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Editorial

T

he theme for this
years’ Annual General
Conference is “10 years
of Post-graduate Medical
Education in Ghana –
Achievements, Challenges
and the Way Forward”.
It is interesting that
the Ghana College of
Physicians and Surgeons
has already been in
existence for more than
10 years now. The College
since its inception despite
its numerous challenges
have been able to reduce
the rate at which doctors
travel outside the country
in the quest for further
training and knowledge.
This has invariably helped
to retain more doctors in
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the country. The Ghana
Medical Association as
many of us are aware is
the main brain behind
the establishment of the
College.
It is therefore appropriate
that the Ghana Medical
Association
does
an
appraisal of Post-graduate
Medical Training in Ghana
for the past 10 years.
The Focus Magazine team
hopes that the discussions
at this years’ Conference
will be dispassionate and
focused so that at the
end of the day the true
picture can be painted and
the way forward clearly
defined.

Dr. Madison Adanusa
Dr. Titus Beyuo
Dr. Justice Yankson
Dr. Richard Selormey
Dr. Braimah Baba Abubakari
Dr. Ishmeal Kyei
Dr. Kwasi Twumasi Baah
Dr. Kwame Darko
Prof. David Ofori-Adjei

Meanwhile, this edition of
Focus Magazine is filled
with interesting articles
which we hope you will
find rewarding reading.
Catch the President of GMA
preaching and quoting
from Ecclesisasticus, some
form of secret Bible. If
you want to know the
owners of GMA and the
raging battle between
the Anaesthetics and the
Surgeons then you are
home with this edition of
Focus Magazine.

Dr. Frank Serebour
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Exhortation

Theme: Brotheliness and Reward
»

Healing the sick and bring comfort to sick
people
» Fame
»	Richness and good life
» Teaching / impacting knowledge to
others
» Medical Research and adding to medical
literature
Over 2000 years ago there appeared a
carpenter’s son whose earthly ministry lasted
for about 3 years but who left behind an
indelible marks for mankind.
The gist of his ministry was LOVE for fellow
human beings and thereby becoming
RELEVANT TO SOCIETY but not necessarily
becoming successful as an individual.

W

e all may have varied
reasons why we wanted
to become medical doctors and
dentists:

In Mathew 25:42-45
For I was hungry, and you didn’t feed me, I
was thirsty and you didn’t give me anything
to drink. I was sick in prison and you didn’t
visit me.
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Then they replied – Lord
when did we ever see you
hungry or thirsty or sick in
prison and not help you?
And Jesus answered – I
assure you, when you
refused to help the least of
these my brothers and sisters
you were refusing to help
me.
Then came in Hippocrates in
the Oath that we took which
in part says
»
»
»
»
»
»
»

»

»

»

My colleagues shall be
my brothers and (sisters)
We shall teach our
children’s children
Shall give respect to our
deserving teachers.
But what do we see in
our big hospitals
Some of us treat
colleagues as dirt
Some of us backbite
colleagues
Some of us pass
derogatory remarks
about colleagues in
the presence of other
health workers and even
patients
Some of us insult
colleagues who refer
cases from the periphery
Some of our colleagues
in semi political
management positions
can be very terrible to
fellow colleagues .
Who stops for fellow
colleagues?

Then we are not pleasing
God and Hippocrates and our
Oath has been taken in vain.

4
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In Sura 9:10—they never
observe any rights of
kinship towards any
believer[colleague??] nor do
they uphold their covenants
[professional oath???]; these
are the real transgressors.

it threads out the grain. The
labourer deserves his wages.

And in AL-Bagarah 2:16
-----Those are not the ones
who have purchased error [in
exchange] for guidance, so
their transaction has brought
no profit nor were they
guided.

1.	One who makes a
covenant in my name but
he proves treacherous
2.	One who sells a free
person (slave) and eat
the price
3.	One who employs a
labourer and gets the
full work done by him
but does not pay him his
wages.

Quran – The Prophet said
Allah says – “I will be against
3persons on the Day of
Judgement

(Al bukhaari # 1046)
But then if you read
Ecclesiasticus 38
(1) Honour the Physician for
the need thou hast of him
for the most high has created
him.

BUT after we have done our
work, treated colleagues well
and our clients wellthen we
shall be rewarded.
In Genesis Chapter 3
By the sweat of your
face you shall eat
bread……………….
In 2 Thessalonians
if anyone is not willing to
work let him not eat.
In Timothy it is stated “you
shall not muzzle the ox when

(2) He shall receive GIFTS
(SALARY) from the KING
(15) He that sinneth in the
sight of his maker shall
fall into the hands of the
physician.
Therefore after we have
done all these and because
we work we must be paid
appropriately so that we can
EAT FUFU AND RICE AND TUO
ZAAFI AND DRINK what we
want to drink.
Funnily those who
preach productivity in the
labour front are the most
UNPRODUCTIVE – attending
opening ceremonies only!!

|

Imagine the ObstetricianGynaecologist who delivers
a baby or a Paediatrician
who takes care of babies, the
Pathologist who performs
post-mortems and help make
other diagnosis to make sure
that the disease that killed
the patient might not kill
others. And then all others
who prevent or take away
the suffering and pain of our
numerous clients.
We will continue the fight
forBrethren, in conclusion:
Methodist Hymn Book 896
2) Praise we the wise and
brave and strong
Whograced their generation
Who helped the right and
fought the wrong
and made our folk a nation.
(4) Praise we the peaceful
men of skill who builded
homes of beauty And rich
in art made richer still, the
brotherhood of duty.
We will continue to advocate
for better health care for all.
Now CHOLERA AND EBOLA
Cholera: Sadly, Ghana
has experience the worse
outbreak of Cholera in its
History in this year 2014.
This is a testimony to the
fact that, as a Country we
have serious issue with our
sanitation. Several lives have
been lost needlessly because
of Cholera which could have
easily been prevented. I will
like to encourage each and

every Ghanaian to say never
again. My admonishment
to the Government,
Metropolitan and District
Assemblies is that we should
put sanitation high on the
agenda of the management
of the country. Government
should come out clearly with
how it intends to eradicate
Cholera from Ghana in the
next few years. To the
ordinary Ghanaian lets keep
the spirit of cleanliness and
hopefully we shall overcome
this cholera menace.
Ebola: Ebola Viral Disease
has gradually attained the
status of a terrorist in the
World. Several Countries
even though not affected
directly at the moment
are shivering in their boots
because of the fear of
Ebola Viral Disease. For us a
Country, I can only say God
has been so good to us so
far.
Indeed, after what I call the
“PASSOVER” of Ebola over
Ghana, God and posterity will
not forgive the leadership of
this Country as well as the
Health System if we are not
able to contain and manage
any Ebola case that enters
the country.
I know that doctors and
for that matter all Health
Workers are very much
worried with the seemingly
lack of preparedness by
the Country to combat this
deadly disease. There is clear
evidence to show that health
workers are mostly at risk
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when the disease breaks
out in every single country.
Statistics as at now as
indicated below gives every
credence to the fear and
apprehension of every single
health worker.
Guinea
1157 cases
710 deaths
67 healthworkers infected
[35 deaths]
Liberia
3696 cases
1998 deaths
185 healthworkers infected
[95 deaths]
Sierra Leone
2304 cases
622 deaths
377 healthworkers infested
[216 deaths
Colleagues, it is clear that
this is the time for prayer,
since it appears that
everything is falling apart
and the center can no longer
hold.
I will like to take this
opportunity to wish all of you
an Ebola Free Conference and
May the God Lord Bless us
All.
Dr. Kwabena Opoku-Adusei
President
Ghana Medical Association
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LETTER

letter to
Kwame Tikese
M

y dearest Kwame,
I hope this piece meets
you in one piece and in a
peaceful physical, mental
and spiritual condition.
I believe you are gradually
getting used to the system
after almost ten years
sojourn in a country where
almost every aspect of life
is perfect or very close to it.
A country where opinions
matter, where human rights
are highly respected, and
systems allowed to work
along laid down rules and
procedures. I hope you
now know that everything
in Ogyakrom is exactly
the opposite of all these
good stuff you are so much
accustomed to.
On your way back home,
Kwame, did you notice how
professional and businessminded the officials at
the airport were? Right
from
check-in
through
Immigration/Customs,
everything
is
handled
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in a very structured and
professional manner. How
was the situation at our
own highly cherished but
poorly situated and shabbily
operated Kotoka? I believe
what you encountered there
is enough to induce an
unrivalled hatred for the land
of our birth (death??). The
very “hot-conditioned” bus
that conveys passengers from
the tarmac to the chamberand-hall arrival area is a total
put-off to anyone who has
lived abroad for some time,
not to talk of the time spent
in retrieving one’s luggage. It
is only in our own Ogyakrom
that one would encounter
a customs official openly
soliciting for money from the
poor passengers. You better
get used to this annoying
attitude if you are to survive
in Ogyakrom.
But Kwame, this is just the
tip of the iceberg. I am sure
you didn’t see any street
light or a working traffic
light on your way from the

Airport. Hmmmm, that is
how bad your favoured
Ogyakrom has decayed.
You have been ushered into
the infamous “Dumsor”—
the load shedding whose
intensity is unprecedented
in the history of Abibiman.
Not even with our cousins
across the “Ebola” part of
Africa where they “Never
Expect Power Always”. But
trust the Ogyakromanian
way of creating humor out
of misery; people even went
to the extent of recomposing
our cherished patriotic song
“Yen araasaaseni”. You ought
to have been in Ogyakrom,
Kwame.
The collateral damage this
detestable ‘dumsor’ brought
upon our motherland was
beyond measure. In spite
of all these problems, the
Ogyakrom Utility Regulator,
which was created originally
to protect the publics’
interest,
metamorphosed
into a bedfellow of the
various companies. This

|

resulted in utility price hikes
not seen in the history of our
democracy. All we could do,
as usual, was to complain,
but in a typical ‘yentieobiaa’
manner, our complaints were
not even heard.
Another beneficial advice,
Kwame, is for you not to
bother buying any expensive
automobile. Have you seen
the manholes on what we call
roads? The rains have once
again exposed us big time. In
fact, don’t try driving on the
Nkran-Oseikrom road!!! One
wonders what our taxes are
used for.
Kwame my brother, have
you changed some foreign
currencies into cedis yet? I
know you will be smiling at
how much more cedis you
get per unit of whatever
currency you are exchanging.
But don’t be deceived!!
Those plenty cedis can buy
very little. This canker called
Inflation is consuming us at
a rate faster than we can all
fathom. Prices of goods and
services are increasing by the
day. Perhaps the only aspect
of life that has stagnated is
our salaries. It is so bad that
if one’s salary was worth
1000USD two years ago, it is
now worth only 300USD.
What a shock!!!! Though the
cedi seems to be gaining
some grounds of late, pundits
are of the firm belief that this
is only temporary, because

the conditions needed to be
implemented to stem the
tide are not available.
Tikese, if you have plans
of working in the public
sector, then you better get
adequately psyched. Be
prepared to work for many
months without getting
paid. Oga’s government
has scrapped the payment
of ‘back-pay’ of more than
3 months. Having been a
victim of this myself, I wish
it never happens to you my
good friend, lest we lose
another great brain.
One question I have always
been itching to ask, but
which I’m a little hesitant
(for fear of being politically
branded), is the whereabouts
of the various judgment
debts which the supreme
court of the land has quashed
and declared unauthorized.
I wonder if it’s a systemic
failure or sheer disregard of
the cries of the people, and
the dictates of the courts.
Rule of law or the lawless??
Maybe a jungle system of
ruling. Don’t brand me yet,
because both sides of the
political divide are guilty of
this gross disrespect of the
wishes of the masses.
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management system and our
own animalistic behaviour
are the key causes of this.
I wonder if Oga knows the
implication of waste piling
up for weeks without proper
disposal plans. Food hygiene
and regulation are nonexistent in this land of our
death.
Finally, Kwame, you ought to
get used to working without
any laid down conditions of
service. In fact, in Ogyakrom,
the only guaranteed free
service to the health worker,
is when the almighty
calls one home (i.e. free
mortuary service, free tears,
and of course free food at
your funeral). You better
find your own personal/
health insurance policy that
guarantees your life.
There is more to tell, but let
me leave you so you don’t
develop reader-fatigue.
Bye for now till the next issue
of our great FOCUS.
Yours in
Ogyakrom.

an

Ebola-free

By: Eric Sarpong-Ntiamoah,
Ridge Hospital, Accra

My dear friend, hope you are
aware of the cholera outbreak
in the capital and other parts
of the country. People ascribe
all sorts of reasons as to the
cause. The appalling waste
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The GMA: A super
brand or a chameleon?
he
Ghana
Medical
Association (GMA) is one
of the foremost professional
organizations in Ghana. The
term “GMA” is very familiar
to the doctor, the media,
the government, and even
the ordinary citizen of
Ghana. However what the
abbreviation stands for, and
the memories it triggers, vary
greatly among these people.
This brings up questions
which are very heavy on my
lips: what brand has the GMA
built over the years? Is the
GMA brand a super brand?

T

tomer loyalty, good will
and market acceptability.
As a professional body, the
GMA has a clear philosophy,
objectives and core mandate.
To what extent have these
contributed to building its
brand? Though the philosophy
of the association remains
unchanged over the years,
its image keeps changing.
The brand GMA could well be
described as a “chameleon”
because it has meant
different things to different
people over different time
periods.

A brand is a valuable asset to
any organization. Whenever
the brand is mentioned, both
the owners of the brand and
all other stakeholders know it
for what it stands for. A super
brand is further distinguished
from other brands by other
qualities such as market
dominance, longevity, cus-

Members or Owners?
One of the qualities of a brand
is ownership. Who owns the
GMA? This is a fundamental
question that needs to be
answered genuinely if the
image of the association is to
be projected well. The owners
of any brand seize every
opportunity to promote and
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defend it. Is the GMA really
owned by all doctors in Ghana
or a few doctors or better
still just the executives? Do
all doctors really feel that
they are members and will
they seize any opportunity
to protect and defend the
association? In reality every
doctor has had an opportunity
to experience the ownership
of the GMA. Sadly, however,
this spirit of ownership is
intermittent and swings like
pyrexia from a concealed
pus. Some suddenly come
to the realization of their
membership when they
need a car sticker, need an
introductory letter, during
labour agitations, when their
salary has been stopped
without explanation, when
they are finding it difficult
to
access
postgraduate
education, when they need
some appointment and know
the GMA can influence it, etc.
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Can we all imagine what an
Association we would have
if doctors continually felt
ownership of GMA? A brand
owner is like a shareholder
of a company: one who
does not merely consume
the company’s products,
but is very interested in
the company’s growth and
success.
What does the GMA stand
for? This is another question
which, if answered well,
could unite all of us. What
is the philosophy of the
Association and how many of
us know it or bother to find
out? The leaders complain
of apathy from membership
and members feel left out,
accusing leadership of not
doing much for them. Why
this disconnect? I don’t
claim to have answers, only
opinions.
It is said that leadership
is cause and everything

else is effect hence a lot
depends on leadership. Let
me congratulate our current
executives for taking the
initiative to draw a strategic
plan for the Association
and from now on we will
have a vision and mission
statement...Oops! Did I just
say an Association as old as
ours does not have a mission
statement? It slipped but you
did not read it from my pen.
Our leaders in the past had
fought for the association
and continue to do so. They
have sacrificed and we have
gained a lot, how can we
ever accuse them of not
doing their best? But a lot
of members still believe the
Association is not occupying
its rightful place in advocacy
and leading the way when it
comes to major health issues
in the country.
Another thing: as long as
the main preoccupation
of leadership is fighting to
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better the lot of doctors
mainly in public service, how
can the private practitioner
feel a part of it?
Sometimes I wonder, if the
GMA leadership called for
doctors to go on a march to
protest lack of potable water,
continuous construction of
open drains/gutters in the
country, high cost of drugs or
inadequate budget allocation
to sanitation or health
because these are harming
the health of Ghanaians,
would they get the support
of members? Maybe, just
maybe, things like these may
better unite us (both private
and public doctors) and help
built a better public image
and brand of the Association.
The contribution of GMA
to noble initiatives like the
National Health Insurance
Scheme and Ghana College
of Physicians and Surgeons
is worthy of mention but is
anyone aware of the role
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we played? This leads me to
the next important aspect of
branding. By the way I am no
brands expert!
Communication!
...Communication!! .....
Communication!!!
To project the GMA brand
and what it stands for,
effective communication is
the panacea. The Association
needs a clear communication
strategy which is reviewed
and managed professionally
from time to time. Every
member of the Association
must know and own the
vision of the Association
and be able to defend at
any given time and this can
be achieved only through
effective communication of
our
yet-to-be-determined
mission and vision statement.
The Association must also
lead the way in major health
advocacy and all hands
must be on deck. On every
platform that doctors get to
do advocacy in Ghana, be
it print, electronic or social
media, the GMA should
come up us the body which
is championing the advocacy.
We should be seen and
heard…
How can we make our
Association more relevant and
visible? For the association to
be relevant to its members
and to the nation, it must
change its perceived focus
and efforts from being a

10
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voice for only its members,
to be a champion of issues
that also concern the ordinary
Ghanaian. While the ordinary
Ghanaian is demanding his
daily bread and shelter from
Government, the GMA ought
to demand food and services
that go beyond mere survival,
to the promotion of health
and longevity. In addition
the
Association
should
communicate its efforts in
a coherent and consistent
way to its members and
the general public. The
Association should be more
proactive than reactionary in
its advocacy work.
For example, can the
Association charge the various
professional bodies within
its membership to come out
with standards of care to
be applied nationwide? Can
the Association have a legal
committee that is constantly
monitoring
health-related
Bills at various levels of
development and proactively
make inputs before passage
into Acts or Laws instead
of waiting to be invited to
make a submission? Could
this committee, for instance,
lobby parliamentarians to
ensure speedy passage of
various Bills of importance to
health? Could the Association
test the law on behalf of the
ordinary Ghanaian by sueing
self-styled doctors who are
promising heaven and earth
in commercial adverts and
maiming the innocent?

As for visibility, can we let
charity indeed begin at home?
How many of us are willing
to wear GMA-branded white
coats, scrubs etc? Did I see
your hand up? (Please send
a message to the general
secretaryserebstone@yahoo.
com and ask for these). It
is only when GMA is visible
among members that we can
portray a united front to the
general public.
Over to you…
Do you feel you belong to the
GMA? Are you proud of it? Is
your car sticker a display of
proud membership, simply
to identify your profession,
or because of the police?
When did you pass by the
secretariat or any divisional
office not to pick up a car
sticker, but just find out how
the Association is being run?
You are a member, but are
you an owner of GMA?
Who owns the GMA? Long
live the GMA AND ITS
OWNERS!!!!!!
By: Titus Beyuo

T

he
British
Council
Auditorium
in
Accra
was barely full despite the
numerous advertisements in
both the print and electronic
media. And why not? After
all it was an annual public
lecture organized by the
Ghana Medical Association.
As a member of the Public
Lecture Committee of GMA,
to say I was disappointed
is to underestimate my
emotion especially so when
the theme of “IMPROVING
THE QUALITY OF CARE TO
ACHIEVE THE HEALTH-RELATED
MDGs” was artfully contrived
to appeal to the public to
help discuss the health of the
nation.
The day took off with a
brilliant expose from Kweku
Sakyi-Addo who bemoaned
the ease with which our
media passed judgement on
issues without really delving
into the main substance. If
I had any lingering doubts
about his eloquence, he
totally wiped it off that day.
The NHIS succeeded in wiping
away the smiles left on by the
previous speaker with their

“holier-than-thou” attitude,
effectively undermining the
purpose of the day—to throw
a spotlight on our health
system and discuss ways
to improve. No matter how
brilliant or dumb, suggestions
were hastily disposed of with
their countenance. To them
every problem encountered
by the NHIS is explained by a
simple five letter word: F-RA-U-D.
However,
the
most
memorable of the talks
was delivered by Mr X,
who was invited to touch
on the public perception
of the health system. He
started with responses to a
questionnaire he sent out to
friends and acquaintances of
their perception of our health
sector. For strange reasons,
the respondents decided to
concentrate on doctors…
and those responses read
out were anything but
complimentary.
Then he proceeded to
recount his experience at the
Children’s Block, Korle Bu,
when his daughter was on
admission. His description of
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the environment was spoton. “The place was dirty,
has been crying for a facelift
for aeons, congested, foulsmelling, hot and above all
unfriendly to children and
parents.” He then went
on to, with immaculate
precision, describe the torn
nets, creaking beds and cots
overlaid with thin, lumpy and
dirty mattresses which were
shared by those children
who were fortunate. The fact
that a lot of children were
nursed on their mothers laps,
irrespective of how sick they
were, did not escape his
attention.
Just when I thought I had
found a flawed spot in his
description, he mentioned
them!
Those
“tiger”
mosquitoes (whose weight
alone precipitated intense
itching, before even their
bites!) freely plying their
trade with little respect
to age, severity of one’s
condition and stature. Then he
mentioned the way the health
workers communicated with
the parents, particularly
emphasizing the way bells
were rang in the middle
of night to wake the
mothers up to pave way for
medications to be given to
their children. What a good
observer he turned out to
be! Everything he mentioned
was correct and although he
was describing the Children’s
Block, indeed he echoed the
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situation in a lot of our public
hospitals. His conclusion,
however, disappointed me,
particularly with his take on
the health workers. He did
not mince words and your
guess is as good as mine or
even better.
It was then that Dr FB, who
couldn’t take it anymore
took the mic and recounted a
whole lot of feats, sometimes
bordering
on
bravado,
achieved by doctors: doctors
performing surgeries with
mobile phone lights and
“bobo”, dying from medical
outreaches,
contracting
diseases in their line of duty,
one serving over 11,000
people and none of these is
worth mentioning?
I also remember during 2006,
when doctors complained of
their inability to meet their
obligations to their debtors
because of non-payment of
ADHA, the popular question
then was “why go for a
loan in the first place?” To
a lot of people, it made
no sense that the loans
were contracted before the
government decided replace
it with something else.....and
that refusing to pay for the
ADHA and not implementing
that something else (HSS pay
scale) amounted to reducing
the take home of doctors by
a factor of 3.5.
I am also not oblivious to
the recent assertions by a

12
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radio show host that doctors
have conditions of service,
which includes a paid “risk
allowance”. What is even
more worrying is the fact
that the said radio show
host has a sister who is a
medical doctor and yet is of
the conviction that doctors
have conditions of service.
Obviously, shouting on top of
our voices for conditions of
service to be discussed and
implemented is yet to register
in the minds of Ghanaians. It
makes me wonder if there is
some truth in the saying that
“putting things in books is
really a way of hiding it from
Africans.”
As for me, everything that
Mr X mentioned brought me
the realization of how much
I have sacrificed for this
nation. I was very grateful for
the vivid description of my
office and would have been
even more indebted if he
had reflected on what could
make a sane, knowledgeable,
qualified human being work
in such an environment with
all these hazards? Yes, we
also deserve to work in the
most comfortable of offices,
air
conditioned,
stuffed
and swivel chairs in place,
wearing jackets and ties
and pretending to be more
important that we really are.
Even as I write today, I know
that it is only sacrifice that
motivates us to continue to
do what we do in such an
environment.

I take solace in the fact that
what the Children’s Block
and other hospitals lack in
beauty, they make up for
in strength. Strength that
is hardly recognized and
appreciated. The number of
people who have been saved
in these “rat holes” alone
attests to their strength.
In as much as I wish
things were better, I think
refusing to work in such an
environment or insisting that
it is improved before working
in will make Ghanaians the
losers. Perhaps the easiest
way out will be to join the
exodus of doctors but again,
who loses?
How I wish that when it
comes to throwing the
spotlight on doctors, people
will rather look at the flip
side of the coin, however,
I am a realist to know that
people especially Ghanaians
will look at the side they
deem obvious and pleasant.
The usual adage of “there is
two sides to every situation”
applies to rest of the world
and not Ghanaians when it
comes to issues of doctors.
Need I say more about
the public’s perception of
doctors? But I have a firm
belief that one day people
will come to the realization
that our doctors have really
sacrificed for this country.
By: Dr. Frank
Owusu-Sekyere

|
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T

he
recent
cholera
epidemic in the country
exposed the difficulties we
had in our critical services like
health and environmental
sanitation. After the cases
exceeded the 10,000 mark
we knew God was supposed
to intervene. But the question
was: in whose name were the
numerous previous meetings
being held? Was it not to
prevent cholera and manage
sanitation? If that was the
reason for those meetings,
then we could expect that
there was bound to be some
form of prevention in our
midst. Well, at the curative
end there were shortages.
The interesting thing about
the cholera was that it
attacked the system in Accra
where most of the country’s

“gurus” are. In the presence
of the health experts as well
as postgraduate’s teachers
and students, cholera was
dancing anywhere it heard
drumming. Traditionally, “the
cockroach is not supposed
to dance at a meeting of
chickens”.
What types of decisions
were supposed to be taken
at these meetings? Does
our postgraduate training
equip us enough to take
the type of decisions that
attack cholera at its roots? I
remember buildings were
demolished. That’s a tough
decision, but the number
of cases kept rising after
that. Sometimes, inspite of
numerous meetings, there
appears to be numerous

issues getting out of hand.
What type of decision was
being demanded of us? I
heard a decision by United
States of America to send
3000 military workers with
resources to Liberia to
combat the Ebola epidemic
because it was a threat to
their ‘national security’.
What a decision! A few days
after this announcement, a
case of Ebola disease was
diagnosed there. How right
was their decision! They had
a place to isolate the case!
All their subsequent activities
were based on the results,
infrastructure and systems
built from previous decisions
on
infectious
diseases.
Obviously our infectious
disease system cannot cope
with Ebola.We are building
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our isolation centres. But
can our sewerage system
manage Ebola waste? Are
there decisions to be made
on the sewerage systems of
health facilities?
A decision is the process
of making a choice from
among alternative courses
of
action.
The
more
educated
we
become,
the more alternatives we
are supposed to evaluate
and choose from. Tools for
evaluating alternatives and
making choices are taught
at the postgraduate level.
Sometimes, it’s unfortunate
that some of the choices
leaders make do not even
pass the common sense test
of lay men. Sometimes one
wonders whether they met
in the name of greed and
selfishness or prevention
and cure of disease. Results
determine the quality of
decisions. Some of the
results we see best describes
what type of analysis went
into making the preceding
decisions.
In
practice,
decisionmaking varies according
to whether the decisions
are programmed or nonprogrammed and whether
they involve certain, risky or
uncertain outcomes. Usually
when situations arise, the
organisation
can
create
procedures for decisionmaking. I don’t mean running
around in confusion when
cholera strikes because I think
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it is a regular visitor. Nonprogrammed decisions occur
in situations that are unusual
and involve changeable and
unpredictable circumstances;
the organisation cannot
practically create a procedure
for making these decisions.
Instead
decisions
are
unstructured and unique.
Good
non-programmed
decisions rely on creativity
and intuition as well as
careful use of objective data.
Thus the nonprogrammed
decision required to craft
procedures typically involve
more creative thinking than
do the decisions involved
in carrying out those
procedures(programmed
decisions). This is therefore
the essence of postgraduate
education—gooddecisionmaking in all endeavours. By
now, the sewerage systems
and procedures should be
programmed since infectious
sewage from health facilities
has been there since the
beginning of health care
management. Go to some
facilities and you will be
surprised at how sewage is
disposed of.
Because non-programmed
decision-making tend to
be unique and relatively
challenging, the people
making this type of decisions
are more likely to use a
formal
decision-making
process. I am referring to a
logical, consistent process for
identifying the alternative
with the greatest utility, or

usefulness for a purpose.
With utmost respect, I’m
not talking of the ‘stomach
direction’ type of decision
that generates chaos and
creates more problems than
solutions. With the abundance
of computerized information
systems
evidence-based
decisions can assist in
generating alternatives for
choices in different scenarios.
Whenever
programmed
decision-making
is
not
constructed for situations
that arise often, firefighting
becomes the method for
solving familiar problems.
Also, many meetings are
held to take decisions on
regular events and capacity is
lost for strange or uncommon
occurrences. Our capacities for
some emergency situations
are waning. After many
years in the health system,
I am beginning to wonder
how many issues are new:
budgeting, management of
new entrants, promotions,
concept of personal protective
clothing, procurement of
consumables,
availability
of drugs, reimbursement of
National Health Insurance
claims etc. Unfortunately,
we have not been able
to turn non-programmed
decisions on these issues
into
programmed.
We
naturally have to start with
non-programmed decisionmaking when the issue is
new. When it reoccurs, the
decision should become
programmed ones. That is
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A person’s level in the
hierarchy plays a role in
the kinds of decision he
or she makes.Decisions at
lower levels are more likely
to be programmed, with
non-programmed decisions
handled at higher levels.
Post graduate education is
therefore not only to enhance
our ability to define the
problem in “big English” but
to make decisions that solve
problems in practical terms.
Sometimes
our
leaders
bombard us with so many
descriptions and labels of the
problem without helping to
solve these problems.

evaluation. It takes a lot of
courage and sincerity to set
specific goals.Sometimes for
fear of losing one’s position or
job, managers create vague
objectives so that they are not
held responsible for failures.
Many workers are not able to
hold managers to their words
because those words can be
interpreted in more than two
ways. Sometimes, corruption
motivates leaders to set
vague goals. This helps to
confuse workers about right
and wrong at the workplace.
Dictators have difficulties
arriving at organisational
objectives because their
own selfish objectives reign
supreme in their minds.
They therefore use so much
force at implementation that
decisions are not sustainable
and cannot be converted into
programmed decisions if the
situation recurs. They have to
be consulted on every issue,
and they love it. Many of our
health facilities are facing the
problem of ‘new king, new
law’. There seem to be no
standard way of taking many
decisions year in year out.

The
decision
maker
establishes
goals
and
objectives, identifies issues,
develops
alternatives,
chooses an alternative, and
evaluates the alternative.
Establishing organisational
goals
needs
in-depth
analysis. It should be specific
and measurable. Vague
objectives generate confusion
during implementation and

People make decisions to
resolve issues. There are
three basic categories of
issues requiring decisions:
crises, routine problems
and opportunities. Each of
the first two categories is a
type of problem. A problem
is the cause of a difference
between the way things are
and the way things should
be. Interestingly, sometimes

how decision systems are
built. We are beginning to
love meetings over routine
things. If the meetings were
for genuine organisational
objectives, would we enjoy
it so much? Or the personal
enjoyment bit gives us the
motivation. Do we have the
capability for making good
decisions? We seem to be
building capacity all year
round with organisation of so
many workshops!
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I feel we seem to have only
one category, constantly
moving from one crisis to the
other. The reimbursement
of national health insurance
claims gives me that sort
of feeling, especially if it
goes into seven months of
arrears. The least said about
sanitation problems, the
better. The decision required
in the cholera outbreak was to
bridge the gap between the
way things are and the way
things are supposed to be.
The measure of the quality
of our decision is our ability
to bridge that gap, in other
words, the ability to solving
the problem. Describing the
problem in so many ways
is not a decision unless it is
associated with choosing an
alternative action that ends
the problem. The nature of the
issue influences the nature
of the decision. To solve the
problem, the decision maker
must figure out how to correct
whatever is interfering with
achievement of the goals
and objectives.It could be
politics,attitudes,culture or
lack of good systems and
institutions.Decisions should
be made to modify the
effects of these factors so that
the goals can be achieved.
Good decisions achieve good
results!
When the issue is about an
opportunity, the decision
maker must figure out
whether achieving goals
and objectives is more likely
to result from acting on the
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opportunity or concluding
it is not worthwhile at the
time. Most of us are familiar
with donations that have
turned out to be scraps.
Some donated ambulances
could not move all, or at
best be moved at prohibitive
cost (some opportunity!).We
alsoremember
expensive
workshops that did not
yield much capability to the
workforce.
The truth is that the
decision maker can make
the best choice only if he
or she first defines what
the issue is. Sometimes
death in our institution
occurs as a result of lack of
effective
communication
among health staff and not
necessarily due to technical
incompetence.
In
some
cases only technical people
meet, so unfortunately the
issue is defined as technical
and not managerial. The
recommendation therefore
generates more technical
trainings. The issues do not
change when the wrong
decisions are implemented.
This generates frustration
and apathy among staff.
Defining issues is harder than
it sounds because people
often confuse issues with
their symptoms or possible
responses. Issue identification
will most likely succeed
when the organisation’s
culture favours focusing
on solutions rather than

blame. Also, if their sources
of information are primarily
concerned with avoiding
punishment for mistakes,
they will not reliably identify
a true issue. The decision
maker will be told what he
wants to hear and naturally
his decisions cannot solve
real problems. But if the
experience of identifying the
issue is seen as a learning
opportunity, the process of
identifying the issue can be
more straightforward.
Nowadays, decisions concerning preventive services
and curative services are
becoming based on ability
to
generate
internally
generated funds. I hope we
are right.
Rational
decision-making
depends on the decision
maker developing all the
available alternatives; the
potential ways to seize
an opportunity or solve a
problem. He or she can only
select the best alternative
only if it is within the set
of recognised possibilities.
This is where experience
and appropriate knowledge
is relevant. This is the part
of decision-making where
‘square pegs in round
holes’ hurt the organisation
the most. The recognised
possibilities may not be many
in the person’s mind, so his
or her alternatives to choose
from are limited. With such
leaders, alternatives arise at
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implementation sometimes
resulting in embarrassment.
Three possible ways of
identifying alternatives are:
using historical decision
models, off-the-shelf decision
models and nova techniques.
Developing
alternatives
through historical decision
models involves reviewing
the outcomes of actions
taken in the past. Obviously
most of our managers do
not seem to do this and
therefore the organisation
run in familiar circles. Most
decision makers do not even
know what decisions were
taken in the past, much more
review it. Some transfers and
postings ignore the essence
of organisational memory
and so mistakes are often
repeated. The next common
means
of
developing
alternative is to use offthe-shelf decision models,
or ready-made solutions
provided by consultants. Nova
techniques involve tactics
for generating innovative
solutions without reference
to what other individuals
or groups have already
tried. The decision maker
may seek input from within
the organisation, outside
consultants or colleagues in
other organisations.
Choosing an alternative is
the next step. This involves
comparing the alternatives
developed and choosing
one. The decision maker
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is supposed to select the
one that will generate the
greatest return, measured in
terms of achieving previously
specified objectives and
goals. Making decisions on
the basis of maximizing selfinterest is difficult when the
decision maker’s perceived
interest is in conflict with
those of the organisation or
the society at large.
When an organisation begins
implementing a selected
alternative, the decision
maker receives feedback
about the decision. The last
step of decision-making is to
evaluate this feedback to see
whether implementation is
achieving objectives. When
an outcome is undesirable,
evaluation should cover
all stages of the decision
process. The alternative may
have failed because of the
way it was implemented.
However,
if
decisions
repeatedly fail, the problem
may lie with the decision
process itself. The goals may
be vague and unrealistic,
probably based on false
premises or knowledge. The
issue may have been defined
poorly or enough alternatives
were not generated.

In practice, biases and
environmental
constraints
affect the rationality of our
decision-making. The ’no
money syndrome’ reduces
our alternatives to the point
where we sometimes do not
have any choice. It is also
difficult to gather relevant
information for decisionmaking. In spite of that, we
should be cautious not to
be caught in the paradigm
of ‘paralysis by analysis.
A situation in which one
keeps analysing and never
make decisions whiles the
problem escalates.Politicians
sometimes take decisions
ahead of technocrats when
the analysis is unnecessarily
prolonged.A group is most
likely to agree on what is
the best alternative if they
agree on the goals of the
decision. It is therefore
important
for
decision
makers to build consensus.
They must be aware that
individuals are likely to have
different values and different
assessments of what is
achievable and desirable.
Sometimes social, legal and
moral norms constrain the
possible choices. Leaders of
the health system should be
aware of these constraints in
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their decision-making process
otherwise implementation
becomes
difficult.
Also,
our ability to make good
decisions
are
impaired
when our preference are for
choices that do not involve
risk of losing. We play it safe,
especially if your appraisal by
your boss may be affected.
Where two or three are
gathered in the name of
the common good of the
organisation, good decisions
must be made. For the
health system to carry out
its
strategy
effectively,
management must make
good decisions through a
fair and efficient process. We
need people who are capable
of handling programmed and
nonprogrammed decisions
and we believe postgraduate
education will provide the
capability. We have come
this far because of previous
decisions; how far we are
capable of reaching depends
on the quality of today’s
decisions.
By: Dr. Andrews Ayim
Keta Municipal Health
Directorate
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Medical
ethics

Malpractice
W

e often hear comments
such as “The doctors are
negligent”, “The nurses were
careless”, “They should be
sued or punished” etc.
Such statements generally
imply that the doctors or
health
professionals
or
facilities are “guilty” of one
offence or the other. The
question then is are these
comments justified? Are the
facilities guilty of negligence
in law?
Generally malpractice is any
bad, careless, unskilled or
negligent treatment of patient
by health care professionals,
simplicita. Negligence is
the predominant theory
of liability with regards
to allegations or medical
malpractice suit. Legally,
negligence has been defined
by our courts per Edusei J (as
he then was) in Alhassan
Kotokoli v Moro Hausa as
follows:
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“In a strict legal analysis,
negligence means more
than heedless or careless
conduct, whether in omission
or commission. It properly
connotes
the
complex
concept of duty, breach and
damage thereby suffered by
the person to whom the duty
was owing”
Thus to have a successful
medical malpractice claim,
the following must be
established:
1. Duty of care owed the
patient
2. Breach of this duty and
3.	Resultant injury/damage
suffered by the patient
Negligence (medical malpractice) as a tort is therefore
not coterminous with careless
or heedless conduct. Medical
malpractice litigation is part
of the Law of tort.
It’s generally established that
Doctors/Health Professionals

owe patients a duty of care.
BREACH OF DUTY refers to
a violation of, or deviation
from
some
applicable,
reasonable,
acceptable
standard of care or conduct
that falls below the legally
established standard for
protection of others against
unreasonable harm. This is
usually based on national/
state
or
Professional/
specialty standards.
Specialists are generally held
to higher standards than
non-specialists, however non
specialists will be held to
the same standards required
of specialists if they elect
to undertake or perform
procedures ordinarily done
by specialists.
Proof of breach is generally
established by measuring
the alleged conduct of the
defendant
(practitioner)
against the standard required
by peers (doctors) or law.
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In measuring the alleged
conduct against standard
required by peers, the
reasonable man’s test is
usually applied. For doctors,
the conduct must conform
to the level of skill of a
reasonable doctor, not that
of any random person
on a Madina trotro. The
doctor can escape LIABILITY
by showing his CONDUCT
accorded with acceptable
community practice at the
time of the breach as was
the case of Roe v Minister of
Health[1954] 2AllER, where
an anaesthetist was held not
liable because he had shown
normal competences.
Causation is very important
in malpractice litigation. The

defendant in fact must have
caused the damage or injury.
The injury should be directly
or proximately linked to the
treatment (breach) else as
a defense, the defendant
(doctors) may argue that the
injury was caused by physical
factors unrelated to the
alleged treatment.
The plaintiff in a medical
malpractice suit is usually
the patient or his legal
representative. The doctor,
health professional and/or
hospital or clinic or Medical
Corporation is (are) the
defendant (s).
The plaintiff generally bears
the burden of proof (except
cases of Res IpsaLoquitar
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where the burden of proof
shifts unto the defendant).
Res Ipsa literally means “the
matter speaks for itself”.
Here the defendant (doctor/
hospital) has the burden of
rebutting the presumption
of a prima facie care of
negligence made against
him per the facts of the
matter. Failure to discharge
this burden makes defendant
liable.
Res Ipsa can be illustrated
with the case of Asante
Kramo v AG (1975) 1 GLR
319. In this case a 19year
old plaintiff (a house wife)
was referred to KATH with
ruptured ectopic pregnancy
and operated upon. She was
later transfused by nurses
on duty on the instruction of
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the doctor. She subsequently
develop a swollen right
arm which later became
gangrenous and had to be
amputated. She sued. The
Judge found that the facts
raised a presumption of
negligence for which the
Attorney General (KATH)
had to rebut. The AG had no
explanation. Judgment was
duly given in her (Plaintiff’s)
favour.
Evidence, including but not
limited to medical records
and expert witness, is usually
taken. It must be noted that
the testimony of an expert
witness (doctor) is only of a
persuasive effect and thus
not binding on the court.
Damages are awarded at the
end of the litigation if the
defendant is not successful in
his defense.
The categories
of damages include:
1. Compensatory damages for economic or financial
losses such as lost wages,
medical expenses etc.
They may be assessed for
past and future losses as
may be the case of say
a plastic surgeon who
loses his dominant hand
after undergoing some
orthopeadic surgery.
2. Non-economic damages
assessed for the injury
itself (based on the
physical, psychological,
emotional distress or pain
(suffered by the plaintiff).
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Others include loss of an
organ, limb, vision or
reduced enjoyment of
sexual life due to disability
arising out of the injury.
3. Punitive damages for
wanton and reckless
conduct by the plaintiff
Patients and their relatives
knowing
the
“financial
benefits” they stand to gain,
are ready to sue health
professionals at the least
opportunity. An estimated
15,000-25,000
medical
malpractice
suits
occur
annually with majority in the
USA. Former US President
George W. Bush in 2003 said
“there are too many frivolous
lawsuits against good doctors
and the patients are paying the
price”. Medical malpractice
litigation has left in its wake
an estimated extra medical
cost of $84-150 billion each
year for patients, mostly from
defensive medicine.

On the other hand we, as
doctors, also pay our price
through the psychological and
physical strain we undergo
during the hearing of these
suits as well as the damages
we pay, not to talk about
the dent on our reputations
and practice. In some cases
we may receive custodial
sentences for criminal acts
done in the course of our
practice.
Cases
referred
to
the
regulatory body, Medical and
Dental Council (MDC), may
result in the practitioners
involved been suspended
temporarily or permanently
from
the
register
of
practitioners if found guilty by
penal cases and Disciplinary
Committees of the MDC.
Let’s watch our practice!!!!
By Dr. Justice Yankson, Esq
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THE DOCTOR AND

OCCUPATIONAL

OCCUPATIONAL ISSUES

HAZARDS
T

he Ebola epidemic in the
West African sub-region
has once again brought
to the fore the potential
hazards health workers face.
It is estimated that more than
400 health workers including
doctors have been infected
with the deadly virus with
over 300 deaths and counting.
Some of us are even more
emotionally touched, because
in one way or the other we
have personal knowledge of
some of the martyrs.
The Ghanaian doctor will
not be an exception when
it comes to fighting highly
contagious diseases like Ebola
should there be an outbreak
in our country. We are all
witnesses to the hullabaloo
of availability or otherwise
of
personal
protective
equipment (PPE) in our
health care facilities to fight
Ebola. PPEs are not only those
we see on television worn

by the Ebola response team
but include the lab coats,
wellington boots, goggles
surgical operating gowns etc.
How many health facilities in
the Ghana Health Service and
some Teaching hospitals are
providing these? The question
is whose duty is it to provide
PPEs for us? The answer is
right there in section 118
subsection 2 (e) of the Labour
Act 2003 (Act 651);

“An employer shall supply
and maintain at no cost to
the worker adequate safety
appliances, suitable firefighting equipment, personal
protective equipment, and
instruct the workers in the
use of the appliances or
equipment” (highlighted for
emphasis).
Most doctors are wearing
white coats at our own cost or
provided by pharmaceutical
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companies with the names
and
products
of
such
companies boldly inscribed
on them.
The latter obviously is
professionally “immoral” but
we accept them reluctantly
and use them because the
employer
has
blatantly
violated the provisions of
the labour law and as usual
doctors will just keep mute.
I would urge all heads of
such institutions to consider
procuring these PPEs for all
conditions and not only for
Ebola. Act 651 prescribes a
punishment for employers
who violate this law thus
“An employer who, without
reasonable
excuse,
fails
to discharge any of the
obligations under subsection
(1) or (2) commits an offence
and is liable on summary
conviction to a fine not
exceeding 1000 penalty units
or to imprisonment for a term
not exceeding 3 years or to
both”
Certain injuries and infections
can be the end of a person’s
professional career and/or life
with no compensation paid
to the family. Quite recently,
some
health
workers,
including doctors, in a hospital
in Ghana were infected
with multi-drug resistant
tuberculosis, but have not
received compensation.
It is heart-warming to learn
that discussions are ongoing
towards a form of insurance
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for any health worker who
would die of Ebola should the
outbreak gets into Ghana.
One nof the proposals is that
the salary of such a worker
should continue to be paid
to his/her beneficiaries till
the retirement age of the
deceased. I hope this is not
just rhetoric but will actually
get legal backing. But this
shows that our authorities are
aware that compensation is
necessary if such unfortunate
thing happens. We need to
press home the need for
comprehensive
conditions
of service that will take
care of our safety as health
professionals and the welfare
of our families should the
unfortunate happen.
Malpractice Suits
As a middle-income country,
the populace is increasingly
becoming aware of their
right to receive adequate
health care in a professional
manner. This is manifested by
the numerous and increasing
complaints lodged at the
Ghana Medical and Dental
Council (MDC) and malpractice
lawsuits.
There is also an upsurge of
the numbers entering and
graduating from the law
schools, obviously going to
create unemployment. For
some of these medico-legal
cases can become a fertile
ground to thrive as happens
elsewhere.

Our profession is such that no
one can be sure of avoiding
mistakes at all times. As the
saying goes, to err is human,
and since we are mortals
we can be at the wrong side
of the law at any time. To
illustrate the potential for
problems, I use the handling
of
patient
confidential
records, particularly in public
health facilities. Most patients
and/or their relatives carry
their folders containing all
the patient records either
within the hospital premises
to receive services or even
take them home.
In some instances, the
relations even take the
folders to the mortuaries with
autopsy requests and when
the report is ready, these
relations go for it to enable the
doctors write cause-of-death
certificates for them. In other
words, the family members
read the post mortem reports
before us and obviously they
can do anything with it and
the folders before seeing the
doctor. This is like cocking a
gun facing you and asking a
child or a mad man to handle
the trigger end but not to pull
the trigger.
We need to do the right
thing by either strengthening
our medical records units or
acquire paperless patient
records software so that
patients don’t handle their
records, not to talk of sending
them home till the next
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review in 3-6 months. The
health system should also do
more for patients by running
some of the errands like
collection of medication from
the pharmacy for in-patients.
It is not for nothing that the
inscription
“CONFIDENTIAL:
NOT TO BE HANDLED BY THE
PATIENT” is embossed on the
folders so why do we violate
such a basic rule meant to
protect us from unnecessary
litigation? The reason is
obviously institutional failure
in keeping accurate records
of and rendering hospital
services to patients.
Looking at our income levels,
we may not be able to pay
damages if found guilty as
at now. We therefore need
protection in the form of
malpractice insurance either
provided by our employers
or ourselves-especially those
in private practice. This may
seem too ambitious but
protection is always better.
We all pay annual premiums
for motor insurance. We never
get tired of that, but rather
have some satisfaction that if
anything untoward happens,
we are covered.
Security Risk
There is a conspiracy by all
Ghanaians that doctors are rich
people, making us vulnerable
for all sorts of criminal attacks.
This has been compounded
by the fact that many doctors
in the big cities are either
provided accommodation in
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rented properties among the
general population, thereby
increasing our vulnerability
to arm robbery attacks etc.
People also inundate us
with
financial
problems
for us to solve. I will urge
our employers to provide
accommodation
in
the
hospital premises or places
where adequate security can
be provided. We should also
be security conscious and
protect our premises and
properties from criminals.
Ergonomic Disability and
Injuries
Lifting, prolonged standing,
and assumption of odd
postures put us at risk of
physical deformities and
injuries that demand a lot of
resources to manage. Imagine
standing on your feet for long
hours in the operating theatre
with the neck flexed most
of the time. In no time you
develop cervical spondylosis
and you will have to bear
the cost of treating yourself.
Other forms of work-related
injuries are innumerable,
including needle pricks, cuts
by sharp objects and surgical
blades, splashes of corrosive
chemicals, radiation exposure
etc. Already we do not have
conditions of service and thus
pay for the cost of our own
health care.
Isn’t it an irony that public
service doctors would have
to depend on conditions of
services of their non-health

worker spouses to pay for
treatment of personal injuries
suffered in their own facilities?
We need our conditions of
service now to correct some
of these injustices
Aggressive Patients/Relatives
Some patients as a result
of their illness, and others
because
of
frustration
by the processes in the
hospital setting can become
aggressive and pose a danger
to hospital staff and other
patients. Doctors have been
assaulted by patient relations
because of delay in issuing
cause-of-death certificates or
release of bodies of burial.
These are but a tip of the
iceberg of the hazards of
our profession that we
cannot avoid. All doctors
work under oath and usually
are committed to it. Some
section of our society see this
as weakness on our part and
deny us our basic rights and
what we do is to complain and
lament. It is imperative that
a comprehensive document
outlining conditions of service
is developed to safeguard
the welfare of doctors and
their families. We must also
be provided with appropriate
PPEs in all forms to protect us
in our service delivery.
Dr Braimah Baba Abubakari
Tamale Teaching Hospital
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Room
W

hen you’re working in
a hospital, you rarely
notice the waiting room.
You’re always in a hurry
rushing from one place to
another. If you do notice the
waiting room, it’s to check to
see the number of patients
you have left. Sometime ago,
I found myself on the other
side of the consulting room
door in not one or two waiting
rooms but in four different
waiting rooms because I didn’t
want just a second opinion
about a condition I had but a
third and fourth as well.The
waiting room for me on those

occasions was a very bleak
place to be.By no means do
those four or so visits make
me an expert in the dynamics
and the workings of hospitals
waiting rooms but these are
thoughts I have to share.

was airy, well-lit and clean. I
really remember it for being
clean and it had a litter bin
everyone could see. On the
other hand, the waiting room
for the investigation I needed
was a small cramped area.

In the first hospital I went
to, I was too wrapped up in
myself to notice anything
about the waiting room. I
was torturing myself with
everything
I’d
learned
about the condition and its
complications. I remember
more from my second waiting
room experience. The room

There were only three plastic
chairs and some construction
work was going on in the
adjacent room. There was
dust and the smell of concrete
everywhere. The noise from
the machines they were
using was unbearable. Most
workers had ear-plugs; we
the patients just had to put
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up with the noise.
From the minute a patient
enters the hospital, the
‘waiting cycle’ begins. It is
interrupted at brief periods
when he registers and gets
his vitals taken, sees his
physician, has investigations
done, gets his medications
and continues most probably
on another day when he
brings the reports of the
investigations back to the
doctor.
The Design
The main design of a hospital
waiting area should first
and foremost be to make
the patient as comfortable
as possible while he waits
for a service. I’m in favour
of well-lit, well-ventilated
spaces. Most hospital floors
are usually tiled which makes
cleaning easy. However,
trolleys,
gurneys
and
wheelchairs running on metal
rims instead of rubber wheels
just sets people’s teeth on
edge and worsens the way
they feel. Staff should know
better than to wear ‘talking
shoes’ on tile or terrazzo
floors.
The Colour
Hospitals are replete with the
colour green, from nurses’
uniforms, to surgical scrubs,
to the paintings of the walls.
Different colours affect our
moods differently. Green
is a said to be a calming
and refreshing colour. It is a
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neutral colour in the middle
of the colour spectrum and
is mostly used in hospitals
because it is thought to be
easier on the eyes and to
help lower the stress levels of
both patients and health-care
workers.
Colours
appropriate
for
hospital settings include mild
shades of yellow, blue and
green. Whatever colours are
used, the walls should be
clean and not stained. You
don’t want to be staring at
a spot on the wall or a stain
on the seat wondering if it’s
blood or some other body
secretion and worrying that
you’ll leave the hospital more
sick than you came in.
The Smell
One of the first things you
notice about a hospital is the
smell. Since patients would
spend majority of their time
waiting for a service it just
makes sense that waiting
areas smell good. It would
generally be a good idea if
washrooms are located some
distance away from waiting
areas. They should be easy to
find but shouldn’t be so close
that when there’s a water
shortage problem, patients,
relatives and some staff have
to put up with the bad smell.
The Atmosphere
To simulate how a patient
feels, try sitting in a waiting
room and doing absolutely
nothing for a minimum of

thirty minutes. I can assure
you, you will get depressed
very fast. The atmosphere
is mostly tense with worry
and fear. This is made worse
when there is no information
dissemination so that people
don’t know whether the
doctor is in or if he’s taking
his lunch break. Periodic
appearances by staff to relay
anxiety or to reassure patients
often make the waiting
period more bearable.
The Décor
Most banks, hotels and other
institutions have art on the
walls and pretty potted
plants arranged nicely in their
waiting areas. Hospital art is
mainly limited to laminated
organograms showing what
to do in various situations
or public education charts
informing
people
about
particular disease conditions.
The few potted plants I have
seen in some waiting areas
were either dead or were
dying and the pots doubled
as receptacles for rubbish and
sometimesas spittoons for
patients who could not make
it to the washroom on time.
The Seats
Most seats in hospitals are
yet to catch up on being
ergonomic. There’s been
a slight improvement in
changing from benches to
individualized seat where
you’re still sitting close to
someone else but you’re not
actually touching each other.
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The less said about the hard
narrow benches with no back
support or the creaky chairs
with torn upholstery and
nails sticking out of them, the
better. But we as caregivers
should bear in mind that
comfort while waiting is
important
especially
for
patients who are in severe
pain.
Information Dissemination
As practitioners, we know
that two patients may
come into our consulting
rooms complaining of the
same problem but we’ll
probably spend five minutes
on one and thirty minutes
on another. We know all
consultations don’t take the
same but the patients waiting
outside our doors don’t. While
people wait, it’s important for
them to be assured that they
haven’t been forgotten.
If a procedure is taking longer
than usual, have someone
inform those waiting that
they’ll be attended to. In
addition to allaying their
anxieties, it also builds good
rapport.It’s also courteous for
you to inform patients who
are waiting for you when
you’re going for a lunch break
and telling them how long
you’d be away.
Hospitals should have visible
and
well-written
signs
directing people how to get
from one place to another.
Coming to a hospital is
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stressful enough without
you having to spend twenty
minutes in trying to locate the
washroom or the laboratory
or the pharmacy.
Amenities
Most waiting areas now have
television screens usually
tuned to a TV talk show or
an African movie to help
make waiting comfortable.
Whatever programme is being
shown, the volume shouldn’t
be too loud to drown out what
information is being given
out by staff. The TV should
also be positioned towards
the patients’ waiting area
and not the staff’s working
area.It is important to realize
that there is a difference
between trying to distract
a patient from boredom as
against bombarding them
with additional stressors.
Patients who do not want to
watch television should also
have areas where they can sit
and wait in peace and quiet.
To keep waiting rooms clean,
dustbins should be available
for the disposal of refuse and
patients and their families
should be encouraged to drop
their rubbish into these bins
to keep the waiting rooms
clean for the next group of
patients.
Emergency Exits
Exits should be clearly labelled
and visible signs or notices on
where to go or assemble or
what to do in case of fire or
any other emergency should
be readily available not just

for members of staff but for
patients and relatives as well.
Waiting Room Etiquette
Waiting is tiring business and
depending on where you
find yourself, you may wait
for as little as five minutes
to sometimes more than
two hours. Wherever you
find yourself whether in a
hospital, or a bank or some
other place, listed below are
some things you should keep
in mind.
1.	The number of people
who accompany you
» I can’t put a limit to the
number of people that
should accompany a
sick person to a hospital
or clinic. Some people
come alone, others invite
everyone and it becomes
a social event. Whatever
the case, your relatives
and friends shouldn’t
hoard the seats in the
waiting rooms. Waiting
areas are for the sick. I
think a maximum number
of two people should
suffice inside the waiting
area for each patient
and they should sit only
when other sick people
are seated and there are
seats to spare.
2.	Noise level
» Keep the noise down;
remember it’s a hospital
with sick people.
» The waiting room isn’t the
place to sort out family
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differences. No one wants to know about
your internal family wranglings. Keep your
voice down while you hold conversations.
In the same way if you feel you need to
make a phone call, find a more private
area where you won’t be disturbing others
while you hold your conversations.
If you need to listen to music or other
programs on your radio or your phone
please use ear-phones.
And please reduce the volume of your
ringtone or better still put your phone on
vibration mode.

3. Food
» Granted OPD queues can start as early as
5a.m. and some people bring breakfast
along. However, after your meal, remember
to dispose of your rubbish properly.
» If you can, have your meal away from the
waiting area. Some foods may make other
patients nauseous. And you don’t want to
be the reason a child is harassing an already
exhausted parent because he wants some
of what you’re eating.
4.	Trying to get ahead of others in a queue
» In non-emergency situa-tions, if it’s not
your turn please don’t try to get ahead
of others who have been waiting before
you. Tempers in waiting rooms are already
frayed, don’t be the reason for people

»

Ghana Medical Association Magazine

venting their frustrations. Wait your turn in
the queue.
Sometimes, staff will give preference to the
disabled, the elderly, children and pregnant
women. If this happens just wait your turn.

5. Privacy
» Granted, privacy is hard when you’re in such
close quarters with others but we should
try to grant people privacy especially when
they’re conferring as to what to do after
having consulted the doctor or on how to
raise money to settle a bill.
6. Sleeping
» Please do not put multiple chairs together
and stretch out on them to catch a few
z’s. As much as possible the ‘one man one
seat’ rule should apply.
Holistic patient care should incorporate patient
comfort in the time one spends in waiting for a
service in a hospital. Having to wait in a hospital
waiting room should not be an interminable
period of watching the seconds tick by and
wishing you were anywhere but there. If
nothing can be done about the duration of the
wait, the hospital management team can at
least make sure that patients wait in comfort
in comfortable waiting rooms.
By: Dr Ruby Yayra Goka
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Making Every Newborn

Baby Count In Ghana
I

was clearly more excited to
see the new mother than
she was to see me. In time, I
understood her countenance.
Her baby whom we delivered
just a week earlier had died
at home – victim of a bizarre
twist of circumstances that I
have never fully understood.
Her calm acceptance of the
tragedy was striking. She
would get pregnant again
– the baby was simply not
meant to live.
What the community
does to newborns
In one community, a woman
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came in so late she virtually
delivered at the doorstep
of the labor ward. The
baby came out gasping for
precious air. In time, the root
causes of late arrivals and/or
community deliveries were
clarified from the community
perspective: coming to the
facility early means staying
longer at the labor ward,
which implies difficult labor,
which equates with infidelity!
Infidelity, of course, is a crime
that is not mitigated by a live
birth. However, arrive late,
have a quick delivery, and
you are a model wife back

home, even if you happen to
lose your baby due to some
facility-based poor quality of
care!
Infections, asphyxia, and
prematurity account for
80% of newborn deaths
Do
health
professionals
really believe that even if
you apply nothing to the
umbilical cord, the cord will
naturally fall off? I suppose
the research confirming that
was never shared with the
Magazias,
mothers-in-law
and grandmothers who for
years have resorted to other
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Some mothers of premature
babies, rather than provide
life-saving warmth, distance
themselves from touching on
account of fear at the sight
of the unsightly “primi.” In
asphyxia, infections, and
prematurity, therefore, we
have over 80% of the direct
medical causes of newborn
deaths.
Community-related root causes
are significant. About that,
there can be no doubt. So
significant, infact, that various
surveys quantifying stillbirths
and newborn deaths in the
community clearly indicate
that only a tiny fraction of
such
community
deaths
find their way into routine
information
management
systems. In 2009, for
example, although neonatal
deaths were a deceptively
low 4.5 deaths for every
1000 live births according
to the routine information
system, a survey carried out
incorporating
community
deaths put newborn deaths
at a significantly higher 32
deaths for every 1000 live
births. This represented a
very disturbing 600+% underreporting of actual deaths!
methods of cord care. Cow
dung, cow urine, tooth paste,
salt/shea butter mixture,
and various herbs all stand
heavily accused. The weekold baby who has been
subjected to one or several
of these concoctions is finally
brought in warm to touch,

not sucking well, with limbs
very stiff and skin turning
yellow/orange
(jaundice).
Leaving such a baby in the
blazing sun makes no impact
on deepening jaundice, and
your guess on the ultimate
outcome is probably right –
death!

Health facilities
and newborn deaths
It is, however, erroneous
to ignore factors within
the formal health system
accounting for the unyielding
newborn problem. These
range
from
inadequate
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essential newborn medicines,
supplies, and commodities
–e.g.,use of adult intravenous
fluids instead of pediatric
fluids to manage newborns,
through inadequate monitoring of mother and
newborn during childbirth,
less than 50% early initiation
of breastfeeding and prompt
bathing for babies born in
facilities, poor education and
counselling,
inappropriate
infection control practice
among
health
workers,
weak supervision of service
delivery, ill-equipped health
centers other than large
district hospitals to manage
serious complications of labor
or illness in the newborn,
and, last but not least,
documented lack of so-called
“clinical confidence” on-site to
practice evidence-based best
practices of essential newborn
care taught at numerous
workshops organized for
various categories of health
workers.
Policy/
implementation disconnect
The significant disconnect
between health policy intent
and policy actions has also
proved quite inimical to the
already dire fortunes of the
newborn.
This has happened despite
Ghana’s speed in signing
every available international
Convention and Treaty for
the protection of children
and even creating a whole
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Ministry of Gender, Children,
and Social Protection.
Although the National Health
Insurance Scheme (NHIS) is
designed to cover all services
for pregnant women and
children less than 18 years,
it is no secret that some
essential drugs for newborn
care are not on the Essential
Drug List – e.g.,chlorhexidine
for cord care.
Also, although bleeding after
delivery is a leading cause
of maternal deaths, blood
transfusion is not covered
under the NHIS. The processes
for securing safe blood when
dire emergencies hit is a
sight for sore eyes and one
you would rather not witness.
The
country’s
postnatal
care policy stipulates that a
newborn baby ought to be
seen by health staff at least
twice in the first week of life,
yet the NHIS does not cover
the second postnatal visit.
Meanwhile, the evidence
shows that 50% of newborn
deaths occur within the first
24 hours of life and 75%
die within the first week of
life, thus making the second
postnatal visit a critical
intervention!
Clearly, if Ghana does not
redesign health systems
at all levels for significant
reduction in newborn deaths,
the attainment of MDG4
– reduction of deaths of
children under five by two

thirds by 2015 –will remain
but a fleeting illusion to be
pursued, but never attained.
With
newborn
deaths
constituting a significant 40%
of all under-five deaths, this
is more pressing than ever.
The disturbing landmarks of
this illusory pursuit have been
clearly shown here to span
the entire spectrum – from
the community’s fatalistic
attitude to the newborn to
less-than-optimal
health
professional practices.
What can we do differently?
This is a question that
stakeholders
in
Ghana’s
newborn space –Ministry of
Health, Service Agencies,
Development
Partners,
and
Non-Governmental
organizations – have been
grappling with for over a
year now. Their efforts have
culminated in a new National
Newborn
Strategy
and
Action Plan, complete with
numerical goals, costs, and
clearly defined timelines for
each activity to be executed
between 2014 and 2018.
The goal of the Ghana
Newborn Strategy and Action
Plan is to reduce the neonatal
mortality rate at population
level by 5% every year, from
32/1000 live births in 2011 to
21/1000 live births in 2018.
In health facilities, the aim is
to reduce neonatal mortality
by at least 35% by 2018.
Ghana’s newborn strategy
The strategy tackles policy
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gaps, professional practices,
and community streams. It
envisages the establishment
of a Subcommittee on
Newborn Care to update
all
essential
guidelines
and
training
manuals
for newborn care and
coordinate all the activities
of
implementing
nongovernmental organisations
and professional bodies of
obstetricians, paediatricians,
nurses/midwives etc.
To address coverage of
essential services under
the NHIS, there is a plan to
engage the National Health
Insurance Authority (NHIA)
to cover three additional
postnatal care visits (twice in
the first week and once at six
weeks after birth) and care of
high-risk babies such as preterm, low birth weight, and
sick newborns.
Improving
professional practices
All health workers, including
managers,
involved
in
newborn care have been
targeted for training at all
levels, from CHPS (health
posts) through health centres
to hospitals. This training will
focus on specific technical
areas outlined in the newborn
care package, e.g., the use
of antenatal corticosteroids
for preterm. In addition to
technical training, other areas
will be emphasized, such
as proper customer care,
developing practical plans

to promote quality, proper
use and maintenance of
equipment, avoiding stockouts, and use of data for
decision making.
Strengthening
community action
Advocacy,
communication
and
social
mobilization,
and
other
communitybased interventions will
be strengthened through
partnerships
with
the
Metropolitan, Municipal, and
District Assemblies (MMDAs),
media, and NGOs. These
activities will be linked
with
the
government’s
decentralisation action framework currently in progress.
Further, Community Health
Nurses and other communitybased health actors, e.g.,
traditional birth attendants
(TBA), will be supported
(through travel and transport
allowance or through provision
of motor bikes, including
fuel and maintenance) to
conduct regular home visits
with the support of relevant
counselling and reporting
tools. Delivery by TBAs will
however not be promoted.
“The strategy will support
community groups, such
as women’s groups and
other significant groups for
empowerment of women
and families, for health
education and for promoting
antenatal and postnatal visits,
facility births, recognition of
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danger signs and timely careseeking,” say health experts
within the new strategy
document.
Reliable local transportation
solutions will be leveraged
for improved referral of
high-risk and sick babies
and mothers. In addition,
community-facility
groups
will be formed and made to
meet every quarter to review
activities and discuss results,
challenges, and possible
solutions.
The comprehensive new born
strategy targets pre-service
education as well, where it
recommends the inclusion of
specific examinable technical
areas in the nursing/
midwifery curriculum. To
institutionalize
Continuous
Quality
Improvement,
the strategy will promote
supportive supervision and
mentoring,
peer-to-peer
learning approaches, and
the use of local solutions
to address various process
failures diagnosed. Relevant
public-private
partnerships
are also acknowledged.
Clearly, the newborn situation, though tenuous, is
far from hopeless. Ghana’s
Newborn Strategy and Action
Plan was launched on the
30th of July 2014 at the La
Palm Beach Hotel in Accra.
By: Sodzi Sodzi-Tettey
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Contact Tracing

In Infectious
Disease Control
G

od forbid, but let’s say
a man with a recent
history of travel from an
Ebola-infected location like
the United States arrives in a
Ghanaian health facility and
tests positive for Ebola! What
happens next to contain the
disease and prevent spread?
Part of the answer lies in
contact tracing.
Contact tracing is a very useful
tool in disease surveillance. It
is a component of active case
finding and very essential in
infectious disease outbreak
or epidemic control. It refers
to the process of finding
everyone who has been
in direct contact with an
index patient (an individual
with the source infection
and diagnosed as having
the disease in question as
specified by the case definition
of the disease) during the
period of infectivity.
These individuals are followed
up for the entire duration of
the incubation period of the
specified disease. The idea or

38

rationale is to identify new
cases amongst these contacts
as early as possible in order
to isolate and manage them
and control the outbreak or
epidemic.

potential source for spread of
the disease or outbreak.

Three key steps are involved:
Finding
the
contacts;
Monitoring and testing them
for the disease; Treating those
who become cases.
Any missed contact is a

For a sexually transmitted
disease such as syphilis, only
sexual partners of the index
patient are considered. For
HIV/ AIDS and Hepatitis B,
those who have the potential

Who is a Potential Contact?
It depends on the disease and
its mode of transmission.
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to come into contact with
the patient’s blood or
blood products, will also
become important. People
in the same household or
workplace without any sexual
relationship are not to be
considered.
For tuberculosis, household
contacts are very important
as well as anyone whom the

patient when he / she had
symptoms of the disease.
This for example is the reason
why the Centers for Disease
Control and Prevention (CDC)
assured passengers on the
same flight as the Liberian
man who was diagnosed with
Ebola in the USA that they
are not at risk of the disease.
The man was asymptomatic
during the flight. However

Ghana Medical Association Magazine

Finding the Contacts
Contact tracing requires the
cooperation of the index
patient, working in close
collaboration with health
workers and sometimes
relatives, depending on the
sensitivity of the disease at
stake. The person needs to
understand the reason for
contact tracing, and should
not be made to feel a sense of
negligence or irresponsibility
at any point. It is easier when
patients can trust the health
worker, especially in sexually
transmitted infections.
Contacts need to be protected.
They should be educated on
the risk they carry and the
need to have them under
surveillance for some period,
sometimes in isolation or
quarantine condition.

index patient spends regular
prolonged time with, on a
daily basis such as friends and
colleagues at work.
We know that with Ebola, it
involves mainly care givers
both at home and in a health
facility who are most likely to
come into contact with bodily
fluids and/or secretions
from an infected person.
Note that these are people
who had contact with the

once the symptoms start and
the patient contacts a health
facility, all the workers who
are involved in his care, even
before the diagnosis of Ebola
is made or confirmed, must
be traced and monitored. That
is why it is of concern if only
a section of health workers
are trained and equipped to
manage Ebola in any setting.
All health workers at every
level need to have the sense
of preparedness.

Resistance to isolation and
quarantine is real. In some
of the Ebola affected places
in West Africa, the fear of
isolation resulted in some
contacts going into hiding
or denying any contact with
the patient. Some people
may refuse to acknowledge
that they are at risk even
with a positive history, but
they cannot be ignored as
they remain viable sources
of outbreak progression or
disease spread. Without
adequate education, their
cooperation will not be
guaranteed and this affects
the success of the control
program.
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It is important to make a
list of names of persons,
relationship with patient,
nature
(frequency
and
duration) of contact, with
addresses and look for all
these contacts. There is the
need to be thorough. It is
said that there is nothing
as “NO CONTACTS”. Careful
recollection is required and all
potential contacts should be
listed and interviewed before
anyone is excluded.
Contacts, just like cases,
should be managed with
dignity. They should be housed
in decent accommodation
and basic needs supplied.
Provision should be made
to communicate with their
families as they may be
worried.
Monitoring Contacts
All potential contacts should
be identified and interviewed
(history taking and examination). They should be
monitored either at home or
at an isolation center. It is not
always possible or necessary
to keep contacts away from
society.
Sensitivity
and
confidentiality are important,
and especially so where
possible stigmatization is a
problem or concern. Respect
for the privacy of patients
and contacts will facilitate
the process and ensure
maximum cooperation for
a comprehensive list and
success of the process. The
aim here is to prevent further
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spread of disease
infected contacts.

from

During
the
period
of
observation, contacts are
monitored for signs and
symptoms of the disease,
and laboratory tests are
done in order to diagnose
cases developing over the
incubation period. It is
important that case definitions
are used to diagnose cases
developing from amongst
contacts just as is used for the
index patient. Only contacts
that do not develop signs and
symptoms, or test negative,
at the end of the incubation
period are declared “disease
free”. Whereas it is important
not to cause unnecessary
panic amongst contacts, it
is equally important not to
take any part of the process
for granted based on what
one knows about a contact.
Although there may be high
and low risk exposures for
contacts, once someone
is identified as a contact,
the individual must be
taken through all laid-down
procedures.
Those contacts who become
cases should be managed as
such and their contacts also
identified and traced.
Treating Contacts
Who Become Cases
Having identified these cases
it is important they are given
any available evidence based
treatment for the specific

condition.
Being
cases
amongst contacts does not
mean they have more or less
severe disease. The same case
definition is applied as well
as the same management
protocols. Contact tracing
also aims to save the lives
of contacts and this must be
assured.
Conclusion
Tracing contacts has to be
paid for. Sometimes health
workers have to locate these
contacts in their homes or
through phone calls. Human
resource and logistics are
involved as well as technical
know-how.
Transportation
may be needed to convey
contacts. In some cases
isolation centers will need to
be set up and equipped. It is
important that these activities
are budgeted for during
planning of disease control.
Clinicians have a key role to
play in contact tracing as they
see cases in the consulting
room. For infectious diseases,
management of the case
does not end with just the
index patient. Where it is
not possible for the clinician
to take on this exercise, the
public health unit of the facility
or district/ metropolitan
health directorate should be
engaged to take this up.
By: Mary Amoakoh-Coleman
School of Public Health,
University of Ghana
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ACUTE ABDOMEN
“With abdominal distension,
expect vomit at any time”
“Some patients instead of
being sick to be operated are
too sick not to be operated”
APPENDICITIS
“If a patient has right lower
quadrant pain and no
appendicectomy scar, put
one there”
“It is not true that the
appendix is worthless- it has
put thousands of surgeons in
expensive cars”
CANCER SURGERY
“Leaving the least part of the
cancer is equal to leaving the
whole”
“Lymph nodes do not
DETERMINE prognosis, they
are merely MARKERS of
prognosis. No one with
cancer of the cervix died
from lymph nodes. The
lymph nodes are the
footprints in the snow of
where the cancer has already
been, and has passed on.
Sweeping away footprints is
futile”
COMPLICATIONS
“No matter what you do, the
number of complications will
be double if a patient or his
spouse is either a physician
or a nurse”
“The rule of 2: when you

hear a surgeon telling his
number of performed cases,
divide it by 2. When he talks
about his complication rate,
multiply it by 2”
CONTROVERSIES
“What was controversial
before, and is not
controversial anymore, will
become controversial again
very soon”
“The more medical options
we have, the more advanced
the technology, and the
more are the controversies”
DEATH
“We never save anyone’s
life, for life, itself, is a fatal
disease”
“Death- it is the irremediable
breakdown between a
patient and a doctor”
EXPERIENCE
“Experience can also consist
of doing the same wrong
thing over and over again”
“Experience is what you rely
on when you haven’t read
anything for a while”
INCISIONS
“Midline is the incision of
indecision”
INFECTIONS
“Pus is like the truth- you
have to let it out”
“In peritonitis, operating on

a poorly resuscitated patient
is like throwing both ends
of the rope at a drowning
patient”
JUDGEMENT
“When common sense
interferes with protocol,
follow common sense”
“It takes only a few years
to learn how to enter the
abdomen but many years to
learn when to stay out”
VESSELS
“The entire gastrointestinal
system to vascular surgeons
is an incidental finding on
the way to the aorta”
“Vascular surgeons do not
like bowel surgery because
faecal matter does not clot”
MISCELLANOUS
“The advantage of a man
over a woman is that he will
never be operated on by a
gynaecologist”
“The orthopaedic surgeons
usually think that the heart’s
job is to pump antibiotics to
their joint replacement”
“Going to a male
gynaecologist is like going to
an auto mechanic who never
owned a car”
“When you deal with
complicated wounds you get
wound complications”
By: Dr. Thomas Konney

41

JOKES

Quotable Notes

Ghana Medical Association Magazine

|

FEATURE

HIV
Scepticism
S

cience is organised scepticism, at least this was
the description given by the
former President of the Royal
Society, Lord Martin Rees in a
lecture in 2010. If this is true,
then perhaps the naysayers
have been the ones who
have pushed forward the
boundaries
of
science.
Medicine is no stranger to
this pattern of events. Louis
Pasteur had to go through
the troubles of fermenting
flesh before the question
of spontaneous generation
was forever settled. And it
took the efforts of a pastainspired Italian and a colonial
Englishman to lay the blame
of malaria squarely at the feet
of the mosquito. This occurred
after the wise Greeks and
Romans had wrangled over
whether malaria was caused
by bad air from swamps or
the water in swamps. Perhaps
true to this fashion, HIV/AIDS
has continually generated
controversy and sometimes
even scandal.
From its initial detection
amongst
a
cohort
of
homosexuals in June 1981,
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HIV/AIDS
was
dubbed
by certain preachers as a
deserved punishment from
God. I guess these preachers
have their tongues stuck on
the roofs of their mouths
with the present spate of
heterosexual
infections.
And then there were the
conspiracy theorists with
theories such as: “HIV is a
disease designed to wipe
out the Black race”… “HIV
is the result of laboratory
studies gone bad”. These
were followed closely by the
politicians who took blind
walks in the delicate fields of
science and ended up bogged
down in swampy fields of
avoidable controversy and
embarrassment.

The most famous amongst
these politicians was Thabo
Mbeki, who as president
of an AIDS-ravaged-South
Africa, argued that AIDS was
the result of poverty, chronic
disease, malnutrition and
other environmental factors.
In doing this he unwittingly
became the disciple of
Peter Duesberg of Berkeley,
University of California. An
astute scientist, Duesberg
had received wide acclaim
for his initial work on cancer;
especially his work on cancer
genes
and
retroviruses.
However, when he began to
express his doubts about the
causal relationship between
AIDS and HIV, he became
an outcast, sacrificing his

|

entire reputation and even
professional relationships. In
2000, he sat on a panel of
imminent scientists organised
by Mbeki to debate the cause
of AIDS.
In fairness, it’s the sceptics
who have pushed forward
the wheels of science. But
not the HIV wheel. Mbeki’s
beliefs translated into a policy
of mistrust of anti-retroviral
(ARV) therapy. Instead, garlic,
lemon and beetroot were
mooted as therapy by the late
South African health minister,
Manto Tshabalala-Msimang.
One of her oft quoted remarks
was: “Shall I repeat garlic,
shall I talk about beetroot,
shall I talk about lemon...
these delay the development
of HIV to AIDS-defining
conditions, and that’s the
truth.” In 2010, researchers
from Harvard University,
using comparative data from
South Africa’s neighbours
calculated that about 300,000
deaths occurred as a result of
the delay in implementing
a sound ARV policy in South
Africa. Nobody really knows
why Mbeki chose to hold an
indefensible position. Some
have suggested that he used
his controversial position as
a pretext to avoid spending
money on ARV’s. Mbeki chose
to doubt, but at least never
claimed a personal cure.
Go further west and you will
meet one who makes such a
claim. His Excellency Sheikh
Professor Alhaji Dr. Yahya

Abdul-Azziz Jemus Junkung
Jammeh, the president of
Gambia. The Big Man of this
tiny country claims to be
able to cure AIDS. The BBC
reported him as saying: “I can
treat asthma and HIV/Aids...
Within three days the person
should be tested again and I
can tell you that he/she will
be negative…” “I am not a
witch doctor and in fact you
cannot have a witch doctor.
You are either a witch or a
doctor.”
In 2007, he made the claim
of having cured AIDS in three
days, a claim which has not
been verified. Yahya Jammeh
has been accused of cultivating
a cult of hero-worshippers.
The former Gambian health
minister Tamsim Mbowe, a
trained medical practitioner
defended Yahya’s claims in an
interview with the CNN. In an
apparent response to critics,
this is what he said: “I will tell
them, as a Western medical
trained doctor [sic] with 13
years’ experience meeting
different professors, meeting
different colleagues of mine,
I’ve seen His Excellency, my
leader, coming up with herbal
medications that are able to
treat and cure patients with
HIV-virus, which have been
proven within all medical and
laboratory parameters.”
In Ghana, there is a rich history
of claims of an HIV cure.
Herbalists have at various
times made claims of being
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able to treat AIDS. Perhaps
the most famous was the
one by the herbalist, Nana
Kofi Drobo. Interestingly,
after his death, his claim
seems to have found some
level of credibility in the
scientific community. Writing
in the BMJ, Prof. F. KonoteyAhulu made the following
observation, ‘The Ghanaian
herbalist Nana Drobo was
found with bullet holes in
his head, not long after
successfully treating a dying
French man with AIDS who
was sent to him from the Ivory
Coast.’’ [BMJ 2007;335:210].
In 2005, news of the prospects
of goat serum against HIV2 played into the hands of
morning show hosts, who
made playful nonsense of the
whole affair by calling it goatlight soup. Of course, what
was the public supposed to
do when imminent scientists
were at each other’s throat
on the airwaves?
Some part of me thinks that
the controversies are far from
over and we shall continue to
be the puppets in the arena,
continually being mocked by
the brotherhood of HIV-AIDS;
granted that the two are
related (give something to
Mbeki).
adomakomail@gmail.com

By Emmanuel A. Adomako,
Agogo Presbyterian
Hospital
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Twilight
L

eonard sat on his garden
chair on the veranda of his
countryside house admiring
the birds singing as the
sun rose from behind the
clouds above the teak trees
in the distance. The lush
green landscape and wellmanicured hedges were a
source of pride. He would walk
any visitor around his garden
of hibiscus, lilies, lavenders,
tulips and his favourite
range of variegated roses.
Of course, there was a story
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(real or made-up) behind
each flower. He had become
a self-styled taxonomist and
his spiel on each plant only
validated the claim. There
he was three days to the
diamond anniversary of his
birth, reflecting over his life.
The early days in Kwahu
Obomeng were carefree. Back
in the fifties, Father Valentino,
the Italian missionary, served
in the local parish. When
they discovered the priest’s

love for flowers, Leonard and
his compatriots would often
go off into the wild to bring
him some tropical varieties.
Leonard was one of the
mass servers. He performed
his duties with enthusiasm,
not only because his devout
parents hoped he would one
day become a priest, but also
quite importantly because
of the leftover wine from
the goblets and the crumbs
of exotic wafers after each
communion service. Outside

|

the church premises, being
associated with the only
white man in the area offered
him bragging rights at school
and on the playground.
Leonard and three others
from the adjoining villages
scored creditably enough in
the Middle School Leaving
Certificate Exams at Form
Four, and they left for St.
Augustine’s College, then at
Amissano, near Elmina. The
independence declaration of
Ghana came just two months
later.
Seven years at the St
Augustine’s College earned
him place in the Ghana
Medical School and a two
year old daughter and
of course that ended the
dream of becoming a priest.
Two small gold ingots he
managed to accumulate after
a six month stint in the belly
of the Obuasi mines after
form five came in handy in
the initial maintenance of the
daughter. Medical school was
challenging but he was up to
the task as he was significantly
older than his mates and had
to perform and start earning
some income to take care
of Serwaa (whom he was
not too sure referring to as
his wife) and her daughter
Sarfoaa.
After
graduation
and
housemanship
Leonard
worked two years each in
the Brong Ahafo and Upper
West Regions. Then there

was a scholarship to the
Queen’s land to train in
paediatric surgery. The thrill
of the prospect of studying
in Edinburgh soon paled as
the British Overseas Airways
Corporation flight had to
make an emergency landing
at the Murtala Mohammed
airport in Lagos on account of
bad weather. On that flight
he imagined Father Valentino
beyond the seat in front of
him and he in the confession
box and amid copious
perspiration, liberal tears
and with a rosary in hand
confessed, just in case he
could not make it. In fact that
one hour journey had been
his longest since birth as the
clocks seem to have frozen
in anticipation of something
ominous. He landed safely
in Scotland the following
day having eaten nothing on
board for reasons not too far
to imagine.
Dr Leonard Ofori Appiah
would strain to hear what
sounded like his name for the
next ten years in the Royal
Hospital for Sick Children
and the Yorkhill Children’s
Hospital in Edinburgh and
Glasgow respectively. He
had the honour of sitting
next to the famous paediatric
neurosurgeon Ben Carson at
a conference of Paediatric
Surgeons in Genoa, Italy in
1984. The years spent in
Scotland proved useful in
more ways than one as it
afforded him the economic
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power to educate Ama
Sarfoaa and her two younger
brothers Kwabena Adu and
Kwame Ameyaw in the best
international schools, as well
as earning him Nkosuohen in
his native Obomeng.
Back in Ghana in 1986, he
worked in all the Regional
Hospitals either as the
consultant in charge or a
visiting consultant surgeon
until he finally dropped his
scalpel and dissecting forceps
in 2004. He prides himself in
the active role he played in the
establishment of the modern
National
Cardiothoracic
Centre in 1992 and the School
of Medicine and Health
Sciences of the University for
Development Studies in 1996.
One of his usual stories has
it that he declined to be the
founding Dean of that School
but preferred to be a member
of faculty instead, providing
guidance to the younger ones.
Among the many framed
pictures are two gargantuan
bronze rimmed ones with
him and the charismatic and
enigmatic Head of State and
later President during the
inauguration of those two
institutions. He looks back
and is excited at these two
institutions for two reasons:
the cardiothoracic centre was
the place his first grandson
Komla Yowome had surgery
to close his patent ductus
arteriosus (hole in heart) in
1998. Komla is now a second
year law student in Yale,
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thanks to his wealthy father.
The UDS Medical School has
by far improved the doctorpatient ratio in Northern
Ghana, which was far from
good. Although the ratio
looks relatively good from
afar now, he believes there is
more room for improvement.
The affable friend of children
became the toast of a certain
paramountcy in the Western
Region after correcting a
birth defect that would have
precluded a very favoured
and legitimate heir to the
throne. His royal reward was
a large tract of land –all of
twenty hectares!—given him
to cultivate any cash crop.
He chose rubber because
there were other plantations
nearby that were doing well.
‘That has been one of my
best investments’ he would
usually say. And that was not
all. The Kwahu man turned
paediatric surgeon never
forgot to own a spare parts
shop at Abbossey Okai in
Accra. A business that fetched
him enough to put up a storey
building for rent.
Leonard shifted his thoughts
to Nelson. His cousin retired
from the service just two
years ago. He had given thirty
years of dedicated service to
mankind (half of it spent in
snow and the other half in
the ever-present tropical heat
of his motherland). His love
for the vocation of restoring
children back to health was
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unquestionable, but as it is
uncommon with returnees,
he whined every single day
of his long fifteen years in
Ghana asking questions of the
system. Nelson thought the
solutions were at an arm’s
length. Simple questions: why
could we not manufacture
our own medicines? Why
were hospitals built with
no provision for the very
essential ‘toys’ needed to
facilitate effective work? Why
would mothers who could
not pay their wards’ bills still
decline family planning after
having five children? Yet he
was the kind-hearted doctor
that he had always wanted to
be, so he spent almost half of
his monthly earnings settling
bills of children who were
quarantined, not because
of Ebola, but because their
parents could not pay.
Nelson’s Canadian wife,
Caroline was inches away
from the courts to wipe off
his fortunes through a divorce
suit because she thought his
money was being lavished on
other maidens. Nelson was
only rescued by his old pals
who prevailed on his wife
and more importantly the
introduction of the National
Health Insurance Scheme
(a scheme that saved his
patients as well as his own
skin). But wait, he almost
collapsed when he learnt
of some hiccups with the
scheme; there were even
speculations of a possible

collapse. This was just before
retired, but at that stage he
had learnt his lessons. In his
fifteen years of service he
wrote five early retirement
letters but to his amazement
he worked until he was
sixty…he had learnt to live
with frustrations perhaps just
as his scalp had adjusted to
its depleting hair.
Leonard shifted in his chair.
The sun was approaching
the middle of the sky, but
the sprawling branches of
the almond tree offered
adequate shade. Here he
was, development chief and
retired paediatric surgeon.
But he would have been
miserable if he had had to rely
only on his SSNIT pension—six
hundred cedis a month.
But he was getting regular
income from the rent and the
rubber plantation. The icing
on the cake was the weighty
sterling paid monthly into his
Barclays account, his pension
for ten years of work in
Scotland. His thoughts drifted
to his children. Just when he
was about to let off a sigh the
phone rang. It was Sarfoaa
calling from Melbourne. She
wanted to know why cholera
was not history in Ghana.
			
Madison Adanusa
UCC Hospital, Cape Coast
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“I cancel
your case!
A

few weeks ago a surgeon
friend of mine called me,
fuming and ranting. He was
upset that he had almost lost
a case he had spent his whole
weekend trying to save,
because the anaesthetist
refused to “do” the case. He
could not understand why a
fellow doctor would cancel
his case after the patient had
been prepared and even been
assessed earlier in the day by
that same anaesthetist. In his
anger he concluded that some
anaesthetists are just plain
wicked. Of course, I knew
my friend and I knew deep
down, he really didn’t mean
it. Afterall he was the same
person praising this same
guy about how his timely
intervention had helped save
one of his patients some
weeks earlier.
Interestingly not too long
ago another friend, who is
a resident in anaesthesia,
narrated how a senior
surgeon had tried to push
him to do a case when the
patient had not been properly
assessed and worked up for
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”
The Surgeon versus The Anaesthetist…
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surgery. When he resisted,
the surgeon managed to get
another anaesthetist to do the
case. Initially the surgery was
going well, but the patient’s
condition changed abruptly
and the surgery had to be
abandoned. It took several
anaesthetists about an hour
of sweat and medications
to revive the patient. It was
later found that the patient
had a cardiac problem which
had been missed.
These two instances are not
isolated occurrences. Indeed,
disagreements
between
surgeons and anaesthetists
over whether cases can be
done, how adequate patients
have been prepared and near
misses occur almost daily.
Surgical theatres quickly
become amphitheatres for
professional combat. Often
a surgeon would befriend
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an anaesthetistto get cases
done on time: one of the
commonest
“whom-youknow” practices in medicine.
So why should this be
happening at all? On the
surface this may seem just
mere territorial battle of egos
between two highly qualified
professional groups who
cannot seem to get along but
definitely need each other
to function. However, with a
few exceptions, I believe that
underlying all the razzmatazz
is the desire of both surgeon
and anaesthetist to ensure
the patient gets the best care
in their respective opinions.
Basically, the anaesthetist
wants a thorough check of
everything from Mallampati
to APACHE and will usually
prefer to delay surgery until
the patient’s condition is

optimal unless the surgical
procedure is an emergency.
This is necessary since the
anaesthetist often does not
see the patient until a few
days to the surgery at best.
The surgeon, on the other
hand, feels he knows the
patient well enough. So
while patient safety is a
concern, the patient does
have a problem that needs
surgical intervention as soon
as possible—a lump or jaw
to be removed, a hernia to
be repaired, an abscess to
be drained. Therein lies the
schism.
Some surgeons, in a bid
to “clear” their cases,
sometimes skip some routine
investigations or fail to ensure
that patients are adequately
prepared for surgery by the
nurses and other members
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of their teams. Patients who
would require transfusion
during surgery have been
sent to theatre without blood;
others who should have
fasted have sometimes been
found to have eaten because
they were either not informed
or not properly supervised.
Sometimes too, the consent
has not been obtained, and
patients arrive in theatre with
consent forms unsigned.
All these omissions pose
serious safety risks for the
patient, more so, under
anaesthesia and also have
serious legal implications
should complications arise.
Indeed,
some
research
suggest that a significant
percentage of patients are
lost because of inadequate
pre-surgical preparation and
assessment. It is therefore
understandable when anaesthetists take a strict stance
against these.
Notwithstanding the above,
some
anaesthetists
are
overly conservative to a
fault. Even in cases where
genuine exceptions need
to be made, some insist on
certain investigations which
may not be immediately
important leading to further
delays. Many a time too,
the anaesthetists who run
the pre surgical evaluation
clinics may not be the same
running the list on the day
of surgery. Hence, some
patients who are passed fit for

surgery by one anaesthetist
are later disqualified by
another, sometimes without
communicating with the
surgeon early enough.
Fatigue is a much more
subtle contributor too. There
is a general shortage of
doctors and even more so
anaesthetists and hence
both groups are generally
overworked most of the time.
Some anaesthetists because
of tiredness refuse to take
cases close to the end of their
duty hours and this tends to
irk surgeons especially when
the patient needs urgent
attention.
Late reporting of surgeons to
theatre is also another major
cause of the disagreements or
cancellations. Some surgeons
are not punctual and will
report hours late even when
they have booked 5 or 6
cases for surgeries which
may take the whole day and
worsen their case by insisting
on finishing all their booked
cases.
Inasmuch as both sides wish
the best for the patient and
have genuine reasons why
cases should be delayed,
postponed or cancelled or
done with some exemptions,
both must collaborate to
achieve good outcomes for
the patient. Communication,
teamwork and mutual respect
are key in this regard.
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Surgeons
must
involve
anaesthetists in their case
planning prior to surgery and
also keep them promptly
informed about the number
of cases planned for the
operating days so that they
can also make their inputs
and prepare accordingly.
Protocols on proper patient
preparation
should
be
followed and this should not
be left solely to the nurses
and other team members.
Exceptions to these protocols, when necessary,
should be discussed with
the
anaesthetists
and
contingency plans jointly
planned. Surgeons must also
endeavour to be punctual
so that cases booked can be
seen early to prevent undue
delays and cancellations.
Anaesthetists should also
endeavour to be proactive
and join in surgical ward
rounds from time to time to
contribute to pre- and postsurgical management of
patients rather than limiting
their contacts with patients to
anaesthetic assessment and
the actual day of surgery.
Hopefully the next time I go
to theatre, I won’t be greeted
with “I’ve cancelled your
case”. Unless, of course, it’s
with a smile and just for fun.
By: Richard Selormey
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ur health systems are
struggling to cope with
the Cholera outbreak. It’s
spread out of Accra to the
Central and Ashanti regions.
Patients in the polyclinics
are being nursed under trees
and in make-shift sheds…
on benches and on the floor.
It’s just pathetic!! I’m reliably
informed we are recording
300 new cases everyday....
yesterday we hit the 10,000
mark! What does this tell
us about our country? Our
sanitation is at an all-time
low. We need all the help we
can get!
Radha.
Hi Radha
What happened to all the
public health professionals,
nurses etc that we had?Where
is the public information
campaign?Where
is
the
running water and good
sanitation?Didn’t John Snow in
1854 teach us about cholera,
sanitation, transmission and
prevention?We have $3M
cash to put on an aeroplane
to send to Brazil but we can’t
halt this cholera epidemic!It
seems we are moving
backward
not
forward!I
despair
Nii kofi
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Dear Kofi,
The Public Health professionals in the country are
up and doing. We saw this
outbreak coming and alerted
all health care facilities with
formal communication at the
beginning of January 2014.
We alerted local government
and AMA about the need
for them to live up to their
responsibilities. We were
taken for granted because
they had not yet experienced
the outbreak.
Remember, Public Health
professionals do not make the
by-laws neither do we enforce
them. We are not responsible
for providing potable water,
or waste disposal in the cities.
We only advocate for others
to play their part.
Mass education is expensive.
The media will initially run
a few adverts for free but
expects us to pay. A cause that
is of social good! I do deeply
respect and appreciate the
efforts of health personnel in
this outbreak. Interestingly,
health care providers pay for
their own health care needs
even if it is hospital-related
infections.

We motivate ourselves every
morning to go to work. We
have drawn the epidemic
curves, we are providing
pointers on how things ought
to be done. Who provide the
needed resources? There
is so much one can do as a
public health specialist in a
developing country.
It is embarrassing and national
disgrace that in 21st century
Ghana, cholera epidemic of
such proportion is raging on.
The only advantage out of
this experience is that our
students from the Ghana
College are having handson training on how to
investigate an outbreak. Even
then our personal resources
is supporting some of this
capacity building. Oh Ghana!
Frank
Thanks again....it’s worrying
because I see the same
lethargic attitude from these
same stakeholders as we
prepare for Ebola. Have
lessons been learnt?
Radha
May be a push from the private
sector will be refreshing and
make the desire impact. Frank
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I just want to reinforce part
of what Frank said. The
biggest part of the answer
to the Cholera problem lies
with
local
government.
Public Health knows what
the problem is, but does not
have the mandate to enforce
byelaws, pass new ones and
support water and sanitation
departments to do their
job. The best public health
and clinical care can do is to
advocate, raise awareness
and advice.
Over the last 15 years, the
cycles of Cholera epidemics
in Greater Accra have moved
from 3-5 years to 1-2 years
and the peaks are getting
higher.
In the 2011/12 epidemic, we
went round with the Regional
Coordinating Council to areas
mapped out as hotspots
and epicentres from our
surveillance data.
In Avenor rickety slum houses
were perched at the edge of
the big drain and the drain
was the public toilet so to
speak. Ironically there were
posters in this illegal squatter
community
of
people
campaigning to be their MP
/Assembly representatives. I
hope whoever won has now
made a difference to their
lives.
In Kaneshie people had
obtained building permits
with a design that showed
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a toilet and then promptly
converted the toilet into a
store and left the tenants to
fend for themselves. In many
poorer parts of town people
were sleeping in their kiosks
with no amenities. Their
solution? They poo into a
black rubber bag and throw
it into the streets and gutters.
Beware of black rubber
bags lying in the streets and
gutters of Accra
In the Kissehman area,
samples of the water from
a well in a household with
many affected members were
riddled with Cholera. The well
was within walking distance
of a river choked with waste
and into which some people
appeared to be also emptying
the pipes from toilets. There
are people building flush
toilets and letting the pipes
drain into the nearest gutter.
One of the most ironic cases
was at the Maamobi polyclinic.
The roof, including that of the
Cholera unit, was littered with
black plastic bags filled with
faeces. The doctor in charge
said people flung them away
at night and at dawn and it
was almost impossible to
catch the culprits. Periodically
the polyclinic management
would employ somebody to
climb up with a ladder and
gloves and bring them all
down to dispose of properly.
At the peak of the 2011/2012
epidemic when government

allocated GHC5million to deal
with the problem, some of
us tried to advocate that the
bulk of any money to deal
with Cholera should be spent
to start measures to deal
with the water and sanitation
problem and get enforcement
of local government byelaws
related to waste disposal,
building permits and post
permit inspections; and the
vulnerability of the inspecting
officers to bribes. Without
the medium- to long-term
solutions it was only a matter
of another year or two before
we saw another epidemic.
Unfortunately everyone galvanizes into action when
there is an epidemic and
goes to sleep again when it
dies down. That is “vintage
Ghana”.
Once it starts raining watch
out for Cholera. Cholera alerts
are issued each year before
the rains - the epidemiological
data is clear as to when the
problems starts and peak.
It makes no difference. It is
only when cases mount and
people die that everybody
galvanizes into action. And
since by then people are
dying, the action focuses on
clinical care. Rightly so to save
the lives; but unfortunately it
is just a band aid. The action
stops as soon as the epidemic
dies. Vaccination will only
bring about 6 months of relief.
The fundamental problem is
unsolved. You do not have
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to be a prophet to confidently
say that if nothing changes,
we will face this situation
again in another year or two.
Irene
That’s the sad reality. I guess
things will only get better
when we the people get
ANGRY enough to hold our
elected leaders accountable
and make them do the right
thing. Something’s got to
give.
By the way Irene, the oral
Cholera Vaccine is effective
for 2 years. The primary
immunisation being 2 doses
and the booster is given
2years later. The parenteral

vaccine as we all know is no
longer recommended.
Radha.
What a vivid description of
the problem Irene. Radha’s
proposed solution of getting
the leaders to do the right
thing is in order but how?
Frank
Thanks for the information
Radha. In the long term
however, I still think the
money we will invest in
vaccination
every
two
years is better invested in
the permanent solution to
the problem of water and
liquid waste disposal. And
the implementation of that

Ghana Medical Association Magazine

solution can only come with
concerted noise and advocacy.
Unfortunately those most
affected by the problem are
sometimes the poor, voiceless
and unempowered in terms
of information and the ability
to lobby in our society.
In Ghana provisional things
become permanent. If we
have the means, we can
bring in a vaccine now for
the current epidemic, to try
to save the lives of contacts.
However we should still not
let that become an excuse
to run away from the real
solution to the problem.
Irene

WHITE MAN’S EBOLA VS BLACK MAN’S EBOLA
Why are the Whites surviving
but the Africans dying? A food
for thought.
Joseph Amoabeng
The numbers are too small
to make any definitive
conclusions, but certainly I
believe very strongly good
support care and possibly
pre-morbid immunity state
makes a huge difference.
Ernest
I agree with you Ernest. The
difference is the quality of
supportive care!
Atsu
We need
(diagnostic

to

empower
capability)

our doctors to be ready to
manage such complications
well. We are aware that most
viral infections are manage
this way. This should not be
labelled as high tech. It’s
about correcting especially
sodium derangement and
fluid management. A bit
more information is needed
on the exact type of fluid and
electrolyte imbalances and
what appropriate fluids to
use.
The DIC (haemorrhagic) state
can also be managed with
fluid, bloodand blood product
replacement as and when
needed.(Again
diagnostic
capability of coagulation)

Till then our mortality and
morbidity will be higher than
the Whiteman’s own.
Our public health physicians
have been very vocal and
seemingly active. The clinical
care of individual patients
must be addressed. It’s not
about throwing a document
around and assume that we
can all apply it the same way.
AdabieAppiah
Adabie, Your assessment is
clinically precise.
A colleague in Sierra Leone
shared practical tips on how
to handle Ebola if (when) it
surfaces in Ghana.
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Among others, his emphases
were on effective surveillance
of contact (Public Health) and
quality clinical care for those
showing symptoms(Clinical
care). And like you rightly
pointed out, are we clinically
prepare
for
this?
The
documents available may not
be enough.
Frank
A lot has been said about the
state of the health systems
in countries attacked by
this scourge. Talk about
dedicated perfusors for fluid
regulation, real time vital
signs monitoring controlled
nutrition, etc., with staff that
have the requisite skills and
I daresay we really have a
problem. Gerhard
The reason why the whites
are surviving and the blacks
are dying is simple and
there is no magic about it.
The whites are hardworking,
dedicated and truthful. We
are not, always tricking one
another.
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When the white man says he
is coming, wait for him and
he will truly come. When the
black man says he is coming,
my brother, he will waste
your time, you will not see
him. It does not matter the
status of the black man, no
integrity. When the president
is talking we know it is not
true, when ministers are
talking we know it is not true
and really it is not true, when
directors are talking we doubt
them, when subordinates
give report you know they
have tricked you. What kind
of people are we? If you insist
on something right you are a
seen as abnormal and mad.
The truth is like a cork, it
shall always emerge if even
submerged. The whites are
reaping what they have sown
over the years and we are
reaping ours. EBV is a disease
on a black man’s soil. More
than 3000 blacks have been
infected and more than half
this number are dead, about
4 whites were infected and

3 have survived. How on
earth can doctors threaten
to run away when they get
Ebola case in Ghana? Before
there is real and confirmed
case of Ebolain any hospital
at all, some hospital staff
would have already been
infected: doctors, nurses, lab
technicians, HCAs, orderlies
etc. So if you runaway, you
are only going to rather kill
your family. It is better to stay
on the battle field and die
there than to run home with
the enemy in you only to kill
you and your family at home.
We need to think about the
impossibilities and think of
possible solutions. Nobody
ever thought we will ever be
afflicted with a disease like
EVD on such a large scale. The
whites have already thought
of it, in case of spillage to
them they will deal with it
and their mortality will be
minimum. Africa has more
than enough scientists to deal
with its mysteries.
Who knows if one day there
will be something more
deadly that and on a more
massive scale than what
Ebola is doing? Should we
succumb and die? So if one
day the whites withdraw all
their support from Ghana
and Africa (no loans, no
subsidies, no sponsorship
and scholarships, no second
hand clothing and items etc),
how can we survive with the
huge potential for wealth and
riches that we have?
Ameyaw,
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Well said but I think the truth
has been told that ‘we will
run away’. As of now, we
have not set eyes on anything
and you want us to stay?
What battle is fought with
an empty hand?If you want
us to stay, start adopting the
safety measures now so as to
increase our confidence in the
system. Even with cholera,
people are on online saying
it’s free, yet the hospitals
don’t have stocks to make
flow the ‘freeism’. Contextual
appreciation of the truth is
what we fail to understand.
EBOLA: Eliminating Billions Of
Lazy Africans. KK
The statements so far made
indicate that we are not ready
to handle Ebola cases.
1. Will all confirmed cases
of Ebola in Ghana (touch
wood) have access to
LFTs, BUE &Cr?
2. Do
we
have
IV
albumin
to
correct
hypoalbuminaemia?
3. Will clients have access to
dialysis if the need be?
4. Do we have enough PPEs?
5. Are we creating centres to
keep people till they die
or we are creating centres
to actively manage a case
of Ebola?
Although I trust Ghana has
a better health care system
compared to Liberia, I
am not comfortable at all
with our investments and
preparedness towards Ebola.
May The Good Lord protect

us! Leslie Adam-Zakariah
After Armed Men Attacked a
Liberian Ebola Clinic, Freeing
Patients
Massive public education on
Ebola is critical. Clearly the
crazy behaviour of the mobs
in Liberia is being fuelled by
ignorance, and uninformed
suspicions and mistrust. Why
on earthy would you loot
and carry home potentially
Ebola infected material and
let loose potentially infected
people under quarantine
onto the streets unless you
are clueless or misinformed
about the implications!!!!!!
More is being done in public
education now in Ghana than
two weeks ago, but much
more aggressive efforts are
needed. In the absence of
truthful regular information
- whether the news is good
or bad; rumours fuelled by
mistrust will abound and
when finally an effort is made
to communicate, people will
not even believe it.
Irene
We
leave
our
people
without basic education and
expect them to understand
quarantine & isolation!
We leave the masses
uneducated and expect them
to obey and co-operate! Then
we are surprised that they
break into an Ebola isolation
centre after all the “peepee
& poopoo” videos we have
produced. Then we are
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surprised that they call Ebola
outbreak a hoax! God save
Africa! Especially Sub-Saharan
Africa!
Gabriel
Similarly, in Ghana the
masses understand very little
about EVD. We have a duty
as a medical community to
educate Ghanaians. Else we
risk similar resistance if we
should suffer an outbreak in
Ghana. Ghana needs massive
education on EVD and this is
not for GMA or doctors alone,
although we must take the
lead. We need to involve
nurses, medical assistants,
laboratory technicians, community nurses etc in all parts
of Ghana. It looks as if we are
more and more circulating
information among ourselves,
and creating more awareness
among ourselves and leaving
out the lay and innocent
public which needs to know
the dos and don’ts of EVD.
Emmanuel Ameyaw,
Some education is going on
but we need to scale it up
BEFORE any EVD is reported in
Ghana.
The large majority of our
people do not fish for
information so we need to get
the message to them at their
doorsteps in A LANGUAGE
THEY UNDERSTAND.
Dan Anane
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secondary school and even
during my tertiary education.
Are you still in active
practice? If so, where?
Yes, I’m still in active practice.
I am the Medical Director at
the National Sports Authority.
How old are you? 38 years
Good Day Doctor! Good
Morning. Hope you are doing
well. It’s a pleasure talking
to you. I am grateful to Focus
Magazine committee for this
opportunity. God bless you.
Can you tell us your full
name? Kwaku Boateng Arthur
Any nicknames? ABK. When
I was admitted to boarding
school, my mum decided to
write my name on my trunk
and chop box. However
because she realized my
name would be too long,
she decided to pick only my
initials. So, she picked ‘A’ for
‘Arthur’, ‘B’ for ‘Boateng’ and
‘K’ for ‘Kwaku’. Eventually this
became my nickname from

I’m aware you are married
right? Yes, I’m married to
a very beautiful lady called
Michelle Nsiah-Ababio Arthur
who is an anaesthetist.
Have you ever cheated on
your wife? You definitely
travel a lot because of your
work? A BIG NO. I have a
principle in life: once you
enter into a marriage, it’s not
morally right to cheat on your
partner because then there
is going to be mistrust in the
marriage, it brings problems
and at times it leads to
divorce. I’m a Christian, and
the Bible always reminds
me that ‘What God has put
together let no one put
asunder’.

Any kids? Not yet.
How did you find yourself in
sports medicine? Well, after
completing medical school
and then my internship at
Komfo Anokye Teaching
Hospital in 2003, I had the
chance to travel outside and
when I returned to Ghana in
2008, I was approached by the
late Jerry Asare and Mr. Opoku
Afriyie (the former Welfare
Manager of the Black Stars)
on the possibility of coming
on board to help the medical
department of Asante Kotoko
on part-time basis. During our
discussion I realized that it
was a recommendation from
a top official in the country
whom I prefer not to name.
Does one require some
special training before
going into the field of
sports medicine? Yes. First
you will have to be a medical
practitioner. Then you can
specialize in orthopaedics or
family medicine with a subspeciality in sports medicine.
Alternatively you can pursue
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Focus Magazine
Caught Up With One
Of Our Doctors Involved
In Sports Medicine
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a Master’s and Doctorate
degree program in Sports
Science.
Why Asante Kotoko and
not any other club? Apart
from being approached by
the late Jerry Asare and
Mr.Opoku Afriyie, I also saw
it as a great honour to serve
the great king of the Ashanti
Kingdom,
Otumfuo
Osei
Tutu II, especially with my
wife’s family’s linkage to the
Manhyia Palace.
Can you share with us
how a typical day on the
field is like to you? It starts
from the dressing room. The
coach gives his technical or
tactical pep talk. Then as
a Sports Physician, I give a
psychological pep talk to the
players, and advise them on
proper warm-up sessions with
the fitness and conditioning
coach. I also critically observe
the warm-up sessions to
ensure no injury is sustained
by the players during this
period. Then as a member
on the technical bench,
I
immediately
manage
any injury situation or
emergencies that will occur
during the match period.
During half time, I update
the coach on all the players’
medical
and
endurance
state. At any time during
the 90 minutes of play, I
advise the coaches about the
conditioning of the on-field
players. This is very important
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especially in deciding on
substitution of players.
Do you go through any
special preparations before
a match? Oh, yes, several.
We camp the players, and
they have to adhere to a strict
diet. The Physiotherapist
or Massage Therapist at
the camp does periodic
massaging for the players. We
administer multivitamins to
the players and also do some
psychological counselling to
boost their morale.
Any
happy
moments
you want to share? Oh,
this job has afforded me
many happy moments, but
one that readily comes to
mind was meeting the FIFA
President, Mr. Sepp Blatter,
at the FIFA Headquarters in
Zurich, Switzerland when I
was invited to a FIFA Youth
Tournament in May this year.
What has been your most
painful moment? The day
my father passed away.
He died in my hands at the
KNUST Hospital. I was so
devastated and wept bitterly.
I wanted my Dad to live long
to witness what his son would
be in future. I had wanted to
make him proud after his toil
in ensuring that I had a good
education, but death took
him away painfully from me.
May he rest in perfect peace.

May he rest in perfect peace
indeed. Have you ever had
to manage or treat a player
from the opposing side? Oh
yes on numerous occasions.
For instance Wa All-Stars
versus Kotoko at Wa Stadium,
Kotoko versus Accra Hearts of
Oak at the Baba Yara Sports
Stadium, Black Stars versus
Sudan during a World Cup
qualifying match at Baba Yara,
and many more. In fact, that’s
the spirit of sportsmanship.
How come you were
involved with opposing
players? For example during
the match involving Wa AllStars and Kotoko, there was
a head collision between a
Kotoko player and an AllStars player with both players
falling unto the ground.
However All-Stars player
had a concussion and lost
consciousness, so I had to
leave my player in the hands
of our physiotherapist as he
was in a stable condition.
The referee had stopped
the game by then. I had to
resuscitate the player and
then even call the ambulance
on to the pitch to transfer the
patient to the hospital on lifesupporting equipment.
It was a scary moment for
the Red Cross and St. John
para-medics on duty but
with a physician around
they remained calm because
standard
protocols
for
resuscitating an unconscious
client were strictly followed.
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What are some of the issues
you look out for when
doing medical screening for
players? The Ghana Football
Association has drawn up
a Pre-Competition medical
assessment template which
is in line with FIFA’s template
for
conducting
medical
screening for footballers.
There are several parameters:
competition, medical, family,
and drug history. Then there
is a thorough general physical
examination, including the
musculoskeletal system. Then
we run various tests: ECG,
echocardiography, full blood
count, lipid profile and blood
sugar.
Apart from GFA requirements,
I include additional tests when
I do medical screening for
footballers. So the footballer
will have abdomino-pelvic
ultrasound,
visual
and
hearing assessments, chest
x-ray, and a physical fitness
test that measures muscular
strength or endurance, cardiorespiratory endurance, speed,
agility and flexibility.
On a lighter note, do
you take some of the fat
bonuses associated with
football? I’m not sure about
the ‘fat’, but we are only
given allowances for winning
a competitive match.
Do you want to make
it public how much you
are paid? [Laughing]. It’s
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not much. But at least
management
appreciates
the good work I am doing
together with my other
medical team members.
Have you ever played
football yourself? Yes. I
started playing football as a
child, and from my secondary
school team all the way
through to the tertiary level.
I played in both the university
team and the medical school
team.
Would you advocate that
Medical Doctors aspire
to become professional
footballers? Yes why not.
There used to be one at
Kumasi Asante Kotoko – Dr.
Dadebo now in the U.K.
So, yes, I would encourage
colleagues with talent to play
if possible.
Have you ever been abused
or attacked in the line of
your duty as a sports doctor?
No
I understand you are an
Executive Member of the
Ashanti Division of GMA?
Yes, I am the Divisional
Treasurer.
How do you cope with all
these responsibilities? It’s
been hectic. But I love to work
no matter the assignment.
By God’s grace, and with
the support from my family
and colleague professionals

I enjoy the work. It’s always
a pleasure for me to serve
mankind.
Any advice you will like to
give to colleagues who want
to go into sports medicine?
Yes. It’s another specialized
area that once you have the
passion for, you will love and
enjoy the work. Initially you
have to sacrifice a lot but in
the end you become satisfied
with the benefits you gain.
Do you have any message
for us on the Focus front?
As doctors, we should always
put our clients’ medical
condition as a top priority.
We should be patient with
them because they are often
stressed because of their
ailments. We should take the
time to explain their medical
conditions to them. We should
help our patients understand
why they are to do particular
investigations, and why they
have been placed on certain
medications. They should
know possible side-effects of
their medications, so that they
can quickly report back when
they observe or experience
them. If we do some of
these things, then our clients
also become involved in the
decision-making process for
their condition.
GMA Focus is grateful for
your time. Thank you!
Thank you too.
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FELLOW AWARD

Fellowship Award
Professor Kwabena FrimpongBoateng graduated from the
University of Ghana Medical
School in 1975 with MB,
ChB degrees. He was the
best candidate in the final
examination in 1975 and the
winner of the Easmon Prize in
Surgery. After housemanship
at the Korle-Bu Teaching
Hospital he served as a Medical
Officer at Komfo Anokye
Teaching Hospital, where he
was also a demonstrator in
Gross Anatomy at the School
of Medical Sciences from
1977-1978.
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He started his post-graduate
studies at the Hanover
Medical School, Germany in
1978 and qualified as general,
cardiothoracic and vascular
surgeon.
He subsequently worked as
a consultant cardiothoracic
surgeon and was one of
the pioneers of the heart
transplantation programme
in Hanover, where he also
taught both undergraduate
and postgraduate Thorax,
Cardio-thoracic and Vascular
Surgery.

Professor Frimpong-Boateng
returned home in 1989
to establish the National
Cardiothoracic Centre and
the Ghana Heart Foundation.
He joined the University of
Ghana Medical School in the
year 2000 and was promoted
Associate Professor of Surgery
the same year and a Full
Professor in 2002.
He is an examiner in Surgery
at the University of Ghana
Medical
School;
Faculty
of Medicine, Addis Ababa
University, Ethiopia, School
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of Medical Sciences, KNUST,
Kumasi and the West African
Postgraduate Medical College.
Prof Frimpong-Boateng is past
CEO of the Korle-Bu Teaching
Hospital, past President of the
Ghana Red Cross Society and
immediate past Chairman of
the Public Utility Regulatory
Commission
(PURC).
He
established the National
Cardiothoracic Centre at the
Korle Bu Teaching Hospital
and was its founding Director.
Currently he is the President of
the Ghana Heart Foundation.
Professor Frimpong-Boateng
was also the Head of Surgery
at the University of Ghana
Medical School. He is a patron
of SMIDO (Suame Magazine
Industrial
Development
Organization) and also patron
of the Ghana Old Footballers
Association
Prof. Frimpong - Boateng
is a member of various
professional
associations.
These include the West
African College of Surgeons,
Ghana Medical Association,
German Society of Surgery,
International Society for Heart
Transplantation,
European
Association of Cardiothoracic
Surgeons, European Chapter of the International
Society for Cardiovascular
Surgery and International
Society for Surgery. He
was elected Fellow of the
Ghana Academy of Arts and
Sciences in December 2002.
Prof. Frimpong-Boateng has
served on several Boards
and Committees among

which are the Academic
Board University of Ghana,
Board of the University
of Ghana Medical School,
Asanteman Committee on
Health, National Road Safety
Commission and Council of
the African Heart Network.
. Prof. Frimpong-Boateng is
a member of the Board of
Regents, Central University
College, Ghana.
He was a member of Ghana’s
delegation to international
meetings including the 3rd
Ordinary Meeting of the
Assembly of Health Ministers
of the West African Health
Organization (WAHO) July 25,
2002, Accra, Ghana and the
Executive Board Meeting of
WHO February 2002, Geneva
Switzerland.
Prof. Frimpong - Boateng
has received several local
and international awards in
recognition of his medical
work and service to humanity.
In 1985, he was recognized
as the first black person to
perform a heart transplant.
He also led the team to
perform the first heart
and lung transplantation
in Hannover, Germany in
1988. In 1999 he was the
Ghana Chartered Institute
of Marketing’s Marketing
Man of the year and also, a
recipient of the Millennium
Excellence Award. In 2005
the Millennium Excellence
Foundation awarded him as
Personality of the Decade.
He is the Secretary of the
Centre for Technology-Driven
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Economic
Development
(CTED), which received the
2003 special award from the
Ghana Chartered Institute
of Marketing.
On 10th
September 2004 he was
a recipient of an honorary
Doctor of Science Degree
from the University of
Education, Winneba. He was
made honorary member of
the German Surgical Society
in May 2011.
Prof. Frimpong-Boateng was
the winner of the 2012 edition
of the prestigious African
Heroes Award, presented by
Ohio University in Athens,
Ohio, USA, on February 12,
2012.
Prof. Frimpong-Boateng has
authored two books entitled,
DEEP DOWN MY HEART: A
history of Cardiothoracic
Surgery in Ghana and TAMING
A MONSTER: Managing Korle
Bu Teaching Hospital and has
contributed chapters to two
other books. He has several
scientific publications and
conference abstracts to his
credit.
In December 2007 he
contested in the primaries
for the election of the
presidential candidate of the
ruling New Patriotic Party in
Ghana.
Prof. Frimpong-Boateng is
married and has five children.
A hobby pianist his other
hobbies are farming and
engineering.
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Distinguished Fellows of GMA
1.
*Prof. C. O. Quarcoopome
2.
Prof. E. A. Badoe
3.
*Prof. S. R. A. Dodu
4.
Dr. F. I. D. Konotey-Ahulu
5.
*Dr. M. A. Barnor
6.
*Dr. H. S. Bannerman
7.
*Prof. D. A. Ampofo
8.
*Prof. J. K .M. Quartey
9.
*Dr. A. A. Akiwumi
10.
Dr. Susan De-Graft Johnson
11.
*Prof. C. O. Easmon
12.
*Prof. H. H. Phillips
13.
Dr. E. Evans-Anfom
14.
Dr. J. I. Titus Glover
15.
*Prof. W. Neizer Laing
16.
Dr. F. Marie Pelletier
17.
Dr. E. A. Saarrah-Akyerekoh
18.
Dr. K. Dsane Selby
19.
Prof. Hutton Ayikwei Addy
20.
Dr. Eunice Brookman-Amissah
21.
Dr. John G. Addo Wood
22.
Dr. J. Olympio K. E. Atsyor
23.
Dr. T. A. Richardson
24.
*Dr. AndaniAndan
25.
Dr. K. EsummingAppiah
26.
*Dr. Francis Daniels
27.
Dr. C. Gottfried Boateng
28.
Prof. S. Addai
29.
Prof. F. N. L. Engmann
30.
Dr. (Mrs.) Mary Grant
31.
Dr. KwameAddo-Kufuor
32.
Prof. G. AmarhAshitey
33.
Dr. A. Kofi Badohu
34.
Dr. A. GyangBoohene
35.
Dr. Clarus J. Oppong
36.
Dr. Gottfried W. Opoku
37.
Dr. (Mrs.) Maria Hagan
38.	Rev. (Dr.) E. Kweku Kankam
39.
Dr. K. B. Bondzi-Simpson
40.
Dr. L. Randolph Roberts
41.
Prof. Theophilus C. Ankrah
42.
Dr. Lionel K. A. Derban
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43.
Dr. Paulina E. M. Kitcher
44.
*Prof. Joseph O.M. Pobee
45.
Prof. Fred T. Sai
46.
Prof. Dr. Dr. Sir G. Wireko-Brobby
47.
Dr. Horatio Atom Beecham
48.
Brig. Dr. Albert BoakyeGyening
49.
Prof. AfuaAdwoJecteyHesse
50.	Rev. Prof. Ian Frederick A. Hesse
51.
Dr. Patrick Eric Karikari
52.
Dr. Kweku Anan Odum
53.
Dr. Simon AtsuFiakpornoo
54.
Dr. Doris Hayfron-Benjamin
55.
Dr. J. Kenneth Kwakye-Maafo
56.
Dr. TseatseKyemenu-Caiquo
57.
Dr. Francis ApiagyeiPoku
58.
Dr. Isaac Obirim Kofi Sagoe
59.
Prof. Sir. Joseph WoahenAcheampong
60.
Dr. Kofi OsaeAdadey
61.
Dr. Yaw AmankwaAdu-Sarkodie
62.
Dr. Samuel Amponsah
63.
Prof. Rudolph Darko
64.
Dr. Bernhardt Ago Kuma
65.
Prof. Joseph OdaiOliver-Commey
66.
Professor Agyeman Badu Akosa
67.
Dr. Edward NwinyourGyader
68.
Professor David Ofori-Adjei
69.
*Dr. Joseph Emmanuel Taylor
70.
Prof. Yaw Adu-Gyamfi
71.
Dr. Sam Adjei
72.
Dr. KwasiOdoi-Agyarko
73.
Prof. Jacob Plange-Rhule
74.
Prof. Jennifer Eileen Welbeck
75.
Dr. Emmanuel TeyeAdjase
76.
Dr. Anthony Nsiah-Asare
77.
Dr. Emmanuel Harry Tawiah
78.
Dr. Edward D. D. Soga
79.
Dr. Ken Sagoe
80.
Dr. James Cofie Kuma Hayfron
81.
Daasebre Dr. AmankonaDiawuo II
82.
Prof. Francis Adu-Ababilo
*Deceased Fellows
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PAST PRES. LIST

Past GMA
Presidents
Period		Name of President
1958-1962		
Professor C. O. Easmon
1962-1963		
Dr. J.A. Schandorf
1963-1966		
Dr. A. M. Barnor
1966-1968		
Professor S.R.A. Dodu
1968-1970		
Dr. E. Evans-Anfom
1970-1974		
Dr. H. S. Bannerman
1974-1978		
Dr. J. T. Glover
1978-1980		
Professor C. O. Quarcoopome
1980-1983		
Dr. K. Dsane-Selby
1983-1986		
Professor J.O. M. Pobee
1986-1990		
Professor H.H. Philips
1990-1992		
Professor J. H. Addy
1992-1995		
Dr. K. Addo-Kufuor
1995-1997		
Professor Dr. Dr. Sir. G. W. Brobby
1997-1999		
Dr. J.K. Kwakye-Maafo
1999-2001		
Professor Agyeman Badu Akosa
2001-2003		
Prof. Jacob Plange-Rhule
2003-2005		
Prof. Yaw Adu-Gyamfi
2005-2007		
Prof. Francis Adu-Ababio
2007-2011		
Dr. E. A. Adom Winful
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56TH ANNUAL GENERAL CONFERENCE
Theme: “10 years of Post-Graduate Medical Education in Ghana
- Achievements, Challenges and the Way Forward
UNDER THE DISTINGUISHED CHAIRMANSHIP OF THE PRESIDENT OF GMA
Venue: Akroma Plaza Hotel, Takoradi, Western Region

PROVISIONAL PROGRAMME OUTLINE
Tuesday, November 4, 2014
Arrival & Registration of National Executive Council members at Akroma Plaza Hotel
Wednesday, November 5, 2014
National Executive Council meeting at Akroma Plaza Hotel
Arrival & Registration of general members at Akroma Plaza Hotel
Medical outreach at Adakope – Takoradi
Health Desk for GMA members
Thursday, November 6, 2014: Scientific Meeting – At Akroma Plaza Conference Hall
08:00-08:30am
Arrival and registration of participants
08:30-08:35am	Opening Prayer
08:35-09:30am
Presentations by Pharmaceutical Companies
Plenary Session I:

Chairman/Moderator (Regional Director of Health Services, WR)

9:30 - 9:50am
Current State of Post graduate training in Ghana
				Prof. David Ofori-Adjei,
				Rector, Ghana College of Physicians and Surgeons
9:50-10:10am 		
				
				

10years of post Graduate Medical Education in Ghana:
Perspective of GMA /Teacher – Prof. Yaw Adu-Gyamfi,
Past PRESIDENT AND Fellow of GMA

10:10-10:25am
Presentation by Parliament Select Committee on Health
				
/ Post Graduate Education in Ghana
						
10:25-11:00am
General Discussions
11:00-11:30am
Snack Break
11:30-1:30pm
Break Out Sessions
a.
Post Graduate Medical Specialities: Achievements, Challenges and the way forward
		Chairman/Moderator		Dr. Kwasi Odoi-Agyarko
		Teacher 			Prof. Jacob Plange-Rhule
		Graduate			Dr. Gladys N.L Lomotey
		Resident			Dr. Edward Kwakyi
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b.
Post Graduate Surgical Education Specialities: Achievements, Challenges and the
		way forward
		
Chairman/Moderator		
Prof. Mrs. Afua A.J. Hesse
		Teacher			Dr. Frank Ankobea
		Graduate			Dr. Ishmael Kyei
		Resident			Dr. Titus Beyuo
c.
Post Graduate Dental Education: Achievements, Challenges and the way forward
		Chairman/Moderator		Dr. Col. Yeboah-Achampong
		Teacher			Dr. Patrick Karikari
		Graduate			Dr. Emma Vasco
		Resident			Dr. Paul Matondo
						
PLENARY SESSION II: CHAIRMAN/MODERATOR – Prof. Lade Wosornu
1:30-2:30PM
2:30-3:00pm
3:00-3:30pm
3:30-6:00pm
7:00- 9:00pm

Summaries From Breakout Sessions, Moderators
General Discussions
Lunch Break
Games / Football Match / Health Screening
Cocktail

Friday, Nov. 7, 2014 – Official Opening Ceremony At Akroma Plaza Hotel Conference Hall
7:00-08:30am		Registration continues
8:45- 09:00am		Opening Prayers
9:00-10.00am 		
Presentation by Pharmaceutical Companies
				
Time with PZ Cussons
10:00am-1:00pm
Official Opening Ceremony
			
Welcome Address I 			
Welcome Address II 			Fraternal Messages 			
Conference Address 		
			Cultural Display

Chairman, GMA, Western Division,
Western Regional Minister
MC
President, GMA – Dr. Kwabena Opoku-Adusei

			Address: Special Invited Guest,
			Minister of Health, Hon. Dr. K. Agyeman Mensah
					
			Keynote Address: Special Guest of Honour - Prof. Lade Wosornu
			Presentation of Awards
			Vote of Thanks
		
			Closing Payer		
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Group Photographs
Opening Of Exhibition – Hon. Minister of Health and Special Guest of Honour
1:00-2:00pm		Lunch Break
Friday, November 7, 2014 – Afternoon Session
3:00:-5:00pm		
7:00-9.00pm

AGM of GMA Pension Fund
Cocktail

Saturday, November 8, 2014 – Annual General Meeting
8:00-09:00am		Registration of Participants
				Presentations by Pharmaceutical Companies
9:00am-2:00pm
2:00pm-3:00pm

Business Session
Lunch Break

7:00pm-TDB: Dinner Dance At Akroma Plaza Hotel/Atlantic Hotel
Sunday, November 9, 2014, At Akroma Plaza Hotel
9:00-10:00am		
10.00-11.00am

Press Conference on Conference Communiqué
Brunch & Departure

End of 56th Annual General Conference
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