghana	

and	certainly	many	abroad	

who	insist	that	conditions	like	

Multiple	Sclerosis	do	not	exist	

in	the	tropics.	

It	took	seven	years	for	me	

to	get	my	diagnosis.	Before	

that,	I	was	being	treated	for	

demyelination	of	the	spinal	

cord,	which	was	okay	for	

the	doctors,	but	not	for	me	

because	I	wanted	a	name	for	

the	condition.	Although	they	

were	on	the	right	track	with	

the	treatment,	I	only	felt	truly	

confident	when	I	was	finally	

told	what	I	had.	As	to	the	

controversy	over	whether	

NMO	is	a	variant	of	MS,	the	

same	condition,	or	two	distinct	

conditions,	I	will	leave	that	to	

the	doctors.	What	I	do	know	

is	that	I	have	had	lesions	on	

my	spinal	cord	and	brain	and	

the	plaques	have	reduced	my	

mobility	and	my	vision.

I	decided	to	reach	out	to	

others	who	might	be	going	

through	similar	uncertainty	

over	diagnosis	and	treatment	

options,	and	found	that	I	was	

not	alone.	It	took	over	20	

Feature

I	do	not	exist?	
The	Angst	of	
a	Patient	
Advocate
By Nana Yaa Agyeman
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years	for	one	person	to	get	

a	diagnosis	of	Myasthenia	

Gravis	and	within	that	period	

she	was	misdiagnosed	with	

epilepsy	and	given	drugs	that	

are	contraindicated	for	her	

condition.	A	woman	with	Lupus	

was	referred	to	a	psychiatrist	

because	the	doctor	thought	

her	condition	was	only	in	her	

mind…			

Sharecare	Ghana	was	formed	

to	create	awareness	about	

autoimmune	and	neurological	

conditions,	advocate	for	people	

with	these	conditions	and	

promote	research.	

We	have	held	forums	with	

doctors	and	medical	students	

to	remind	them	of	the	

importance	of	early	diagnosis	

and	referrals.	We	educate	

ourselves	on	how	to	manage	

our	conditions	better	by	

inviting	professionals	in	various	

fields	to	talk	with	us.	

In	the	spirit	of	‘sharing’	

Sharecare	has	adopted	Osu	

Alata	in	the	Klottey	Korle	

Constituency	in	Accra	as	

the	area	of	focus	for	2011.	

We	have	discovered	several	

children	with	neurological	

disorders	and	are	raising	funds	

to	support	four	children	with	

Cerebral	Palsy.	

One	major	issue	of	concern	is	

that	national	health	insurance	

does	not	cover	our	diseases;	

and	because	most	of	us	are	

on	long-term	medication	the	

cost	to	us	is	astronomical.	As	

a	result	of	this,	some	people	

have	stopped	taking	their	

medicines	and	others	have	

arbitrarily	reduced	the	dosage	

which	must	be	causing	them	

more	harm.	We	have	sent	a	

petition	to	the	National	Health	

Insurance	Authority	and	

Parliament,	but	as	yet	have	had	

no	response.	

Policy	makers	will	usually	

act	when	faced	with	the	

epidemiology	of	diseases.	

Sharecare	therefore	took	the	

initiative	and	contacted	the	

Noguchi	Memorial	Institute	

for	Medical	Research	and	they	

agreed	to	carry	out	research	

into	autoimmune	conditions	if	

we	could	raise	the	funds	for	

it.	The	initial	money	raised,	

though	not	much,	will	be	used	

for	an	exploratory	study	

to	understand	autoimmune	

disease	conditions	among	

Ghanaians.	The	study	is	

aimed	at	documenting	the	

experiences	of	diagnosed	

autoimmune	disease	sufferers	

and	their	physicians	to	better	

understand	the	occurrence	

and	management	of	these	

conditions.

We	are	convinced	that	the	

results	will	prod	healthcare	

policy	makers	into	paying	

attention	to	this	disease	area	

and	are	looking	forward	to	

a	time	when	all	diseases	are	

factored	into	policies,	no	

matter	the	numbers	and	we	

will	be	included	in	the	broad	

list	of	non-communicable	

diseases	in	Africa.

In	the	mean	time	we	continue	

to	advocate	that	Health	in	

general	should	be	made	more	

of	a	priority	in	this	country.	

Three	members	of	Sharecare	

Ghana	passed	away	in	the	

past	year	after	they	went	into	

distress	and	stopped	breathing.	

It	is	unthinkable	that	in	the	

21st	Century,	the	Medical	Block	

of	Ghana’s	leading	hospital,	

the	Korle	Bu	Teaching	Hospital	

does	not	have	a	ventilator.	

Perhaps	if	our	policy-makers	

will	rule	out	the	option	of	

travelling	abroad	for	treatment,	

they	will	raise	our	hospitals	

to	more	acceptable	standards	

for	all	of	us	and	reduce	these	

needless	deaths.	Perhaps	if	our	

medical	training	institutions	

and	doctors	would	involve	

patients	more,	diagnosis	and	

treatment	would	be	more	

effective	and	less	of	a	trial	and	

error	exercise.	We	would	not	

have	to	take	the	best	part	of	a	

decade	to	arrive	at	a	diagnosis	

–	when	it	is	too	late.	And	above	

all,	why	exclude	an	ailment	

from	policy	just	because	it	is	

“rare”?!

Feature
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K
nowledge	is	liberating.	

Did	you	know	we	each	

have	over	15	million	

cells	in	the	human	brain,	yet	

how	many	do	we	each	use	

in	a	lifetime?	Conservative	

estimates	are	that	we	use	

generally	less	than	30%	of	our	

capacity!!!

I	am	constantly	amazed	by	

pronouncements	from	some	of	

my	colleagues	to	the	effect	that	

only	the	knowledge	relating	to	

their	specialties	matters!!!	It	is	

intriguing	that	in	the	world	of	

medicine,	we	the	intellectuals	

would	confine	ourselves	to	

only	the	narrowest	fields	of	our	

specialties	and	no	more.

I	believe	knowledge	on	all	

areas	is	never	lost.	With	it	

one	can	recreate	one’s	own	

horizons	and	help	broaden	

others.	This	cuts	across	all	

spheres	of	life.	How	many	of	

us	for	instance	have	heard	of	

learning	disorders	and	know	

about	dyslexia	as	an	example?	

How	many	would	know	that	

there	was	numeric	dyslexia	as	

opposed	to	alphabetic	dyslexia?	

How	many	would	be	able	

to	recognize	from	acquired	

knowledge	that	their	child	

for	instance	had	a	learning	

disability	let	alone	put	a	name	

to	it	and	fathom	a	solution	for	

it?	

How	many	of	us	are	lost	in	

the	intricacies	of	negotiating	

better	salaries	because	we	

do	not	know	the	difference	

between	gross	and	net	or	

understand	the	basis	on	which	

tax	is	calculated	or	know	

what	the	current	tax	rates	

that	are	applied	to	our	salary	

computations	are?

How	many	of	us	have	read	

the	laws	that	directly	affect	

us	and	our	practice?	Do	we	

know	about	the	Teaching	

Hospitals	Act	(Act	525)	or	the	

Ghana	Health	Services	Act?	Do	

we	understand	the	nuances	

between	the	different	levels	

of	service	provision	under	

Features

Is it only Valuable	
when it is Specific?	
By	Prof	Afua	Hesse.

Knowledge:
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the	Ministry	of	Health?	Yet	

we	will	be	spending	the	rest	

of	our	working	life	in	these	

institutions	and	just	be	‘carried	

along’	with	the	tide?

How	many	of	us	have	bothered	

to	read	about	the	NHIS	law	that	

we	all	have	to	work	with?	How	

many	have	bothered	to	ask	

and	find	out	information	about	

how	the	Act	is	operationalised?	

That	knowledge	would	be	

invaluable.	We	ask	so	much	of	

the	authorities	in	the	Health	

institutions	we	work	for	yet	we	

do	not	pause	to	wonder	how	

their	books	are	balancing	or	

not	as	the	case	may	be.

Could	it	be	that	if	we	

understood	the	process	better	

through	self-learning,	we	could	

assist	better	to	help	it	function?	

Could	we	perhaps	acquire	

knowledge	about	rudimentary	

finance	and	budgets	and	

balance	sheets	which	could	

assist	us	in	ensuring	our	

institutions	get	value	for	

money	and	we	do	our	bit	to	

minimise	wastage?

I	believe	the	educational	

system	in	the	country	carries	

a	large	portion	of	the	blame	

in	that	emphasis	is	placed	on	

working	solely	to	pass	exams	

but	not	really	in	empowering	

our	pupils	and	students	to	

acquire	knowledge	for	life!

Learning	and	knowledge	

acquisition	never	stops	or	

should	never	stop!!	It	should	

be	lifelong	especially	as	an	

adult.	Not	until	we	have	put	

to	use	every	one	of	those	15	

millions	cells	and	ensured	they	

are	all	synapsing,	we	do	not	

have	the	right	to	stop	learning	

r	acquiring	knowledge.	In	our	

environment,	we	are	not	willing	

to	invest	in	knowledge,	not	

willing	to	pay	for	that	which	

we	will	use	later	ourselves	

sometimes	even	when	it	has	

a	direct	bearing	on	what	is	

required	for	examination	but	

less	so	when	that	link	seems	

tenuous.	We	are	so	attuned	to	

learning	to	pass	examinations	

that	we	have	become	really	

narrow	focused	in	our	learning,	

our	thinking	and	our	output.

Knowledge	opens	up	the	mind	

and	a	plethora	of	endless	

possibilities	in	the	journey	of	

life.	

As	Ben	Carson,	who	is	the	most	

world	acclaimed	Paediatric	

Neurosurgeon	says:	“If	we	

make	every	attempt	o	increase	

our	knowledge	in	order	to	use	

it	for	human	good,	it	will	make	

a	difference	in	us	and	in	our	

world”

Prof.	Afua	Hesse	

is	a	renowned	paediatric	

surgeon	and	Director	of	

Medical	Affairs	at	the	Korle	Bu	

Teaching	Affairs.

“Pastor,	my	dog	is	dead.	

Could	there	be	a	service	

for	the	poor	creature?”	

Pastor	replied,	“No,	we	

cannot	have	service	for	

an	animal	in	the	church.	

But	there	is	a	new	church	

down	the	road.	Maybe...	

they	will	do	something	

for	the	animal”.	The	man	

answered	“Pastor,	but	

do	you	think	they	will	

accept	a	donation	of	

US	$250,000	in	return	

for	the	burial	service?”	

Pastor	exclaimed,	“Lady!	

Why	didn’t	u	tell	me	the	

dog	was	a	Christian?”

We	are	so	attuned	

to	learning	to	pass	

examinations	that	we	

have	become	really	

narrow	focused	in	

our	learning,	our	

thinking	and	our	

output.
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M
ay	25.	AU	day.	The	

sun	was	out.	The	

birds	were	singing.	

The	perfect	day	for	a	foot	ball	

match.	Africa	11	against	World	

11.	What	could	go	wrong?

I	joined	countless	others	

that	morning	as	we	dusted	

vuvuzelas,	and	dug	into	

suitcases	and	wardrobes	and	

pulled	out	t-shirts	embossed	

with	the	insignia	of	our	favorite	

clubs.	By	2:45,	we	(my	brother,	

his	two	friends	and	I)	were	at	

the	stadium	gates.	

Despite	the	fact	that	it	

threatened	to	rain,	streets	

closest	to	the	Ohene	Djan	

Stadium	were	lined	with	

people	selling	flags,	vuvuzelas,	

whistles	and	other	football	

paraphernalia	that	had	been	

left	over	from	the	African	Cup	

in	2008.	We’d	come	equipped	

with	umbrellas	and	I	had	a	

shower	cap	tucked	into	my	bag.

3pm.	We	were	in	a	queue	

outside	the	gates.	We	heard	

the	crowd	inside	the	stadium	

roar	as	the	players	got	onto	

the	field.	Our	spirits	were	

not	dampened	when	it	began	

drizzling.	Eventually,	we	got	

MAY	9,	
10	YEARS	ON…
Dr. Ruby Goka

Dear	God,	please	don’t	let	there	be	a	

stampede	I	prayed.	Images	of	the	May	9th	

disaster	came	flooding	into	my	mind.	
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our	tickets	and	made	it	into	the	

stadium.	The	atmosphere	was	

charged.	It	was	the	African	cup	

all	over	again.	And	we	settled	

down	to	enjoy	good	football.

A	Near	Disaster?	
The	rain	picked	up	intensity	

and	gradually	turned	into	

a	downpour.	People	began	

vacating	their	seats	and	

storming	to	the	exits.	Our	

umbrellas	were	no	use	against	

the	steady	downpour.	Even	we	

the	die-hard	fans	couldn’t	take	

it	anymore.	We	joined	a	throng	

of	people	on	their	way	to	find	

shelter.		We	moved	as	one	with	

the	surging	crowd.		There	was	

no	going	against	it.	The	rain	

came	down	harder.

One	group	of	people	surged	

towards	the	exit,	a	second	

made	their	way	upwards	to	

the	higher	tiers	which	offered	

some	shelter.		But	what	if	there	

had	been	a	fire	or	something	

else?	Than	what?	

Dear	God,	please	don’t	let	

there	be	a	stampede	I	prayed.	

Images	of	the	May	9th	disaster	

came	flooding	into	my	mind.	

Thankfully,	passions	in	this	

game	were	not	inflamed.	Most	

people	had	come	for	a	good	

game.	There	were	no	die-hard	

supporters	here,	no	underlying	

ethnic	sentiments.	But	that	

didn’t	make	the	situation	any	

better.	

Improvements….	
Arguably,	the	current	seats	

cannot	easily	be	ripped	off	

and	thrown	about	and	there	

was	a	strong	security	force	

present	when	we	entered	the	

stadium	grounds.	But	there	was	

nothing	in	the	way	of	crowd	

management	or	emergency	

services.

To	be	fair	there	were	a	number	

of	security	men	at	the	gates	

and	an	occasional	one	in	the	

stand	but	they	seemed	to	be	as	

interested	in	the	game	as	the	

next	person	and	when	the	rain	

started	in	earnest,	they	were	

nowhere	to	be	seen.

What	if	the	unthinkable	
had	happened?
We	would	have	done	what	

we	do	best.	Talk	big	and	make	

even	bigger	promises	on	

radio	and	TV	till	the	next	big	

thing	comes	along	to	catch	

our	attention.	It’s	what	we’ve	

done	in	the	past.		It’s	what	we	

do	every	year	when	the	cities	

flood	and	people’s	lives	and	

property	are	lost.	It’s	what	we	

do	when	our	markets	catch	

fire	each	year.	It’s	what	we	

do	when	un-roadworthy	207	

buses	get	involved	in	road	

traffic	accidents	and	people	die	

needlessly.	It’s	probably	what	

we	would	have	done	if	things	

had	turned	ugly	on	May	25.	

A	matter	of	time?
Despite	the	increase	in	

disasters	all	over	the	world,	

earthquakes,	tsunamis	and	

mining	accidents	among	others,	

we	continue	to	sit	back	and	

look	on	complacently.	Our	

elders	say	when	you	see	your	

neighbour’s	beard	is	on	fire,	

fetch	a	cup	of	water	and	put	it	

by	your	side.	

Our	relative	reluctance	

to	devote	the	necessary	

resources	for	adequate	
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disaster	preparedness	is	mind-

boggling.	What	are	we	waiting	

for?		The	best	time	to	propose	

major	changes	for	disaster	

preparedness	is	now	that	

disasters	are	happening	all	over	

the	world.		

How	prepared	is	our	
health	system?	
I	suppose	this	is	a	rhetorical	

question.	

Our	health	system	will	be	

overwhelmed	with	the	death	

toll	and	the	number	of	injured	

if	disaster	strikes.		Our	accident	

and	emergency	units	are	barely	

coping	as	it	is.	

Prevention-	Crowd	
Management	Is	Our	
Best	Option
Crowd	management	is,	

essentially,	all	about	those	

attending	an	event.	The	

goal	is	to	provide	a	safe	and	

organized	setting	in	which	

people	can	assemble	to	enjoy	

activities	from	athletic	events	

to	concerts.	

To	accomplish	the	goal	of	

crowd	management	there	must	

be	a	plan	in	place	to	ensure	

the	resources	of	the	venue	

are	focused	on	implementing	

and	carrying	out	established	

policies	and	procedures.	

[needs	hammering	home…	

e.g.	illustrate?]	This	begs	the	

question;	do	those	involved	in	

event	organization	in	Ghana	

have	a	plan	in	place?	

Responsibilities	of	
the	management	and	
organization	teams
Effective	team	work	depends	

on	good	communication	and	

co-ordination	between	the	

organizers	and	those	in	direct	

contact	with	the	crowds.	It	

depends	on	senior	managers	

providing	a	positive	and	pro-

active	safety	culture	so	that	

staff	at	all	levels	are	aware	

of	the	importance	of	crowd	

safety.	

Sufficient	personnel	and	

resources	must	be	available	

and	must	be	up	to	date	on	

emergency	procedures,	

public	relations	and	general	

knowledge	of	the	venue	and	

the	event.

For	example	the	entry	to	a	

stadium	which	is	designed	

to	handle	a	certain	number	

of	entrants	per	hour	should	

be	monitored	to	identify	and	

prevent	larger	crowds	from	

forcing	their	way	through.	

Along	the	same	lines,	staff	

should	be	trained	and	capable	

of	identifying	others	potential	

problems	and	act	to	direct	

crowds	to	other	entrances	or	

exits	and	alert	management	

of	potential	risks.	By	acting	

quickly,	injuries	from	over	

crowding	and	pushing	can	be	

avoided	as	can	over-heated	

tempers	and	potential	worse	

consequences.	

Staff	(from	security,	ticket	

handlers,	vendors,		law	

enforcement	to	ushers)	should	

also	be	trained	to	safely	

remove	individuals	who	cause	

fights	or	heckle	others	or	those	

who	are	drunk	to	lessen		and	

even	prevent	situations	from	

occurring.

The	provision	of	
information
Do	people	know	where	to	go,	

what	is	allowed	and	what	is	not	

allowed?	Are	these	messages	

communicated	in	a	clear	and	

understandable	manner?	Can	

those	speaking	languages	other	

than	English	understand	what	

the	directions	are	attempting	

to	communicate?	Are	there	

adequate	signs	or	directions?

Clear	signposts	and	simple,	

audible	public	address	

messages	are	vital.	Poor	

communications	can	lead	

to	people	stopping,	moving	

against	the	flow	of	the	

crowd,	blocking	passages	or	

making	frequent	demands	on	

staff	for	directions.	Visitors	

without	information,	or	given	

contradictory	information,	

can	become	frustrated	and	

aggressive.
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Our	role	as	patrons	of	
events	
Always	look	for	possible	exits	

in	an	auditorium	or	on	the	

grounds	where	an	event	is	

being	held	and	in	case	of	a	

stampede	go	for	the	one	with	

less	people.

Contrary	to	the	notion	we	have	

of	people	falling	and	being	

crushed	to	death,	a	number	

of	deaths	due	to	stampedes	

have	been	caused	by	people	

standing	up	and	being	

asphyxiated.		My	advice	then	is	

to	always	keep	an	eye	on	your	

environment	and	monitor	the	

people	around	you.	

Trust	your	gut,	once	you	

begin	to	get	uneasy,	or	there	

are	signs	from	the	crowd	is	

agitated,	that’s	probably	your	

cue	to	leave.	It	doesn’t	matter	

how	much	you	paid	for	your	

VIP	ticket.	Better	be	safe	than	

dead.

Back	to	May	25
For	the	greater	part	of	the	

second	half	the	downpour	

continued.	We	huddled	under	

one	of	the	umbrellas	and	

barely	followed	the	game.	In	

those	minutes	in	which	the	rain	

poured	there	was	no	one	to	

ensure	we	left	the	bleachers	

in	a	calm	and	orderly	manner.	

No	one.		The	game	ended	and	

we	made	our	way	out	of	the	

stadium	in	the	downpour.	We	

were	soaked,	cold,	shivering.

At	home,	I	asked	my	brother	

what	the	scores	were.	He	

looked	at	me	with	an	impish	

smile.	He	didn’t	know.	

Was	it	worth	it?	I	asked	myself.	

The	cold,	the	rain,	not	even	

watching	a	decent	part	of	the	

match.	An	empathic	No!	We	

were	better	off	curling	up	on	

the	sofa	in	front	of	the	TV	and	

watching	the	game.

Would	we	do	it	again?
I	looked	around	at	the	

vuvuzelas,	the	wet	sneakers,	

the	wet	t-shirts	in	Ghana	

colours	that	had	been	draped	

over	chairs	to	dry	and	at	the	

face	of	my	smiling	brother	re-

living	the	parts	of	the	match	

we	had	watched	before	the	

rain	set	in.

Would	we	do	it	again?
Probably…after	all,	football	is	

the	beautiful	game.

Common	Sense
A	PhD	graduate	and	his	matriculated	friend	

went	on	a	camping	trip,	set	up	

their	tent	and	fell	asleep.	Some	hours	later,	

his	matriculated	friend	woke	

up	his	PhD	friend	and	said	“Look	up	at	the	

sky	and	tell	me	what	you	see?”	

	

The	PhD	man	replies:	“I	see	millions	of	stars.”	

Then	his	matriculated	

friend	asks:	“What	does	that	tells	you?”

	

The	PhD	guy	ponders	for	a	minute:	

“Astronomically	speaking,	it	tells	me	

that	there	are	millions	of	galaxies	and	

potentially	billions	of	planets.	

Astrologically,	it	tells	me	that	Satan	is	in	Leo.	

Time	wise,	it	appears	to	

be	approximately	a	quarter	past	three.	

Theologically,	it’s	evident	the	Lord	is	all-

powerful	and	we	are	small	and	insignificant.	

Meteorologically,	

it	seems	we	will	have	a	beautiful	day	

tomorrow.	What	does	it	tell	you?”	

His	matriculated	friend	is	silent	for	a	moment,	

and	then	speaks:	

“Practically........it	tells	me	that	someone	has	

stolen	our	tent.”	
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T
he	Ghanaian	health	

sector	has	tonnestonnes	

of	issues	to	deal	with	

on	a	daily	basis,	but	I	do	not	

believe	that	health	policy	

formulation	is	one	of	them.	

Compared	to	other	West	

African	countries,	Ghana	is	

a	haven	filled	withof	very	

attractive,	logical	and	well	

researched	health	policies	

and	standards	which	could	

go	a	long	way	in	improving	

the	quality	of	life	of	it’sits	

citizens	through	improved	

professional	standards	for	

health	professionals.

Quality	assurance(assurance	

(QA),	Infection	Prevention	

and	Control	(IPC),	HIV	and	

AIDS	are	but	a	few	areas	

where	there	have	been	

significant	advances	and	

guidlinesguidelines.	If	all	these	

policies	and	guidlinesguidelines	

were	being	diligently	applied	

and	monitored	then	the	

health	sector	would	look	very	

different	from	the	way	it	does	

right	now.

The	question	is	this:	How	

many	health	workers	are	

aware	of	the	existence	of	the	

National	Policy	on	Infection	

Prevention	and	Control	(IPC)	

for	example?	You	will	be	able	

to	appreciate	the	importance	

of	this	question	if	you	consider	

the	legal	implications	of	an	

individual	or	hospital	breaching	

these	guidlines	and	resulting	

in	a	serious	hospital	acquired	

infection.	It’s	a	good	thing	

that	lawyers	haven’t	started	

scavenging	for	lawsuits	in	the	

hospital	corridors	in	Ghana	yet,	

but	it’s	only	a	matter	of	time...	

‘Monitoring’,	‘supervision’	and	

‘evaluation’	are	commonly	

abused	words	in	the	health	

sector.	These	processes	are	

carried	out		regularlyout	

regularly	by	officers	at	the	

highest	levels	such	as	The	

Ministry	of	Health	(MOH)	

and	also	at	MOH-Stakeholder	

conferences,	Regional	health	

The Weakest Links in Ghana’s 
Health Institutions 

By Momodou Cham

Monitoring	and	
Supervision	and	

Discipline...	



gmafocus | 33

Feature

conferences	and	so	on.	The	

problem	I	see	here	is	that	

monitoring,	supervision	and	

evaluatory	processes	are	

not	carried	out	where	they	

are	needed	the	most...in	the	

hospitals!	With	the	exception	

of	the	tertiary	institutions	and	

a	handful	of	other	hospitals,	

the	majority	of	government	

hospitals	do	not	regularly	

monitor	their	performance	or	

practices	in	a	close	enough	

manner	to	effect	useful	

changes	to	enhance	the	quality	

of	life.	The	tertiary	institutions	

are	a	step	ahead	of	rest	the	

rest	because	they	atleastat	

least	monitor	clinical	outcomes	

via	mortality	conferences.

A	key	to	success	stories	

and	centers	of	excellence	

in	future	might	come	from	

the	investment	in	teams	

of	health	workers	such	as	

doctors,	nurses,	pharmacists	

etc,	and	maybe	even	lawyers	

appointed	to	the	lower	levels	

of	the	healthcare	delivery	

system	specifically	to	monitor	

the	quality	of	service	as	per	

the	good	policy	documents	

Ghana	already	has.	They	

would	serve	as	a	kind	of	

“health	policing	unit”	to	ensure	

that	we	all	follow	the	MOH	

guidlinesguidelines	on	various	

issues.		The	institutions	and	

individuals	who	fall	foul	of	

national	guidlinesguidelines	

should	be	sanctioned	

financially.	Imagine	a	hospital	

being	fined	2,000	cedis	for	

scoring	less	than	50%	on	an	

evaluation	of	IPC	practices,	and	

imagine	the	hospital	managers	

deducting	the	amount	from	the	

salaries	of	all	individual	staff	

who	contributed	to	hospital	

scoring	such	a	mark.	It	sounds	

extreme,	but	imagine	the	

effects	it	will	have	in	terms	

of	efficiency,	discipline	and	a	

sense	of	accountability	in	the	

health	sector.

It	is	only	when	performance	

is	linked	to	money	that	the	

managers	and	staff	of	health	

institutions	will	begin	to	take	

policies	and	guidlinesguidelines	

more	seriously,	and	it	is	

only	then	that	the	level	of	

indiscipline	in	the	health	sector	

will	begin	to	improve.	

There	has	been	a	lot	of	bad	

press	for	involving	health	

institutions	and	workers	in	

general	and	government	health	

facilities	in	particular.	In	most	

of	these	cases	Frequently	

the	“scandals”	were	due	to	a	

couple	of	reasons	one	of	them	

being	the	poor	attitude	that	

health	workers	have	towards	

exhibited	to	clients	some	

of	the	time.	But	there	were	

no	monitors	of	the	attitude	

of	health	workers	or	means	

of	complaining	to	hospital	

managers	in	some	of	these	

cases	so	the	clients	chose	to	

become	our	monitors	(since	

we	con’t	won’t	do	it	ourselves!)	

and	took	matters	into	their	own	

hands.

The	message	from	clients	to	

health	institutions	is	very	clear	

in	this	day	and	age....	“monitor	

and	improve	your	performance	

or	we	will	monitor	it	for	you	

and	force	you	(through	the	

press	and	other	means)	to	

change	your	practices	and	

attitude	to	suit	our	needs!”

Ladies	and	Gentlemen	in	health,	

the	ball	is	in	our	court...

Momodou	Cham	is	a	senior	

medical	officer	at	Comboni	

Polyclinic,	Sogakope,	with	a	

strong	interest	in	public	health	

issues.

“monitor	and	

improve	your	

performance	or	

we	will	monitor	it	

for	you	and	force	

you	(through	the	

press	and	other	

means)	to	change	

your	practices	and	

attitude	to	suit	our	

needs!”







| gmafocus36

Ethics

I	
had	the	shock	of	my	life	one	

day	when	a	nurse	called	me	

to	inspect	a	wound	in	the	

casualty	theatre	of	the	Korle	

Bu	Teaching	Hospital.	The	

patient	told	me	she	had	run	

out	of	her	medications	and	

the	only	one	she	buy	over	the	

counter	was	the	‘syrup’.	Guess	

what	she	meant	by	‘syrup’.	It	is	

Drez	solution:	a	topical	agent	

made	up	of	povidone	iodine	

and	metronidazole.	Each	bottle	

is	100mls	and	she	drinks	one	

a	day.	As	at	that	day,	she	had	

drunk	5	bottles.	Surprised?	

Yes,	I	was!	But	on	further	

interrogation,	I	realized	she	was	

lingually	handicapped,	unable	

to	speak	any	of	the	popular	

Ghanaian	languages;	Twi,	Ga,	

Ewe	and	Hausa.	

She	is	alive	and	kicking,	but	

can	you	imagine	if	this	was	

an	acidic	or	poisonous	topical	

agent?	And	what	about	the	

pharmacist	who	kept	giving	her	

this	agent	daily?	Do	we	blame	

him	too,	or	do	we	blame	the	

authorities	who	are	supposed	

to	be	regulating	this	field.	What	

could	the	pharmacist	have	

done	to	help?	Could	the	doctor	

have	found	out	this	anomaly?	

What	about	the	dressing	room	

nurse?	I	guess	the	blame	

“For	Lack	of	
Knowledge…”

Are	you	sure	the	
patient	knows	
how	to	take	
the	medications	
you’ve	given	
her?	
A	tale	of	
misapplied	
potion	opened	
the	floodgates	
on	the	GMA	
internet	forum.
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game	would	have	been	on	if	

this	patient	had	died.	This	is	

an	indictment	on	us	as	health	

professionals:	doctors,	nurses,	

pharmacists.

We	need	to	bear	in	mind	that	

there	are	lots	of	illiterate	

people	in	Ghana	and	we	need	

to	spend	ample	time	with	our	

patients	to	get	out	information.	

The	pharmacist	could	also	have	

helped,	as	well	as	the	nurses.	

Henceforth	we	have	to	know	

that	instructions	for	drugs	cut	

across	all	chemical	agents,	

including	agents	for	dressing	

wounds.	Hopefully,	she	will	not	

drink	hydrogen	peroxide	or	

methylated	spirit.

Abdullah,	Mohammed	Hadi

I	wonder	how	that	concoction	

must	have	tasted,	but	she	

drank	it	religiously.	I	must	

congratulate	her	on	her	

diligence.	

The	same	thing	happens	when	

patients	swallow	suppositories	

instead	of	inserting	them.	It	

happens	all	the	time.	Have	

you	ever	inspected	a	patient’s	

drugs	after	they	have	bought	

the	drugs?	Trust	me,	90	percent	

of	the	time	you	will	be	asking	

yourself,	‘Did	I	write	that?’	

Because	someone	else	has	

decided	to	substitute	all	the	

meds,	or	have	decided	that	

their	way	is	better.

The	problems	are	many,	and	

sitting	squarely	at	the	root	of	

it	is	illiteracy,	a	loose	health	

system	and	absolutely	no	

policies.	Or	maybe	policies	in	

drawers	that	no	one	has	seen	

or	is	enforcing.	

So,	Dodi,	whose	fault	is	it?	Ours	

as	Ghanaians.	Kwame	Nkrumah	

made	a	difference,	lots	of	

other	young	people	made	a	

difference	in	history.	Maybe	

it’s	time	we	removed	our	hands	

from	our,	sebi,	demirifas	and	

do	something.	And	please	don’t	

ask	me	do	what	because	I’m	as	

stumped	as	you	are.

J. Yamoah

	When	I	was	in	class	five,	I	

had	a	problem	with	my	ears	

and	the	doctor	prescribed	

ear	drops	for	me,	but	the	

dispensing	guy	gave	me	eye	

drops.	When	I	confronted	him,	

I	had	a	good	bashing	and	he	

closed	the	counter	window	

against	me.	I	went	right	to	the	

doctor	and	complained.	He	was	

summoned	and	that	was	when	

the	mistake	was	corrected	and	

I	went	home	with	the	right	

medication.	This	was	me	in	

class	five	when	I	could	read,	

thanks	to	my	good	teachers.	

I	wonder	how	many	even	

understand	the	instructions	

given	by	our	dispensing	

assistants	and	technicians.	Let	

us,	as	medical	superintendents,	

not	be	interested	in	sitting	

in	the	consulting	rooms	

only,	but	move	around	in	

the	facilities	and	observe	

and	listen	to	what	happens	

daily	to	our	clients.	Let’s	use	

mystery	clients	and	act	on	our	

findings.	What	use	is	it	when	

you	prescribe	a	medication	

to	a	client	for	the	client	to	

end	up	having	something	else	

or	at	best	having	to	take	the	

medication	wrongly?	You	would	

have	wasted	your	time	and	

expertise.

Dr Nuertey

The	blame	should	not,	I	think,	

be	on	the	doctor	but	the	

pharmacist.	He	could	have	

educated	the	patient	on	how	

to	take	the	medication.	A	

doctor	anywhere	sees	many	

patients,	and	only	God	knows	

what	happens	after	seeing	30	

patients.	The	mistakes	may	

be	many	but	we	have	checks	

like	the	pharmacists.	However	

they	are	also	not	coming	forth	

with	their	corrections.	I	hope	

in	future	with	improvement	

in	communication,	we	will	get	

there.	But	until	then,	let	us	

brighten	our	corner.

Kwarko Kwarko

I’m	glad	at	the	level	of	interest.	

The	twist	to	this	issue	is	the	

ethics.	Legally	the	patient	may	

be	responsible	for	buying	

a	drug	without	prescription	

and	also	failing	to	read	and	

understand	inscriptions	on	

it.	But,	ethically	we	need	to	

Ethics
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educate	our	patient	

well	on	whatever	

agent	we	use	on	

them.	It	is	proper	

practice	to	explain	

to	a	patient	when	

cleaning	the	skin	

with	savlon	or	

methylated	spirit	

prior	to	surgery.	

By	inference,	one	

could	conclude	that	

the	opportunity	to	

educate	this	patient	

in	question	on	the	

Drez	solution	needed	

to	be	done	at	the	

point	of	using	the	

agent.

All	I	seek	to	do	is	

to	warn	us	on	the	

fact	that	not	all	

our	patients	are	

educated	or	understand	what	

we	tell	them	in	passing	or	in	

5minutes.	The	adult	literacy	

rate	of	Ghana	as	at	2008	was	

66%	(unicef.org).

This	statistics	tells	us	that	

about	36%	of	the	population	

are	not	lettered.	Out	of	this	

66%,	only	46.6	can	speak	

and	read	English	and	another	

Ghanaian	language	in	the	

eastern	region.	This	rate	may	

be	worse	in	other	regions.	We	

need	to	take	note	of	this	and	

help	our	citizenry	who	may	not	

have	benefited	from	western	

education.

Abdullah, Mohammed Hadi 

	

I	find	this	story	interesting	-	

and	it	makes	me	wonder.	I	have	

had	to	pick	up	medications	

several	times	at	a	big	public	

sector	hospital	pharmacy	

and	have	always	gone	along	

incognito	as	another	member	

of	the	general	public.	The	

instructions	about	how	much	

to	pay	were	always	very	

clear	and	crisp,	but	I	do	not	

remember	having	received	any	

verbal	instructions	with	the	

medicines	dispensed	to	the	

best	of	my	memory.	Maybe	

I	looked	literate	regarding	

medicines????	But	I	did	not	

hear	all	the	other	clients	there	

getting	a	whole	lot	

of	advice	either!	

Some	(many?)	of	

them	were	probably	

not	very	literate	

when	it	comes	to	

medicines.	Personally	

it	did	not	matter	

since	I	knew	what	

meds	I	was	picking	

up	and	the	dosage	

prescribed	plus	could	

read	the	leaflets	

(where	one	is	given	

the	whole	package	

including	leaflets)	

or	visit	the	internet	

or	a	formulary	for	

information.	How	

many	Ghanaians	can	

do	this?

This	is	a	wake	up	

call	on	communication	for	

prescribers	and	dispensers	

both.

Irene Agyepong 

I	remember	when	I	visited	the	

Central	Regional	Hospital	some	

7	years	ago	during	community	

health	rotation,	they	had	a	unit	

just	dedicated	to	educating	

patients	on	the	medications	

they	were	served,	side	effects	

and	all.	I	don’t	know	if	it	still	

exists	but	we	could	learn	from	

them	because	I	believe	each	

and	every	one	of	us	has	an	

experience	to	share.	Pessaries	

taken	orally	for	7	days	and	

candida	persisting!
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James Boachie 

I	remember	years	ago	at	the	

Children’s	Block,	KBTH,	the	

locally	prepared	flucloxacillin	

was	in	the	same	container	as	

the	savlon	bath	solution,	and	

mothers	were	erroneously	

giving	the	savlon	orally	and	

dropping	the	flucloxacillin	

in	the	water	to	bath	their	

children.	When	this	was	

realised,	all	the	doctors	in	the	

department	were	admonished	

to	write	savlon	soaps	instead	

of	the	savlon	bath	to	treat	

impetigo	until	the	pharmacy	

changed	the	container	for	the	

flucloxacillin.	This		is	something	

that	could	happen	to	any	of	us	

irrespective	of	our	educational	

levels.	It	is	something	that	

needs	to	be	discussed	

dispassionately	and	solutions	

sought,	after	all,	are	we	not	all	

trying	to	ensure	the	safety	of	

the	public?

I	also	saw	a	child	with	about	

60	percent	body	surface	

area	burns.	As	usual	child	

abuse	was	first	on	our	list.	A	

further	probe	into	the	history	

revealed	that	child	had	staph	

skin	sepsis	and	mother	was	

given	savlon	to	put	some	few	

drops	in	water	and	bathe	the	

child	with.	Mother	did	not	

understand	the	instructions	

and	instead	added	a	few	drops	

of	water	to	the	savlon	and	

smeared	the	child	with	it!	When	

mother	was	questioned,	that	

is	what	she	thought	she	heard.	

Can	you	blame	the	mother	

or	pharmacist?	Many	times	a	

patient	will	leave	the	consulting	

room	after	agreeing	that	he/

she	has	heard	and	understood	

everything	only	to	ask	the	next	

in	line:	“what	did	he	(doctor)	

say”	.	What	more	can	you	do?	

It’s	a	cultural	thing,	I	believe.

F Owusu-Sekyere

This	reminds	me	of	a	woman	

I	saw	who	had	dropped	super	

glue	on	the	eye	instead	of	an	

eye	ointment.	She	kept	both	

at	the	same	place	and	when	

she	asked	the	son	to	pick	the	

ointment	for	her,	he	brought	

the	super	glue	instead.	You	can	

imagine	the	outcome.	

Drug	handling	and	education,	

who	to	blame?	The	doctor,	

pharmacist	or	the	patient?	Eye	

nsem	pii!!!

Dr. Bernard Nii Torgbor

I	also	wish	to	contribute	my	

2	pesewas	to	the	discussion!	

I	spent	the	week	discussing	

this	issue	with	some	colleague	

pharmacists	and	have	come	to	

the	following	conclusions:

1.	 This	is	a	multi-faceted	

problem	and	no	one	person	

can	be	blamed	for	the	

problem.

2.	 There	is	a	weakness	with	

regulation	and	supervision	

hence	this	problem.	

Major	culprits	seem	to	

be	the	lower	level	staff	

(Pharmacy	Technicians/

Assistants)	rather	than	the	

professionals	hence	the	

need	for	better	supervision.	

3.	 Unfortunately	the	well	

trained	professionals	are	

also	making	the	same	

mistakes	in	being	experts	

at	informing	the	client	

well	about	the	financial	

issues	compared	with	the	

technical	information.	

4.	 We	are	all	each	other’s	

keepers	so	doctors	should	

please	do	well	to	supervise	

and	check	the	practices	of	

pharmacy	staff	

The	regulatory	body	(Pharmacy	

Council)	that	is	now	regulating	

the	profession	should	do	more	

to	update	our	colleagues	on	

their	practices.	

We	all	contribute	to	the	

problem	so	I	believe	by	talking	

about	it	we	will	translate	the	

talk	into	solutions	not	just	talk	

for	talking’s	sake!!	Thanks	Dodi	

for	reminding	us	of	the	carnage	

in	our	health	sector

Dr. Nii Nortey Hanson-Nortey

Send	comments	to	gmafocus@

gmail.com.

Ethics
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			I	listened	to	a	Joy	FM	news	

item	about	GMA	president	

warning	the	Fair	Wages	

Commission	to	ensure	there	

will	be	no	irregularities	when	

doctors	are	migrated.	This	

was	premised	on	the	teachers’	

experience	and	our	own	

OCDFA.	I	am	very	excited	

about	GMA’s	pro-active	stand,	

a	departure	from	our	previous	

reactionary	responses.	I	also	

would	have	been	happier	if	

we	had	sympathized	with	the	

teachers	and	call	for	quick	

resolution	to	that.	As	much	

as	we	should	“chop	our	house	

matter”	we	also	must	show	

some	concern	for	the	teachers.	

This	I	am	sure	will	remove	

some	of	the	suspicion	existing	

between	our	professional	

groupings...		

			I	hope	authorities	in	charge	

are	listening	and	will	not	call	

this	a	bluff	from	doctors.	There	

should	be	no	room	for	errors	

on	the	part	of	CAGD	as	we	

have	been	patient	with	them	

for	all	this	while.		

LONG	LIVE	GMA.	LONG	LIVE	

GHANA.

John Adabie

			I	think	this	

tuberculous	spine	is	

actually	taking	too	much	

a	time	on	medication.	

For	over	a	year	of	its	coming,	

we	have	not	even	been	told	

about	the	amount	that	will	

descend	into	our	account.	It	

is	my	hope	that	we	are	made	

to	know	our	share	before	

finally	getting	to	be	deceived	

by	a	so-called	error	by	

personnel	at	Controller.	Dear	

GMA,	please	post	to	us	what	

we	expect	to	receive	before	

our	SSSS	gets	us	to	need	a	

collar,	plate	and	screw	or	

possibly	decompression	with	

conservative	medications.	We	

should	not	get	to	this	stage	

as	our	neurosurgeons	are	few	

and	Focos	charges	too	are	way	

above	double	spine.

Kwarko Kwarko

NATIONAL	TB	CONTROL	
PROGRAMME
			Hi,	

I	am	joining	this	year’s	World	

TB	day	programme	in	Sunyani	

and	I	like	the	theme.		I	however	

believe	there	is	much	more	we	

should	do	to	make	this	dream	a	

reality.	I	just	hope	we	are	really	

interested	in	getting	all	the	

viewpoints	that	will	enable	us	

to	make	the	needed	changes.		

I	hope	the	control	programme	

is	interested	in	what	we	all	

have	to	say	on	the	subject	

because	that	is	the	only	way	

we	can	achieve	our	goal.	We	

need	to	change	and	move	

along	with	the	advances	in	

the	field	of	TB	diagnosis	and	

treatment.		

We	really	need	to	move	

forward,	many	countries	are	

doing	this.	My	most	concern	is	

the	TB/HIV	clients.				

Dr. (Mrs.) Dorcas Obiri-Yeboah

		Dear	Dorcas,	

I	am	excited	about	your	

passion	for	TB	especially	in	the	

area	of	TB/HIV	where	we	have	

a	lot	of	challenges!		

How	I	wish	that	we	had	more	

colleagues	interested	in	TB!	

But	what	do	we	see?	Doctors	

are	always	the	first	to	refer	

a	TB	patient	away	to	the	

DOTS	Corner	to	see	the	‘un-

schooled’	public	health	nurse	

or	ward	assistant	turned	TB	

Coordinator!	The	TB	patient	

is	a	complete	patient	(if	there	

is	anything	like	that)	and	

Single	Spine
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deserves	complete	care.	

The	NTP	wants	doctors	

to	share	their	experiences	

with	managing	TB	patients.	

The	NTP	wants	doctors	to	take	

up	the	challenge	to	provide	

comprehensive	care	to	the	TB	

patient	who	may	also	have	

Diabetes,	Hypertension,	Renal	

Failure,	Liver	disease,	all	sorts	

of	cancers	-	please	name	them!	

The	NTP	also	wants	doctors	

to	please	remember	all	the	

medical	risk	factors	for	TB	and	

to	screen	persons	presenting	

with	such	conditions	for	TB	and	

treat	them.	By	so	doing	we	will	

reduce	the	disease	burden	in	

the	community	and	our	fight	

towards	elimination	of	TB	in	

Ghana	will	be	in	sharp	focus!	

The	NTP	is	introducing	new	

diagnostics	like	the	GeneXpert,	

Fluorescent	microscopes,	Line	

Probe	Assays	etc	this	year	and	

has	already	begun	piloting	in	

Accra	Metro	new	definitions	for	

diagnosis	and	new	diagnostic	

methods	such	as	the	‘front-

loaded’	sputum	sample!	The	

NTP	in	Ghana	is	innovating	

and	is	ready	to	listen	to	all	

stakeholders	to	support	our	

drive	for	newer	approaches	to	

TB	control!

		Dorcas	welcome	to	the	club	

and	please	share	your	ideas	

with	us.	I	urge	all	colleagues	

to	join	us	in	the	fight	against	

TB	as	we	transform	the	fight	

towards	innovation!	

STOP	TB!	ELIMINATE	TB!	YES	

WE	CAN!

Dr. Nii Nortey Hanson-Nortey

		 Dear	All,

I	agree	with	Dr	Nortey	that	

more	medical	officers	should	

be	involved	in	TB	affairs.	Our	

suspicion	rate	is	quite	low	and	

many	clinicians	even	miss	a	lot	

of	TB	cases.	Two	years	ago	I	

gave	a	talk	to	all	the	workers	

of	one	our	hospitals.		Three	

days	later	a	telephonist	of	the	

facility	called,	recalling	what	

I	told	them	in	my	talk	that	

anyone	who	coughs	for	two	

weeks	without	improvement	

must	be	investigated	for	TB.	

Her	story	was	that,	beside	

her	was	a	client	who	had	

been	treated	with	the	same	

medication	for	two	months	

without	any	improvement,	and	

that	on	the	said	day	the	patient	

had	been	given	the	same	

medication	he	had	been	taking	

for	the	past	two	months.	

This	patient	approached	her	

to	complain	and	that	was	

when	she	called	me.	I	asked	

her	to	send	the	patient	to	the	

laboratory	for	investigation	

and,	lo	and	behold,	the	

client	had	smear-positive	TB.	

Colleagues,	let’s	know	that	we	

still	have	a	lot	of	communicable	

diseases	around,	and	so	let	us	

be	a	little	vigilant.	I	wonder	

how	many	consulting	rooms	

have	case-based	surveillance	

forms?	We	can	actually	reduce	

the	work	load	in	our	hospitals	

if	we	lift	up	our		surveillance	-	

let’s	look	for	AFPs,	Measles,	TB,	

Yellow	fever	etc.

Dr Joseph Nuertey

	

Thank	you	very	much	Dr.	

Nuertey	for	your	support!!!	

I	hope	this	urges	us	all	on	to	

begin	to	think	TB	some	more!	

Please	no	one	is	too	nice	or	

decent	to	have	TB!	Everyone	

can	get	TB.

For	a	long	time	we	had	ignored	

childhood	TB	in	Ghana	but	

now	that	we	have	increased	

our	interest	in	it	we	are	seeing	

increasing	numbers	of	cases!	

Let’s	look	and	we	shall	find!

Dr. Nii Nortey Hanson-Nortey

			Hi	again,

I	really	enjoyed	the	inspiring	

message	by	Dr.	Bonsu	at	

Sunyani	yesterday.	I	believe	

that	the	NTP	has	the	right	

ambition	and	all	doctors	

should	get	involved.		The	area	

of	diagnostics	has	always	

bothered	me	and	yesterday,	

I	heard	things	that	gave	me	

hope.	I	pray	and	wait	to	see	

all	the	promises	given	in	that	

speech	as	far	as	diagnostic	

tools	are	concerned	fulfilled	

sooner	than	later.	It	is	sad	but	

true	that	doctors	are	the	very	

people	who	want	to	“get	rid”	of	

the	TB	patients	quickly.	Why	is	

that?	Can	someone	explain	that	

to	me?	We	want	a	DOT	centre	

health	aid	to	manage	them	so	
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we	can	be	“safe”.	How	sad	and	

so	mistaken!	I	pray	that	we	

all	change	and	fight	this	killer	

before	it	kills	someone	close	to	

us	and	“getting	rid”	of	the	TB	

patient	will	never	help	us.

Remember	“together	we	can”!!!	

Dr. (Mrs.) Dorcas Obiri-Yeboah

THE	HOT	JOINT
		Hello,	

I	would	appreciate	some	

“expert”	opinion	as	well	as	

links	to	info	on	how	to	reach	

a	diagnosis	in	the	acutely	

inflamed	joint	in	the	patient	

who	has	SCD.	I	am	particularly	

interested	in	the	clinical	

differences	between	septic	

arthritis,	acute	osteomyelitis,	

and	plain	VOC	in	an	afebrile	

patient	with	a	HOT	joint.	It	

would	be	most	helpful	know	

what	the	current	evidence-

based	recommendations	are	

as	well	as	what	can	be	applied	

in	a	resource	poor	setting	with	

somewhat	poor	laboratory	

support.	

Thank	you.

R Lamptey 

		Roberta,	this	is	always	

a	tough	one	to	call.	There	

is	however	a	guideline	to	

‘guestimate’	whether	u	dealing	

with	VOC	or	infection.	Infection	

usual	has	the	following:	One	

joint	or	one	limb,	Fever,	

Increased	leucocytosis,	

elevated	ESR	&	CRP,	local	

tenderness.	VOC	

usually	has	multiple	

sites,	afebrile,	normal	cell	

count,	normal	ESR	&	CRP,	no	

local	tenderness.		

If	it’s	around	the	hip,	get	an	

ultrasound	or	MRI.	Fluid	in	the	

joint	is	infection	until	proven	

otherwise	despite	all	these	I	

get	it	wrong	half	the	time.	The	

most	specific	test	is	leucocyte	

labelled	indium	bone	scan	

(sorry	you	not	getting	that).	

Hope	this	helps.

Agbeko Ocloo

Ok,	so	let	me	use	your	check	

list	and	let’s	see	where	my	

patient	will	fall.	My	patient	was	

about	26	yrs,	genotype	SS,	

had	both	knee	joints	involved	

(VOC),	was	afebrile	(VOC)	had	

normal	white	cell	count	(VOC),	

ESR	was	about	10	(?	VOC)	but	

he	also	had	local	tenderness	

(INFECTION).		

Well	I	guess	that	it’s	looking	

more	like	a	VOC.	but	what	

really	set	me	thinking	was	

the	local	tenderness.	That	

tenderness.	Well	I	pray	that	it’s	

not	an	infection	because	if	it	is	

I	guess	we’ve	messed	up	cause	

we	didn’t	give	IV	antibiotics	

and	not	for	6wks.	But	we	gave	

oral	antibiotics.			Although	he	

did	well	on	adequate	pain	relief	

and	rehydration,	we	still	gave	

him	oral	antibiotics	on	the	

third	day	which	was	the	day	

we	discharged	him.	This	is	my	

question	Dr	Ocloo:	if	it	was	an	

infection	would	oral	antibiotics	

(clind)	for	a	week	help?	Or	will	

it	make	matters	worse	or	is	just	

a	waste	of	insurance	cedis?

The	C-reactive	protein	if	it’s	

not	from	the	joint	aspirate	is	

it	worth	the	cost?		Thanks	for	

all	your	help.	

	

And	oh	one	more	thing,	it	

would	be	nice	if	you	and	

your	guys	could	publish	a	

paper	on	what	pertains	in	out	

environment,	how	many	hot	

joints	turn	out	to	be	VOCs	

and	how	many	turn	out	to	

be	infection?	What	kinds	of	

organisms	are	most	common-	

staph?	Salmonella?	etc.	Data	

from	such	a	study	would	be	

a	great	resource	for	frontline	

doctors.	I	hope	u	get	a	grant	

and	get	this	research	off	the	

ground.	Cheers	and	a	big	thx

RL

CHOLERA	OUTBREAK
		It’s	amazing	to	see	us	in	

the	21st	century	struggling	

with	water-borne	diseases/	

food-borne	diseases	such	as	

cholera	and	enteric	fever.	The	

current	cholera	epidemic	and	

the	shortage	of	water	in	Accra	

and	its	environs	means	that	

someone	is	not	doing	his/her	

work	well.	I	ask,	who	to	blame?	

A	lot	of	money	has	gone	into	

public	health	in	this	country	

but	it	seems	the	guardians	

of	that	sector	can	never	
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Glorious	insults	–	before	
4-letter	words	were	invented!
The	exchange	between	Churchill	&	Lady	Astor:

She	said,	“If	you	were	my	husband	I’d	give	you	

poison.”

He	said,	“If	you	were	my	wife,	I’d	drink	it.”	

			

	“Thank	you	for	sending	me	a	copy	of	your	book;	

I’ll	waste	no	time	reading	it.”	-	Moses	Hadas

		

“I	didn’t	attend	the	funeral,	but	I	sent	a	nice	

letter	saying	I	approved	of	it.”	-	Mark	Twain

			

“I	am	enclosing	two	tickets	to	the	first	night	of	

my	new	play;	bring	a	friend....	if	you	have	one.”	-	

George	Bernard	Shaw	to	Winston	Churchill

	

“Cannot	possibly	attend	first	night,	will	attend	

second....	if	there	is	one.”	-	Winston	Churchill,	in	

response.

	

“He	is	a	self-made	man	and	worships	his	creator.”	

-	John	Bright

	

“I’ve	just	learned	about	his	illness.	Let’s	hope	it’s	

nothing	trivial.”	-	Irvin	S.	Cobb

	

“He	is	not	only	dull	himself;	he	is	the	cause	of	

dullness	in	others.”	-	Samuel	Johnson

	

	“In	order	to	avoid	being	called	a	flirt,	she	always	

yielded	easily.”	-	Charles,	Count	Talleyrand

			

“Why	do	you	sit	there	looking	like	an	envelope	

without	any	address	on	it?”	-	Mark	Twain

			

“Some	cause	happiness	wherever	they	go;	

others,	whenever	they	go..”	–	Oscar	Wilde

“He	uses	statistics	as	a	drunken	man	uses	lamp-

posts...	for	support	rather	than	illumination.”	-	

Andrew	Lang

Overhead	in	our	hospitals…

Patient:	nurse	can	you	please	help	me	find	

my	sister?	She	has	been	brought	here.	She	is	

running.

Nurse:	how	many	meters	is	she	running?

	

Patient	no	1:	I	will	be	back	I	want	to	use	the	

public	toilet	in	the	hospital

Patient	no	2:	don’t	forget	to	take	money

Patient	no	1:	I	have	health	insurance	so	I	don’t	

pay	cash	for	anything	in	this	hospital

	

Job	Descriptions
The	Ministry	of	Employment	is	to	introduce	“new	

titles”	to	remove	inferiority	complex	so	that	

workers	could	be	proud	and	comfortable	with	

their	professional	titles:

	

1.	 Garden	Boy	-	Landscape	Executive	and	

Animal	Nutritionist

2.	 House	maid	-	Domestic	Operations	Specialist

3.	 Typist	-	Printed	Document	Handler

4.	 Messenger	-	Regional	Business	

Communications	Conveyer

5.	 Window	cleaner	-	Transparent	Wall	

Technician

6.	 Tea	boy	-	Refreshments	Overseer

7.	 Garbage	collector	-	Public	Sanitation	

Technician

8.	 Watchman	-	Area	Theft	Prevention	and	

Surveillance	Officer

9.	 Thief	-	Wealth	Redistribution	Officer

10.	Cook	-	Food	Technician	and	Preparation	

Officer
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be	on	top	of	issues.	

They	always	ride	on	

the	back	of	“prevention	is	

better	than	cure”.	All	you	

hear	those	people	talk	about	

is	education,	education,	

education.	Government	has	

therefore	been	convinced	that	

the	best	way	out	is	to	launch	

a	cholera	campaign	which	

involves	mainly	education	of	

the	populace	and	as	such	voted	

5million	Ghana	cedis	for	the	

campaign.	What	do	we	see	

next?	Adverts	on	the	signs	and	

symptoms	of	cholera	on	our	

television	and	setting	up	of	

super	structures	to	contain	the	

cholera	infected	patients.	

Ghana	is	statistically	a	middle	

income	country	but	we	are	

still	struggling	with	diseases	

of	public	health	such	as	

malaria,	guinea	worm,	enteric	

fever,	HIV/AIDS,	etc.	Ghana	is	

ranked	2nd	to	Sudan	in	cases	

of	G.	worm,	followed	by	Mali,	

Ethiopia,	Nigeria	and	Niger.	

We	were	the	first	to	benefit	

from	the	Carter	Foundation	

but	we’re	still	struggling.	The	

endemic	area	is	at	Savelugu	

with	only	25,000	people,	and	

someone	cannot	advise	our	

political	authorities	to	provide	

such	a	population	with	potable	

water.	

Who	advises	the	minister	on	

issues	of	public	health?	Why	

spend	5million	Ghana	cedis	on	

cholera	campaign	whiles	taps	

stop	flowing	in	Accra?	Why?	

Why?	Forgive	my	ignorance;	

couldn’t	we	have	used	the	

money	to	improve	on	water	

supply	in	Accra	by	fixing	

the	so-called	electrical	faults?	

As	a	resident	in	surgery	I	will	

need	someone	to	pour	water	

on	my	hands	when	scrubbing	

in	theatre	during	water	

shortage.	Think	of	our	crowded	

emergencies	in	situations	of	

water	shortage.	We	don’t	have	

anyone	sacked	for	this	mess	

created	in	a	time	of	cholera.	

This	5	million	will	be	spent	on	

TV	adverts	and	allowances,	

whiles	the	source	of	the	

problem	is	left	unattended	

to.	Who	says	Ghanaians	are	

filthy??	If	authorities	fail	to	

provide	its	citizens	with	basic	

facilities	such	as	road	and	

drainage	systems	what	do	you	

expect	them	to	do?	Don’t	you	

see	how	the	city	of	London	is	

littered	with	chewing	gum?	If	

I	don’t	have	a	drain	where	I	

live,	then	where	do	you	expect	

me	to	dispose	of	liquid	waste?	

Let’s	give	our	citizens	some	

credit	of	common	sense	and	

stop	insulting	their	intelligence	

by	trumpeting	the	mantra	

education,	education.	Let’s	be	

the	reformers	and	take	our	

place	in	history	by	advising	

government	appropriately	for	

posterity	will	always	be	the	

best	judge.	

		I	hope	our	colleagues	in	

public	health	will	take	up	this	

challenge	rather	than	attack	me	

because	there	is	precedence.	

Haiti	had	humanitarian	disaster	

with	its	attendant	sanitation	

problems	and	that’s	why	they	

had	cholera	epidemic,	but	for	

this	to	happen	in	Ghana,	it’s	an	

indictment	on	those	in	charge	

of	health	in	this	country.	They	

sit	at	the	summit	of	the	health	

salary	structure	and	as	such	

must	justify	the	investment	of	

the	tax	payers	by	advising	our	

government	to	channel	more	

resources	in	improving	our	

water,	drainage	and	housing	

system	and	stop	spending	

so	much	on	workshops	and	

seminars	which	we	have	done	

for	more	than	50	years	with	no	

results.	

Hadi Abdullah

			Thanks	very	much	my	

good	friend.	Sometime	I	feel	

sad	that	we	still	talk	about	

education	(hand	washing)	

when	the	people	do	not	have	

good	drinking	water	let	alone	

enough	to	wash	hands.	The	

current	policies	on	cholera,	

guinea	worm	and	other	water	

born	diseases	will	fail	unless	

there	is	general	improvement	

in	water	situation	in	Ghana.	The	

GMA	needs	to	release	a	strong	

statement	on	water	situation	in	

Ghana	and	the	need	for	urgent	

and	new	policies	to	address	it.	

Sani
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			In	PH	school	I	was	taught	

that	if	your	health	education	

is	not	grounded	in	science,	no	

matter	how	sensible	it	may	

seem,	you	will	not	achieve	the	

desired	reduction	in	incidence.	

If	we	are	spreading	cholera	

through	brackish	water	(where	

it	is	a	zoonosis	of	zooplankton),	

which	bodies	of	brackish	

water	are	harbouring	the	

bacterium,	what	is	the	water	

being	used	for	(watering	and	

washing	salads	I	suspect).	A	

lot	of	emphasis	is	being	put	on	

person	to	person	transmission,	

which	is	said	to	be	uncommon.	

i.e.	handling	of	sachet	water,	

shaking	hands	at	gatherings	

etc.

Will	those	using	brackish	

contaminated	water	for	

handling	food	and	food	

products	switch	to	clean	water?	

Is	it	convenient	to	them,	or	

more	convenient	to	use	the	

contaminated	water?	Do	they	

even	care	that	they	may	be	

spreading	cholera	to	others?						

Derek Aryee 

			Good	piece	Dodi.	AMA	is	

trying	to	do	their	bit.	What	is	

Ghana	Water	doing?	Ministry	

of	Health	is	educating	on	TV,	

yes	but	what	else	can	they	do	

within	their	power.	I	may	be	

myopic	and	haven’t	looked	

at	things	closely	but	I	have	

been	looking	from	the	angle	

of	poor/no	source	of	good	

drinking	water,	over	

crowding,	no	toilets	etc.	

So	I	thought	it	would	be	AMA	

or	whichever	municipality/	

metropolitan	office,	town	and	

country	planning	etc	etc.	What	

really	can	we	do	that	we	are	

not	doing?

J Yamoah 

			Hi	Hadi,	that	was	a	nice	

article.	But	you	know,	if	

all	the	5	million	is	pumped	

into	solving	the	root	of	the	

problem,	someone’s	allowance	

will	be	in	danger.	As	for	water	

shortage	in	Accra	and	other	

cities	and	towns	in	Ghana,	

it’s	‘‘normal’’.	What	a	middle	

income	country	we	are.	Pastor	

Otabil	was	right,	we	have	250	

years	development	gap	but	

we	only	discuss	‘‘politrics’’.	

My	brother	don’t	worry.	All	

shall	be	perfect---perhaps	in	

200	years	time.	Meanwhile	

be	careful	with	the	food	and	

water	you	eat	when	on	duty	

and	avoid	the	salad	since	you	

can’t	be	sure	of	the	water	used	

in	watering	the	vegetables.	

Nice	day.

Richard loglo

MALARIA	AFTER	MEAT	
AND	FISH
			I	have	a	31	yr	old	patient.	

PC:	feels	like	‘malaria’	3	days	

after	taking	meat	or	fish.	

Severe	headache,	fever,	pain	all	

over	the	body	HPC:	Started	at	

age	7.	PMH:	glaucoma,	acne.

I	need	help,	any	contributions?

Mary	Dsane

			Just	wondering	out	loud-	

why	is	the	patient	still	eating	

meat	and	or	fish?									

Richardar

			Although	the	history	is	not	

adequate,	anything	that	keeps	

recurring,	especially	after	

eating	meat	or	fish	is	likely	to	

be	an	Allergy/	Hypersensitivity	

reaction.	They	can	present	in	

various	forms.	The	“fever”	may	

not	be	real	fever	(Ghanaians	

call	so	many	things	‘fever’).	

You	will	have	to	go	more	into	

the	history	The	management	

is	simple;	avoid	the	source.	Let	

the	client	avoid	the	specific	

meat	or	fish.	If	she	can’t	

identify	the	particular	one,	

certain	tests	can	be	done.	

Hope	this	is	useful.

Winfred

	

			Mary,	is	this	a	real	

patient?[?].	If	it	is	then	it’s	

either	an	allergic	reaction	

of	some	sort	or	a	metabolic	

disorder.	More	likely	a	

metabolic	disorder.	Maybe	

some	defect	in	the	protein	

breakdown	pathway.	Either	

that	or	the	current	illness	

has	nothing	to	do	with	the	

apparent	intolerance	to	meat	

or	fish	or	the	patient	is	hiding	

something	and	is	hoping	you	

can	decipher	her	problems	
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by	dropping	the	large	

hint	of	fish	and	meat	

intolerance,	you	need	more	

patient	history	taking.		

Jo

	

			Dear	Colleague

I	think	you	have	to	prove	the	

presence	of	these	symptoms	

yourself,	so	far	as	taking	the	

meat/fish	all	these	years	has	

not	killed	him/her,	please	

experiment	it	while	he/she	

is	on	admission.	If	it	results	

positive,	them	you	can	take	it	

from	there.	You	may	also	need	

to	know	if	his/her	parents	

ever	took	him/her	through	any	

rituals	prohibiting	him/her	from	

meat/fish.	

	

On	a	more	lighter	note,	in	

any	case	he/she	has	a	direct	

ticket	to	join	the		Vegetarians’	

association	which	some	of	

us	have	tried	joining	but	for	

the		delicious	home	grown	

guinea	fowl	here	in	the	North.	

Goodnight

Dr.B.B.Naa Gandau

			Hi

I	was	just	wondering	who	has	

the	“copyright”	for	the	use	of	

the	abbreviation		GMA?	Is	it	

us	or	does	it	belong	to	GHANA	

MUSIC	AWARDS?		RL

	

			Hi	what	about	GHANA	

MILITARY	ACADEMY	(GMA)

Maame Yaa

MDC	AND	GMA
There	are	recurring	issues	of	

who	to	do	what:	MDC	to	

determine	credit	points	

or	Ghana	College?	MDC	to	

organize	council	elections	or	

GMA.	With	the	latter,	somehow	

I	don’t	think	it’s	GMA’s	baby.	

Maybe	GMA	can	endorse	

nominations	or	even	make	

nominations	but	for	it	to	

organize	the	whole	process,	I’m	

not	sure.	Thanks

Jo Yamoah

First,		MDC	to	determine	

Credit	points	or	GCPS?	The	

GCPS	is	a	training	institute	to	

churn	out	specialist	surgeons	

and	physicians.	It	is	not	to	

determine	the	credit	points	

that	a	Dr	gets.	What	is	the	use	

of	the	Credit	points?	It	is	to	

confirm	that	this	individual	has	

had	some	in	service	education	

during	the	period	in	question	

to	be	sure	that	that	individual	

is	not	rusty	but	up	to	date	in	

his	practice	to	safeguard	the	

public.

	

To	be	sure	you	are	NOT	

DANGEROUS	to	the	public,	you	

must	be	given	a	certificate	

by	the	govt.	This	is	what	

the	MDC	does.	They	will	set	

out	the	types	and	number	

of	(educational)	courses	an	

individual	must	have	to	follow	

before	he	/she	is	certified	

tp	continue	to	practice.	They	

will	ensure	that	an	institution,	

organisation,	or	body	is	

qualified	or	has	the	ability	

to	offer	such	training	to	the	

practising	doctors.	It	is	not	

the	duty	of	the	MDC	organise	

these	courses	but	they	will	

facilitate	the	organisation	by	

the	requisite	bodies.	But	what	

do	we	see?	They	will	for	some	

reasons	best	known	to	them	

organize	these	courses	whilst	

in	actual	fact	they	should	be	

compiling	the	Credit

points.

	

The	College	also	has	no	

mandate	to	determine	on	its	

own	the	credit	points	to	be	

given	except	in	conjunction	

with	the	MDC.	The	training	

courses	that	they	will	organise	

will	carry	some	credit	points.	

They	will	have	to	award	

certificates	to	the	participants	

like	any	other	body	after	the	

training.	When	the	individual	

is	going	to	renew	his/her	

licence,	he/she	will	present	all	

the	certificates	to	confirm	the	

credit	points	accrued	during	

the	period	to	the	MDC.	But	in	

this	country	every	does	what	

he	/	she	thinks	must	be	done.

	

2.	MDC	organises	Council	

Elections	or	MDC?	The	MDC	

is	not	an	Association	of	like	

minded	individuals.	It	is	

regulatory	body	set	up	by	the	

Govt	to	ensure	that	the	public	

gets	good	and	safe	professional	
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practice	from	Doctors/dentists.	

MDC	is	thus	an	agent	of	the	

govt	and	does	what	the	govt	

wants	it	to	do.	That	is	why	the	

secretariat	is	paid	from	the	

Consolidated	funds	and	the	

Council	members	are	also	paid	

allowances	from	the	Fund.

	

It	is	therefore	the	Govt	that	

must	constitute	the	Council.	It	

has	set	out	the	parameters	as	

to	who	it	wants	to	be	on	the	

Council.	It	is	up	to	the	Govt	to	

get	those	people;	either	ask	

some	institutions	to	bring	reps	

or	it	selects	the	people	that	

it	wants	to	be	on	the	Council.	

In	the	case	of	doctors,	it	said	

6	representatives	of	medical	

doctors	one	of	whom	should	

be	a	military	medical	officer.	

It	can	decide	to	appoint	any	6	

doctors	including	the	military	

med	officer	by	any	means.

	

In	our	case	the	Minister	of	

Health	has	been	given	the	duty	

to	constitute	the	Council.	You	

see	historically	people	have	not	

been	interested	inn	the	affairs	

of	the	MDC.	Only	retired	people	

were	there.

Well	it	has	changed	of	late.	I	

believe	because	nobody	was	

interested,	GMA	included.	

nobody	cared	about	how	the	

6	were	appointed	onto	the	

Council	until	the	MDC	itself	

(whether	with	the	Govt	consent	

or	not,	I	can’t	tell)	arranged	

with	the	EC	to	conduct	

the	elections	to	select	

the	doctors.	Why	is	it	not	

conducting	elections	for	the	

other	entities	to	nominate	

their	reps	but	only	that	of	

doctors?	This	is	where	GMA	

being	the	currently	recognised	

umbrella	body	for	doctors,	

should	have	stepped	in	to	

get	the	6	doctors	and	the	2	

dentists	to	be	on	the	Council	

and	not	the	MDC	to	do	it.

	

It	is	true	the	Constitution	

guarantees	the	Freedom	of	

Association	so	theoretically	

there	could	be	more	than	

one	GMA,	but	happily	there	

is	only	one	and	the	Govt	

recognises	it.	GMA	should	have	

taken	upon	itself	to	use	any	

means	to	get	the	6	doctors	

including	the	military	med	

doctor	and	the	2	dentists	onto	

the	council.	They	could	have	

done	it	by	ballot,	lottery,	‘cha	

cha’,	beauty	contest	or	any	

method	as	long	as	they	have	

the	8	people.	It	is	because	of	

what	is	called	transparency	

that	the	EC	is	often	called	

to	organise	elections	of	this	

nature.	Personally	I	don’t	

think	it	is	necessary.	It	can	be	

done	at	an	AGM.	You	know	

what	the	Pharmaceutical	

Society	chooses	people	to	

be	on	the	council	at	the	AGM	

of	the	Society	and	not	the	

PHARMACY	COUNCIL	asking	

EC	to	organise	nationwide	

elections.

	The	new	bill	for	the	MDC	

before	parliament	has	only	one	

rep	of	medical	doctors	and	

dentists	on	the	Council.	So	

I	don’t	think	these	issues	will	

arise	again.	The	Govt	(through	

the	Min)	may	nominate	any

doctor	but	I	don’t	think	it	will	

do	that.	It	will,	I	am	sure,	throw	

it	to	the	GMA	and	not	the	MDC	

to	nominate	one	member	to	

represent	the	doctors.

Have	a	nice	day.

Kofi Ahmed

An	American,	an	

Englishman,	and	a	

Nigerian	were	on	a	

ship.	Suddenly	the	devil	

appeared	and	said,	“Drop	

anything	in	the	sea.	If	

I	find	it	I	will	eat	you,	

If	I	can’t,	I	will	be	your	

slave!”	The	American	

dropped	a	pin;	the	devil	

found	it	and	ate	him.	

The	Englishman	dropped	

a	coin;	the	Devil	found	

it	and	ate	him	too.	The	

Nigerian	opened	a	bottle	

of	water,	poured	it	in	the	

sea	and	said:	“Na	today?	

Find	am”.
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S
ummer	is	a	time	for	adventure,	and	mine	

started	out	in	Africa	with	a	little	bit	of	

a	“busman’s	holiday”	thrown	in	to	boot.	

Three	weeks	before	my	already	planned	trip	to	

visit	my	daughter	at	the	University	of	Ghana	in	

Accra,	I	was	wandering	around	the	exhibition	

floor	at	the	2011	Annual	Clinical	Meeting	in	

Washington,	DC,	in	May.	I	couldn’t	believe	my	

luck	when	I	spied	two	physicians	from	Ghana.	

Seizing	the	opportunity,	I	introduced	myself	and	

explained	that	I	would	be	visiting	their	country	

in	a	few	weeks.	In	a	foretelling	display	of	

hospitality,	their	immediate	response	was,	“We	

will	pick	you	up	at	the	airport!”

	

Three	weeks	later,	I	was	standing	in	front	of	the	

International	Students’	Hostel	at	the	University	

of	Ghana	greeting	my	host,	James	Boachie,	who	

medical travelogue & sports

ACOG	
Fellow connects with 
Colleagues in Ghana

Dr.	Boachie	makes	post-operative	notes

Dr.	James	Boachie	and	Dr	Tersh	McCrackenTeshie	Hospital
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treated	me	to	a	wonderful	day	

of	learning	about	Ghana	and	

the	practice	of	ob-gyn	in	his	

country.	Despite	being	up	the	

night	before	dealing	with	a	

shoulder	dystocia	and	a	foetal	

demise,	he	was	a	terrific	host.

	

Over	a	quick	cup	of	coffee	we	

discussed	how	different	our	

practices	were	in	Ghana	and	

the	US.	We	also	discovered	

many	things	that	our	practices	

had	in	common.	It	reinforced	

my	belief	that	there	is	a	

special	bond	that	exists	among	

ob-gyns	no	matter	where	

in	the	world	they	practice.	

The	challenges	we	face	in	

our	practices,	such	shoulder	

dystocia,	haemorrhage,	calls	

to	the	hospital	in	the	middle	

of	the	night,	and	complicated	

surgeries,	are	universal.	

However,	in	addition	to	these	

challenges,	my	Ghanaian	

colleague	routinely	faces	

malaria,	sickle	cell	anaemia,	

difficult	transportation,	and	

scarcity	of	subspecialty	care.	

He	even	carries	a	cooler	in	the	

trunk	of	his	car	for	the	times	he	

has	to	make	a	run	to	the	blood	

bank	for	a	haemorrhaging	

patient.

	

Dr.	Boachie	is	recently	out	

of	training	and	works	at	the	

brand	new	Teshie	Hospital	in	

Accra,	which	was	built	and	

equipped	by	the	government	

of	China.	Unique	to	the	hospital	

is	an	entire	wing	dedicated	to	

acupuncture	and	alternative	

medicine.	The	maternity	area	

of	the	hospital	is	organized	in	

wards	with	six	patients	in	each	

ward.	Very	few	women	receive	

anaesthesia	services	for	

vaginal	deliveries,	but	a	very	

capable	anaesthetist	staffs	

an	area	called	“the	theatre,”	

where	caesarean	deliveries	are	

performed	and	observed.	A	

nurse	midwife	attends	normal	

deliveries,	and	obstetricians	are	

called	in	for	difficult	cases.	It	

is	a	nice	collaborative	practice	

model	in	an	area	where	

physician	resources	are	limited.

	

I	had	the	privilege	of	assisting	

Dr.	Boachie	on	a	repeat	

caesarean	delivery.	It	was	

comforting	to	see	how	similar	

things	were	in	Ghana	compared	

to	the	way	we	practice	in	the	

US.	The	patient	underwent	

spinal	anaesthesia,	sterile	

technique	was	meticulously	

observed,	and	Dr.	Boachie	

proved	to	be	a	very	capable	

surgeon.	I	appreciated	the	

teamwork	of	the	operating	

room	staff	and	was	impressed	

that	Dr.	Boachie	asked	

everyone	to	check	his	work	

before	closing	the	incision.

	Later	in	the	day,	we	visited	

the	Korle	Bu	Teaching	Hospital,	

the	main	teaching	hospital	in	

Ghana.	Gabriel	Ganyaglo,	the	

other	Ghanaian	physician	I	met	

at	the	ACM,	was	there	staffing	

the	residents’	clinic.	We	had	a	

nice	chat	about	residency	and	

medical	student	training,	and	

I	enjoyed	seeing	the	teaching	

hospital	as	it	has	an	excellent	

reputation	in	West	Africa.

	

Finally,	before	a	traditional	

Ghanaian	lunch,	we	stopped	by	

the	Ghana	College	of	Physicians	

and	Surgeons.	Dr.	Boachie	

serves	as	the	representative	

of	residents	on	the	college’s	

17-member	council.	He	

introduced	me	to	the	college’s	

rector,	David	Ofori-Adjei.	It	

was	heartening	to	learn	that	

the	college	values	the	input	

and	contributions	of	its	young	

members,	as	we	have	found	

our	Junior	Fellow	contributions	

so	valuable	at	ACOG.

	

My	day	with	Dr.	Boachie	was	

definitely	one	of	the	highlights	

of	my	Ghanaian	adventure.	

It	was	a	day	of	learning	and	

sharing,	and	I	hope	it	is	a	start	

on	future	prospects.	The	next	

time	you	are	wandering	around	

the	exhibition	floor	of	a	great	

big	meeting	and	run	into	a	

colleague	from	far	away,	be	

sure	to	say,	“Hello!”	You	may	

be	surprised	by	the	knowledge	

and	opportunities	that	you	will	

gain.	

Dr McCracken is secretary of 

the District VIII of the American 

Congress of Obstetricians and 

Gynecologists (ACOG). 
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T
he	very	nature	of	the	

history	of	football	and	

the	Clubs	involved	can	

but	only	be	compared	to	

the	rise	and	fall	of	Empires.	

Several	Teams	in	the	past	have	

come,	won	trophies	but	have	

subsequently	vanished	into	

oblivion.	

The	historians	will	be	very	

happy	to	tell	you	about	the	

great	Mali	Empire	which	

thrived	some	400	odd-years	

in	the	region	of	its	present-day	

namesake	under	the	likes	of	

Sundiata	and	Mansa	Musa	until	

about	1600.	The	seemingly	

invincible	Roman	Empire,	

around	the	3rd	century,	with	

its	illustrious	rulers	including	

Emperor	Augustus	and	Julius	

Caesar	can	now	only	be	read	

about	in	history	books	or	

at	best	seen	in	the	movies.	

The	common	denominator	

underlining	all	empires	is	that,	

they	always	come	to	an	end.

The	Bible,	after	all,	says	that	

everything	that	has	a	beginning	

has	an	end.

If	you	are	beginning	to	wonder	

when	I	became	a	historian,	

then	just	pause.		This	is	all	

How	are	the	
Mighty	Fallen!
Ghana football without Phobia or Fabu?! 
Frank Serebour is alarmed.

medical travelogue & sports
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in	reference	to	the	recent	

happenings	in	the	Ghanaian	

Football	League.	This	is	a	

League	that	has	largely	been	

dominated	by	two	teams	in	its	

56-year	history.	Between	them	

they	have	won	the	title	over	

forty	times.		

I	am	referring	to	Kumasi	Asante	

Kotoko	‘the	fabulous	club’	

and	the	Champion	Club,	Accra	

Hearts	of	Oak	‘the	Phobia	

boys’.

In	the	last	few	years	however,	

these	glamorous	Clubs	have	

struggled	and	have	not	even	

come	close	to	winning	the	

Premiership.

In	the	just	ended	season,	

Brekum	Chelsea	were	crowned	

champions	by	a	comfortable	

margin;	the	previous	season	

(2009/2010)	was	won	by	

Aduana	Stars.	These	are	two	

teams	relatively	new	to	the	

Premier	League.	Aduana	Stars	

actually	won	the	league	in	their	

very	first	season	in	the	top	

flight,	and	Brekum	Chelsea	has	

barely	been	around	for	three	

years.

The	question	is:	has	the	era	of	

Hearts	and	Kotoko	seen	its	last	

days.	Is	it	a	case	of	the	end	of	

another	football	empire	or	it	

is	just	a	short	setback?	Only	

time	will	tell.	The	writing	on	the	

wall	however	does	not	seem	

bright	for	these	teams,	and	the	

faster	they	put	their	houses	

in	order	the	better,	or	else	

they	will	soon	be	read	about	

only	in	the	history	books	just	

like	the	Empires	of	old.	There	

were	times	in	the	just	ended	

medical travelogue & sports

the	faster	they	put	their	houses	in	order	the	

better,	or	else	they	will	soon	be	read	about	

only	in	the	history	books	just	like	the	Empires	

of	old.
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football	season	2010/2011	

season	that	both	teams	flirted	

with	relegation	into	the	soccer	

wilderness,	that	is,	the	Division	

1	League.	Maybe	if	both	teams	

have	found	their	way	there,	

it	would	have	brought	some	

light	into	the	wilderness.	No,	I	

don’t	really	believe	this;	I	am	

just	thinking	aloud.	I	hope	the	

Phobia	and	Fabu	supporters	

will	not	come	after	me	for	

even	contemplating	this.	Just	

remember	that	my	mouth	‘no	

be	gun.’

If	one	considers	the	fact	that	

Kotoko	and	Hearts	command	

the	largest	following	in	the	

Ghanaian	game	and	any	

encounter	between	these	two	

sides	ignites	much	passion	and	

sometimes	controversy.	But	

passion	and	controversy	are	

major	ingredients	in	the	game	

of	football,	so	no	one,	including	

myself,	wishes	that	these	teams	

soon	become	history.	

The	mighty	may	be	falling	but	

surely	they	shall	rise	again.	

Remember	their	mottos.	Hearts	

of	Oak:	“Never	Say	Die!”,	and	

Asante	Kotoko’s	“Kum	apem	

a,	apem	beba”	(if	you	kill	a	

thousand,	a	thousand	will	

come).	

Being	an	ardent	supporter	of	

Asante	Kotoko,	I	can	only	wish	

the	two	teams	the	best	of	luck	

in	the	coming	seasons.		The	

mighty	shall	rise	again;	at	least	

that	is	my	hope.	And	yes,	I	am	

very	much	aware	that	wishes	

are	never	horses.

Frank	Serebour	is	a	Child	

Health	specialist	at	the	Komfo	

Anokye	Teaching	Hospital,	and	

remains	an	unabashed	Fabu-

man.
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Header

	A	man	fainted	outside	Mr.	Biggs	and	soon	

a	crowd	formed	around	him	to	see;	A	passer-by	

suggested,	“give	him	some	water,	it	will	help”.	

The	man	heard	this	and	opened	one	eye	and	

replied,	“commot	from	here,	if	na	water	I	wan	

drink,	I	for	go	faint	for	Water	and	Sewage...”

	Husband	comes	home	from	Church,	greets	

his	wife,	lifts	her	up	and	carries	her	around	the	

house.	The	wife	is	so	surprised	and	asks	smiling,	

“Did	the	Pastor	preach	about	being	romantic”?	

Out	of	breath	the	husband	replies,	“No,	he	said	

we	must	carry	our	burdens...”

	

	A	man	is	sitting	at	home	on	the	veranda	

having	drinks	with	his	wife	and	he	says,	“I	love	

you”.	She	asks,	“Is	that	you	or	the	beer	talking?”.	

He	replies,	“It’s	me”…..	talking	to	the	beer.

	

	A	beautiful	girl	was	giving	a	pedicure	to	

a	man	who	is	also	getting	a	shave	at	a	salon.	

The	man	says	“what	about	a	date	later?”	“I’m	

married”	she	replied.	The	man	said:	“So?	Call	

your	husband	and	tell	him	you	are	going	to	

visit	a	girlfriend”	She	said	“You	should	tell	him	

yourself.	He	is	shaving	you”.

	

	A	house	girl	went	to	Church.	During	the	

sermon	the	pastor	asked	“If	you	know	you	want	

to	go	to	Heaven	raise	your	hand”.	Everybody	did	

except	the	girl.	So	an	Usher	beside	her	asked	“U	

no	wan	go	Heaven?	Why	you	no	raise	up	your	

Hand?”	The	girl	answered:	“My	madam	say	if	we	

don	close	for	Church	make	i	no	go	anywhere”.

	

	A	chick	sent	this	text	to	her	lover.	“if	u	are	

sleeping,	send	me	your	dreams;	if	u	are	laughing,	

send	me	your	laughter;	if	you	are	crying,	send	

me	your	tears”;	if	u	are	eating	send	me	ur	food;	

even	if	you	are	using	your	ATM	send	me	the	

money”.	The	boy	replied,	“I	dey	toilet.”

	

	A	man	fell	into	a	well	and	was	screaming	for	

help.	The	wife	came	with	a	rope	to	help,	the	Igbo	

man	looked	at	the	rope	and	said:	“how	much	did	

you	buy	the	rope”?	The	wife	said	“10	Ghana”.

Still	inside	the	well,	he	shouted.	“What!	Return	it	

now	now,	go	to	Makola.	They	sell	it	for	5	Ghana.	

Hurry	up!	before	I	die	here	ohhh”.

	

	Husband:	I	have	a	problem	at	the	office.	

Wife:	After	marriage,	you	don’t	say	I	have	a	

problem,	say	we	have	a	problem.

Husband:	Ok,	We	are	expecting	a	baby	from	OUR	

Secretary.

	

	One	guy	to	his	friend:	“I	told	her,	‘I	might	

not	be	rich,	I	have	no	money	or	houses	or	cars	

or	companies	like	my	friend	John,	but	I	love	

you	and	adore	you’.	She	looked	at	me	with	

tears	in	her	eyes	and	hugged	me	like	there	is	no	

tomorrow	and	whispered	in	my	ear…	‘If	you	love	

me	introduce	me	to	John…’	”
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This	year	had	been	low	key	–	best	labelled	as	

“a	year	of	lull”.	In	spite	of	the	foregoing,	the	

Division	contributed	to	National	Secretariat	

Activities	as	in	its	position	on	Review	of	the	

Medical	and	Dental	Council	Law	and	the	recent	

contributions	to	GMA	position	on	the	Nation’s	

Constitutional	Review	in	which	a	committee	

of	six	members	handpicked	by	the	Divisional	

Executives	sat	through	a	day’s	programme	to	

execute	the	task.	

The	total	membership	stands	at	97	members,	81	

in	public	health	institutions	and	16	in	17	Private	

Health	Institutions.	We	had	four	new	members,	

six	transferred	out,	and	twelve	left	for	further	

studies.

In	2010,	the	division	met	five	times:	two	regular	

meetings	at	the	Hotel	Stevens	and	the	Regional	

Training	Centre;	and	three	executive	meetings	at	

the	office	of	the	Ho	Municipal	Health	Director,	

who	is	the	Vice-Chairman.	There	was	no	CPD	

programme.

Welfare	
Our	usual	Annual	Get-together	was	held	in	

February	–	a	way	of	bringing	members	together;	

it	was	well	attended	and	exciting.	

Dr.	Emmanuel	Akorli	was	attacked	by	armed	

robbers;	he	received	multiple	knife-stabs	and	

his	brand	new	vehicle	taken	away	from	him.	The	

Divisional	Executives	visited	him	and	gave	him	a	

token	as	a	way	of	expressing	our	solidarity	with	

him.	There	were	two	funerals	during	the	year;	

Dr.	Fiamawle	of	Afatome	Clinic	at	Denu,	and	also	

Dr	Frederick	Kudjo	Korsinah,	who	had	enrolled	in	

the	Post	Graduate	School.

Accommodation	remains	a	problem,	preventing	

more	members	coming	to	the	Division.	The	

issue	relating	to	the	10%	facilitation	allowance	

is	cooling	off	as	more	members	get	sorted	out	

each	month.	

Social	Outreach
This	year	the	Division	was	unable	to	carry	out	

its	outreach	activity	code-named	“Operation	

Recover	Forgotten	Territories”	slated	for	

Nkwanta	District	because	of	crowding	out	

effect	in	service	delivery.	The	outreach	is	held	

in	a	difficult	to	reach	area.	We	plan	to	hold	

it	next	year.	Plans	are	also	underway	to	hold	

a	stakeholders	seminar	on	the	review	of	the	

2005	Akosombo	meeting	on	“Strengthening	

Care	for	Injury	Victims:	Recommendations	for	

a	National	Policy”	as	a	follow	up	pressure	for	

implementation.		

Development
The	Division	is	working	hard	on	the	office	space	

to	be	shared	with	the	Medical	Superintendents’	

Group	and	The	District	Directors	of	Health	

Services’	Group.	

Annual Divisional Reports
Volta Region

Executives
1.	Dr.	K.	G.		Normanyo						-				Chairman

2.	Dr.	Atsu	Seake-Kwawu		-				Vice	Chairman

3.	Dr.	Anthony	Ashinyo					-				Secretary

4.	Dr.	Samuel	Abudey							-				Vice	Secretary

5.	Dr.	Winfred	Ofosu									-				Treasurer
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Reports

Our	division	has	been	very	quiet	especially	this	

year	as	far	as	divisional	activities	are	concerned.	

However,	our	members	have	stuck	together	

through	sending	text	messages	and	occasional	

phone	calls	to	each	other	to	get	things	done.	

The	total	membership	stands	at	34.	One	of	

our	members,	Dr	Amia	Aduku,	was	transferred	

out	to	Wa	in	the	Upper	West.	God	Almighty	

has	showered	his	mercies	on	us	to	the	extent	

that	our	lives	have	been	spared	and	protected	

throughout	the	year,	therefore	we	have	not	had	

any	obituaries.	

Meetings
In	2010,	the	division	tried	on	two	occasions	to	

conduct	general	meetings	which	were	a	fiasco.	

Not	even	the	invitations	for	general	elections	of	

new	executive	members	received	any	positive	

response	from	members.	However,	the	division	

managed	to	attend	five	council	meetings	held	in	

the	various	regions	within	the	year.	The	Division	

could	not	organize	any	CPD	on	its	own.	However,	

some	members	attended	CPD	organized	

elsewhere	such	as	“How	to	plan	your	pension”	

which	was	organized	in	Accra	and	Kumasi.

Outstanding	Issues
The	number	of	doctors	in	the	regions	is	

dwindling	instead	of	increasing	as	the	years	go	

by.	Most	of	the	district	hospitals	are	manned	by	

only	one	doctor.

The	regional	hospital	has	seen	no	improvement	

in	the	number	of	doctors	at	post.		At	the	

moment,	apart	from	the	obstetric/gynecologist,	

there	are	no	other	Ghanaian	doctors	at	post.	

Whenever	the	Cuban	Bbrigade	doctors	who	

make	up	for	the	numbers	of	doctors	are	not	

at	post	for	one	reason	or	the	other,	then	there	

is	panic	and	confusion	as	how	to	get	services	

rendered	by	doctors.

In	this	light,	we	are	pleading	for	doctors	to	

accept	postings	to	the	Upper	East	as	well,	as	

there	are	various	juicy	incentive	packages	

awaiting	them.

Our	membership	stands	at	167,	147	of	whom	

are	in	public	institutions	and	the	rest	in	private	

facilities.		In	2010	there	were	18	transfers	into	

the	division:	4	specialists	and	14	housemen.	The	

division	lost	two	of	its	members.		They	are	Dr.	K.	

K.	Wright	and	Dr.	J.	I.	T.	Glover	(a	past	president	

of	the	GMA).		

Meetings
Meetings	are	held	regularly	on	the	third	(3rd)	

Thursday	of	every	month.		There	are	Continuous	

Medical	Education	presentations	at	each	meeting	

from	various	disciplines.	Attendance	at	such	

meetings	has	been	encouraging	due	to	the	

presentation.

Upper East 

Western  Region

Executive	Committee
1.	Dr.	E.	Djabatey	darko	 						-	 						Chairman

2.	Dr.	Maame	Amo-Addae	 	-										Vice	chairman

3.	Dr.	E.	Atsu	Dodor	 												-	 Treasurer

4.	Dr.	F.	Adjei	Otubuah	 	-	 Secretary
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Membership
The	membership	of	the	division	stands	at	148	

with	130	in	public	sector	and	18	in	private.	The	

division	has	seen	a	remarkable	increase	in	the	

number	of	private	practioners.	It	is	note-worthy	

the	valuable	contributions	from	specialist	and	

postgraduate	residents	to	the	region	from	KATH.	

During	the	review	period,	Dr.	Jacob	Abebrese	

transferred	in	from	the	Upper	West	Region.	Two	

members,	Dr	Daniel	Asare	and	Dr	Bayo	Adenuga	

(the	immediate	past	secretary)	transferred	out	to	

Eastern	and	Ashanti	Regions	respectively.

There	were	a	total	of	six	general	meetings,	

with	significant	improvement	in	attendance.	

The	Divisional	Chairman	Represented	the	GMA	

National	President	at	the	national	meeting	

of	CHAG	held	in	the	Region.	Clinical	Meetings	

are	held	at	the	Regional	Hospital	Weekly	and	

members	within	the	region	are	encouraged	

to	attend.	These	include	clinico-pathological	

conferences	and	maternal	death	audits.	Two	

Membership	
The	division	has	a	membership	of	502:	335	are	

at	the	Komfo	Anokye	Teaching	Hospital,	111	in	

the	districts,	and	56	in	private	practice.	We	lost	

one	of	our	members,	Dr	F.	Amponsah,	who	was	a	

private	practitioner.	May	his	soul	rest	in	peace.

Meetings
There	were	three	general	meetings	and	one	

emergency	meeting.	Divisional	meetings	are	held	

on	Sunday	afternoons	at	the	ENT	auditorium	of	

the	Komfo	Anokye	Teaching	Hospital.	Attendance	

to	meeting	has	generally	not	been	encouraging	

with	an	average	attendance	of		24.	Two	attempts	

at	holding	meeting	for	divisional	elections	were	

unsuccessful	since	we	could	not	form	a	quorum.	

One	CPD	was	held	at	the	Miklin	hotel	in	October	

2010	on	“Planning	your	Pension	from	the	first	

day	of	work.”

Other
The	Society	of	Women	Doctors	was	supported	

with	GHC	500	for	a	mini-clinic	they	organized.

The	Divisional	Secretariat	is	fully	functional	with	

a	permanent	secretary.	She	has	had	training	at	

the	National	Secretariat.	We	continue	to	engage	

the	services	of	national	service	personnel	to	

assist	at	the	secretariat.	We	seek	to	improve	on	

the	furnishing	and	stationary	and	IT	conditions	

at	the	office.	

Ashanti Region

Brong Ahafo

Executive	Committee
1.	Dr.	Dei-Anane																	-					Chairman

2.	Dr.	David	Opare														-					Vice	Chairman

3.	Dr.	Emmanuel	Aleser							-					Secretary

4.	Dr.	(Mrs)	Mildred	Aleser,		-					Vice	Secretary

5.	Dr.	Gervaise	Anvoh									-					Treasurer

6.	Dr.	J.	B.	Fordjour													-					CPD	coordinator

7.	Dr.	Joycelyn	Awari										-					Non-Executive	Female:			

8.	Nana	Dr	Leo	Ofori										-					Non	Executive	Male
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other	CPD	topics	on	Hospital	Management	and	

the	NHIS	have	been	planned	by	the	Division.

Accommodation	is	a	problem,	especially	at	the	

Regional	Hospital,	with	some	house	officers	live	

in	private	wards	in	the	hospital	whilst	others	live	

in	hospital-acquired	hotel	rooms.	Members	are	

not	only	concerned	about	the	accommodation	

available,	but	the	quality	of	the	accommodation.	

The	Division	Secretariat	is	temporarily	located	in	

the	Municipal	Health	Directorate,	but	there	are	

plans	for	a	permanent	office.

Welfare
Members	of	the	division	are	very	united	and	live	

in	brotherliness.	There	is	ease	of	communication	

amongst	members	and	this	is	very	evident	

especially	after	GMA	meeting	where	the	kids	and	

grandfathers	share	meals.	Support	is	given	to	

bereaved	members,	chronically	ill	are	visited	and	

token	farewell	for	those	on	transfer.

Issues
•	 Endorsement	of	Products:	members	of	

the	division	does	not	think	GMA	as	a	body	

should	endorse	products	of	a	company	as	

this	is	unethical	and	may	put	the	association	

in	disrepute.	As	an	association	we	do	not	

have	technical	capabilities	to	scrutinize	the	

quality	of	such	products.

•	 Pension	Fund	Use:	the	funding	of	the	GMA	

website	partly	from	the	pension	fund	is	a	

worry	for	members.	We	as	a	division	support	

the	running	of	the	GMA	website;	however,	

funding	should	be	from	other	sources	such	

as	the	dues.

•	 Land	Acquisitions	by	GMA:		the	acquisition	

of	group	land	eg	Frafraha	land	has	been	

plagued	with	lots	of	problems,	as	a	division	

we	encourage	members	to	rather	buy	their	

own	land	and	be	careful	about	proposals	

from	purported	land	owners.

•	 GMA	Journal:	An	Incentive	package	has	been	

put	in	place	to	encourage	members	of	the	

division	to	make	contributions	to	the	GMA	

journal.	This	has	been	necessitated	due	to	

the	drought	of	articles	to	the	journal	from	

members	of	the	division.	

Membership
The	division	has	a	membership	of	over	150	

members,	with	over	ten	in	private	practice.	

There	were	quite	a	number	of	transfers	in	and	

out	of	the	division,	mainly	involving	House	

Officers	and	Residents,	for	post	graduate	

studies.	Lack	of	adequate	decent	accommodation	

for	newly	posted	members	is	still	an	issue.	The	

Division	continues	to	hold	its	regular	quarterly	

meetings	amidst	special	meetings	to	address	

issues	related	to	salaries	and	allowances,	at	

the	conference	room	of	the	Regional	Hospital,	

Koforidua.	Attendance	has	improved	markedly	

and	we	hope	to	sustain	the	improved	interest	in	

GMA	activities.

Eastern Region

Executive	Committee
1.	Dr.	Edward	Frempong	Boateng		-	Chairman

2.	Dr.	Paapa	Puplampu		-	Vice	Chairman	

3.	Dr.	F.	Arko	Akoto-Ampaw		-	Secretary

4.	Dr.	Francis	Addai			-	Assist.	Sec.

5.	Dr.	Linda	Quao		-	Treasurer
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Issues
Members	are	curiously	waiting	for	the	outcome	

of	Single	Spine	Pay	Policy	negotiations	and	most	

people	unfortunately	expect	an	increase	

in	salary	levels	but	that	appears	to	be	a	difficult	

task	although	not	impossible.

Membership
The	number	of	members	stands	at	113,	up	from	

75	in	2009.	This	continuous	increase	in	numbers	

is	largely	due	to	the	fact	that	housemanship	

training	is	ongoing	at	the	Tamale	Teaching	

Hospital.	The	misinformation	about	the	North	

is	beginning	to	die	down	among	the	current	

generation	of	doctors	since	they	are	happily	

integrating	among	the	citizens	without	any	

trouble.	There	was	one	obituary:	Dr	Obeng	Adjei,	

the	then	medical	superintendent	of	Tamale	West	

Hospital.	He	was	a	very	active	member	of	the	

division	and	played	an	active	role	in	the	planning	

of	the	51st	AGC	in	Tamale.	May	his	soul	rest	in	

perfect	peace.

We	held	three	regular	and	three	executive	

committee	meetings.	There	was	no	CPD	

organised,	except	the	weekly	clinical	meetings	at	

the	Tamale	Teaching	Hospital.

Membership
The	number	of	members	in	the	division	

fluctuates	because	of	new	House	Officers	coming	

in	and	residents	being	posted	out.	Membership	

is	estimated	to	be	2,652.	The	division	recorded	

two	deaths,	Dr.	Henry	Kofi	Eduful	(a	consultant	

surgeon	in	Korle-Bu)	and	Frederick	Kudjo	

Korsinah	(a	resident	in	Obstetrics	&	Gynaecology	

also	in	Korle-Bu).

The	division	held	four	regular	divisional	

meetings	and	nine	divisional	executive	meetings.	

The	division	also	organized	one	CPD	on	“Post-

Graduate	Medical	Training	-	The	Way	Forward”.	

There	were	some	threats	of	industrial	action	

concerning	the	non-payment	of	the	On-Call	

Duty	Facilitation	Allowance	and	also	about	the	

new	policy	introducing	fees	for	post-graduate	

training.

Northern Region

Greater Accra 
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TUESDAY  1ST November, 2011 at Golden Tulip Hotel -  Arrival and Registration of National 

Executives Council Members

WEDNESDAY  2ND November, 2011 at Golden Tulip Hotel 

•	 National	Executive	Council	Meeting

•	 Arrival	and	Registration	of	General	Members

•	 Night	with	Connoisseurs	hosted	by	Mayor	of	Kumasi

THURSDAY 3RD November, 2011 at Golden Tulip Hotel -  SCIENTIFIC MEETINGS

M.C.: DR. RODERICK LARSEN-REINDORF

GHANA	MEDICAL	ASSOCIATION	
53RD	ANNUAL	GENERAL	
CONFERENCE
THEME:	CARNAGE	ON	OUR	ROADS	-	IMPACT	ON	HEALTH	OF	THE	NATION

VENUE:	GOLDEN	TULIP	HOTEL,	KUMASI,	ASHANTI-REGION

Provisional Programme Outline

SESSION	ONE			
CHAIRMAN: DR. AARON OFFEI – REGIONAL DIRECTOR GHANA HEALTH SERVICE -                        
ASHANTI - REGION

8:00am	-8:55am: Arrival	of	guests	and	Registration

8:55am-9:00am: Opening	prayer	by:

9:00am	–	9:45am: Overview	of	Road	Traffic	Accident	in	Ghana	

By:	Mr. Osafo Adonteng – Executive Director- National Road Safety 

Control Programme

9:45am	–	10:30am: Safety	Audit,	Engineering	and	road	construction	in	Ghana	by:	

Mrs. Mercy Payne- Engineer, Road Safety Division – Ghana High-

way Authority

10:30am	–	11:30am Discussions

11:00am		-	11:15am: SNACK BREAK
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SESSION	TWO
CHAIRMAN: DR. GEORGE ODURO, HEAD-EMERGENCY MEDICINE UNIT – KOMFO ANOKYE 
TEACHING HOSPITAL

11:20am	-	12:05pm: Problem	of	Driver	Training,	Vehicle	examination	and	Licensing	by:			

Hon. Joe Osei-Wusu, MP for Bekwai and Former CEO of DVLA

12:05pm	–	12:50pm: Managing	victims	of	Road	Traffic	Accidents	-	Dr. Rockefeller 

Acheampong Oteng- Coordinator, Emergency Medicine Unit – Kom-

fo Anokye Teaching Hospital.

12:50pm	–	1:20pm: Discussion

1:20pm	–	2:00pm	: LUNCH BREAK

2:00pm	–	4:30pm: FUN GAMES AT RIDGE PARK

7:00pm	–	9:00pm: Cocktail at Regional Health Administration, Kumasi

FRIDAY, 4TH NOVEMBER, 2011 
OFFICIAL OPENING  CEREMONY AT GOLDEN TULIP HOTEL, KUMASI

7:00am	–	8:30am: Registration	Continues

8:30am	–	8:45am	: All	Seated

9:00am	–	10:00am: Presentation	by	Pharmaceutical	Companies

10:00am	–	12:00pm: Official	Opening	Ceremony

Arrival	of	Invited	Guests

Opening	Prayer	by:	

Welcome	Address	by	:	Dr. Frank K. Ankobea - Chairman, Ashanti 

Division – GMA

Address	by	Ashanti	Regional	Minister-	Dr. Kwaku Agyeman Mensah

Cultural Display

Conference	Address	by:	Dr. Emmanuel Adom Winful- President, 

GMA

Address	by	Minister	of	Health:	Hon. Joseph Yileh-Chireh

Address	by	Guest	of	Honour:	His Excellency John Dramani Maha-

ma, Vice President of Republic of Ghana

Keynote	address	by	Special	Guest	of	Honour	:		Otumfuo Osei Tutu 

II, Asantehene

Special	commendation	and	fellowship	awards	

Vote	of	thanks	by:	Dr. (Mrs.) Maa Pabia Kwapong Kyei

Closing	Prayer	by:	

Group	Photographs

12:00pm	–	12:15pm: Opening	of	Exhibition	by:	Special Guest of Honour, Otumfuo Osei 

 Tutu II

12:30pm	–	1:30pm: LUNCH BREAK
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	ADVERT	IN	CONFERENCE	BROUCHURE:	

Pharmaceutical	companies	and	other	firms	who	wish	to	advertise	in	the	conference	brochure	or	

take	part	in	the	exhibition	etc.	should	contact	the	following	for	further	information:-

•	 The	Ashanti	Division,	Ghana	Medical	Association,	Telephone	Nos.	020-8122481 / 020-

8712505

•	 GMA	National	Secretariat,	Tel:	0302-670510	/	665458,	Fax	0302-665457.	Email:gma@

dslghana.com

•	 The	Event	organizers,	Brooks	support	services,	Tel/Fax	0302-781712,	Mob.	0244-271075,	

Email:info@brooksupport.com.	

Prospective	Participants	are	advised	to	make	their	own	Hotel	Reservations	by	picking	up	the	

list	from	the	contacts	above.		GMA	Members	especially	are	advised	to	ensure	reservation	for	

accommodation	by	paying	at	least	the	first	night	rate	for	the	Hotel	of	their	choice.

For	other	enquires	and	hotel	reservation	call	

020-8160338

All Members of the Association and other Stakeholders are cordially invited.

2:00pm	–	5:00pm: AGM		of	GMA	Pension	Fund

5:00pm	–	6:00pm: Reading	of	Manifestos

7:00pm	–	9:00pm: Cocktail	at	Manhyia	Palace

SATURDAY, 5TH NOVEMBER, 2011 – GOLDEN TULIP HOTEL, KUMASI

8:00am	–	9:00am: Registration

9:00am	–	5:00pm: GMA	Business	Session:	Elections

7:00pm	–	T.D.B. Dinner	Dance	and	handing	over	ceremony	at	Golden	Tulip	Hotel,	

Terrace

SUNDAY, 6TH NOVEMBER, 2011 –  GOLDEN TULIP HOTEL, KUMASI

9:00am	: Press	conference	on	Conference	Communiqué.

BRUNCH	AND	DEPARTURE




