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SUMMARY. The pattern of disease encountered
in primary health care in Ghana is described, and
the facilities available to treat it. An account is
given of the rapidly deteriorating economic situ¬
ation in that country and its effects on the
inhabitants and on medical practice. Consider¬
ation is given to the contrast between this situ¬
ation and that of a poor but developing health
service.

Introduction

TpROM 1977 to 1979 I worked as Medical Officer at
¦*. the University Hospital, Legon, Ghana. This is a
64-bed hospital, originally designed to provide primary
health care for the University staff and students, but
increasingly extending the scope of its care to the
surrounding villages and the capital, Accra (about 12
km away). During this period Ghana suffered severe
economic and political difficulties, which affected our
work and our everyday lives in an unexpected and often
uncomfortable fashion.

Primary health care in Ghana
The pattern of disease
The workload differs from that in developed countries
in several ways:
1. Tropical diseases are common, for instance those
due to infective agents which are found, or whose
vectors can survive, only in warm climates (for example,
malaria, onchocerciasis and bilharzia); sickle cell dis¬
ease is due to a genetic variant commonly found in
Ghana.
2. The diseases of poverty are rife and appeared to
become more so during my time there. Examples are:

marasmus and kwashiorkor, typhoid, 'severe* measles
(we had 22 deaths from the complications of measles
during the 1978 epidemic at Legon), and road traffic
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accidents due to badly maintained, over-crowded public
transport.
3. Diseases due to poor public health (including im¬
munization) are seen, such as polio, tetanus, severe

gastro-enteritis (with occasional reports of outbreaks of
cholera in nearby districts). Gonorrhoea is common and
spreading rapidly since contact tracing is almost
impossible.
4. On the other hand, the absence of some diseases
from the tropics is remarkable. While in Ghana I saw

only one patient who had a myocardial infarct and one

with multiple sclerosis, both of them expatriates.
Available primary health care

There is no equivalent of the British general prac¬
titioner, but there are four main sources of care:

1. Fifty-four Government hospitals, with 137 health
centres and health posts, are distributed around the
country and provide free medical care for the 10 million
population (Ministry of Health, Accra, 1977). There are
two teaching hospitals, Korle Bu in Accra and Okomfo
AnokyeinKumasi.
2. There are 57 private but relatively low-cost hospitals
and clinics (Ministry of Health, Accra, 1977). These are
either mission hospitals or clinics set up by large insti-
tutions such as the army, the mines, and the universities
to care for their staff. Legon came into the latter
category; care was free for students and staff (with one
wife and her children per staff member) but other
patients would be treated 'at cost', for which there were
some government subsidies.
3. Exclusive, high-cost private clinics are to be found,
chiefly in the large towns, which are well beyond the
reach of all but the richest. The cost of a laparotomy
could easily be equivalent to eight months' wages for a

labourer.
4. Traditional healers and herbalists still practise their
art, but while research is being carried out into the
pharmacology of traditional medicines, clinical co-

operation with these people seems to be largely
unexplored.
A village health project was set up at Danfa in the
south-east by the United States Agency for Inter-
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national Development, and the five-year development
plan for 1975/80 proposed a shift of emphasis to a basic
health service for the rural areas. However, the budget
for the plan still directed over 50 per cent of the
proposed capital into major hospital projects (Ministry
of Health, Accra, 1977).

Political and economic problems
Between 1976 and 1979 the economy of Ghana went
into a steep decline. The reasons for this are debatable,
but the effects were easily seen. Exact figures for
inflation are hard to come by; 150 per cent per year was

popularly quoted (Waterston, 1979), the Bank of
Ghana's figure for 1979 is 68 per cent (West Africa,
1980a) but the latest Government budget mentions 116
per cent (West Africa, 1980b). The cedi (the Ghanaian
unit of currency) was officially devalued from <£l.l5 to

^2.75 to the US dollar in mid-1978, but the black
market rate stayed fairly steady at <^8-<£l0 to the dollar.
Goods became very scarce as well as expensive: basic

food items (not just 'European' ones such as bread,
stigar, milk and tea, but the staples of village diet.yam,
cassava and fish), spare parts for vehicles and other
machinery, petroleum products, soap and all medical
supplies were very hard to obtain. By 1979 a labourer's
basic wage of (f4 a day would just have covered the cost
of carbohydrate for two adults and two children, with
no allowance for protein, rent, clothes, or other essent¬
ials. Transport of goods and people became more
difficult as tyres, engine oil, brake linings, and so on

almost vanished; for private use we had to go to

neighbouring Togo and buy these things in hard cur¬

rency. Water and power cuts became frequent and
unpredictable. The former were obviously the more

serious problem; in March 1979 the eastern half of the

capital was without water for nine days and local
residents came to collect drinking water from stagnant
fishponds.

Naturally, there was public unrest during this period,
although less than might have been expected. Strikes
became frequent. Notable from the health point of view
was a strike of all professionals, including doctors, in
June 1977, strikes of government-employed nurses in
April 1978 and May 1979 which almost completely
closed the main teaching hospital in Accra, a work-
to-rule by government doctors in March 1979, and a

strike of the labourers responsible for removing rubbish
and 'night soil' in June 1979. In a tropical city where
only the more sophisticated areas boast septic tanks the
threat to health of the last of these needs no empha-
sizing.
The main events, however, were three changes of

government. In 1972 Ghana came under the military
rule of Colonel (later General) Acheampong; on 5 July
1978 he 'resigned' under pressure in favour of Lt-
General (later General) Akuffo, and arrangements were

made for elections and a return to civilian rule. Before
these could be completed the charismatic Flight-
Lieutenant Jerry Rawlings organized a coup by the
junior ranks of the armed forces and took control iii
order to carry out an anti-corruption 'house-cleaning
exercise'. This included the execution of eight leading
figures, including Acheampong and Akuffo. There-
after, elections were held and the return to civilian rule
took place in September 1979.

Effects of these problems on primary health care

Effects on workload
Although exact data are not easy to obtain (for example
only about 10 per cent of deaths in Ghana are certified

Figure 1. Number of patients seen per month at Legon Hospital, February 1977 to March 1979.
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(Ministry of Health, Accra, 1977), the diseases of
poverty appeared to be on the increase, and some

examples are given below relating to obstetrics and
gynaecology. Lack of money tended to keep those not
entitled to free treatment away from private hospitals,
but the deteriorating situation at the government clinics
seemed to more than compensate for this. At Legon the
number of patients per month increased sharply from
February 1978 (Figure 1); the average number of
patients per doctor per day varied from about 20 (July
1977, the month of the doctors' strike, when we were

seeing emergencies only) to about 100 in March and
December 1978.
The average haemoglobin at the antenatal clinic (even

excluding cases of sickle cell disease) appeared to be
falling. This was not easy to follow accurately as we had
recurrent difficulties with our measurements, but by
1979 over 11 grams/100 ml was rare, 8 to 10 grams
commonplace and 5 to 6 grams/100 ml seen at most
clinics. Septic abortion also presented more frequently
despite the fact that large families are a traditional
source of pride. Termination of pregnancy is illegal in
Ghana (although easily available at a price in expensive
clinics) but as food became more expensive and their
existing children became thinner many pregnant women
turned to village herbalists, who would dilate the cervix
or use traditional medicines. Pelvic sepsis frequently
followed, with its sequelae of septicaemia, gram nega¬
tive shock, peritonitis, and tetanus. Despite this, family
planning remained hard to 'sell'; only educated women
were capable of taking the Pill accurately, the high
incidence of mild pelvic infection gave many compli¬
cations with the IUCD, and diaphragms are not suitable
for use in an overcrowded home with no water supply in
an area of the world where rubber perishes quickly.

Effect on treatment

Shortages were the main problem, drugs being the
greatest worry. Government imports of medical supplies
were taken to a central store from which we were
entitled to draw. However, supplies of even basic drugs
from this source gradually diminished, and we were

forced to buy elsewhere at black market prices. This
roughly doubled our bills between 1978 and 1979, till
the cost of treating a child's malaria with chloroquine
and paracetamol was (J!6, or one and a half times a
labourer's daily wage.

Korle Bu, the main teaching hospital, had an almost
empty pharmacy. From 1978 both inpatients and out¬
patients would often be given prescriptions for their
relatives to go and search for drugs; some of these
prescriptions came to Legon and included chloroquine,
ampicillin, tetracycline, iron, and simple analgesics. We
managed to supply most basic requirements for our own

patients, but antibiotics were often very restricted and
for a while our only oral anti-asthmatics were ephedrine
and cortisone tablets. Anaesthetics were in short supply;

a letter from a consultant surgeon regretted that only
'dying emergencies' could be seen until further notice.
Food for the wards was another headache, both in

obtaining and in affording it. The University, for
student meals, was reduced to dividing a 2\ lb (1.1 kg)
chicken into 25 portions, and for a few weeks in June
1979 Legon Hospital rationed inpatients to two meals a

day instead of three. High-protein diets were simply a

bad joke. Dried milk and other famine relief foods were

not easy to obtain; the only source we could find was the
Catholic Relief Services, who could only supply enough
to help those children bad enough to be admitted.

All other necessities, such as spares for the ambu¬
lance, petrol, and laboratory chemicals were equally
difficult to find. The campus telephone system broke
down completely; since the hospital had been planned
without doctors' quarters and we often had no trans¬
port, there could be dangerous delays in callirig a doctor
to a casualty. As a final example, in August 1979
outpatients at Koforidua Central Hospital were asked to

bring their own paper for medical records to be taken!
(West Africa, 1979).

Effect on staff and planning
Inevitably, most members of the health team found
their personal and family problems quite overwhelming.
Junior staff had a high rate of absenteeism, probably
owing to a mixture of genuine ill health and urgent
domestic problems. Senior staff were able to be more

open and simply took days off to go and look for food,
ear tyres, or whatever seemed urgent. More serious was
their difficulty in assessing the future in Ghana. A
Ghana Medical Association statement in March 1979
stated: "Conservative estimates put the number of
doctors and dentists who left the Civil Service in 1978
alone at about 100, of which 90 per cent are now

working abroad." This was contrasted with an annual
graduation rate from medical school of 55. The same
statement also pointed out that "a medical officer of
two years' standing receives a take-home pay of about
<^300 a month after deductions of rent, tax, and social
security." (At this time a pair of European-style shoes
cost about £l50; Ghana seemed to be about to produce
a new type of barefoot doctor!)

Planning the future of Legon Hospital became an

almost impossible task. The problem could be seen as

the opposite of the usual Third World one of building
up a health service where none existed. We were forced
to realize that a university clinic, reliant on the referral
of difficult cases to the teaching hospital, would have to
become a centre in its own right. This could not be done
by expansion (although there were perpetually deferred
building plans, said to include a television room) but by
the same staff accepting more difficult cases. Most
people found it hard not to see this as becoming more

'bush'; low-technology devices such as the Shakir strip
(for assessing malnutrition.available from TALQ and
intraperitoneal infusion were received with a polite lack
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of enthusiasm. The nursing staff had always been given
the responsibility for screening casualties at night, and
as conditions became worse this often imposed an
unfair burden on them, but using them in the same way
during office hours on Saturdays could never be made
acceptable! The most serious problem was arrange-
ments for major emergency surgery, which we had
always referred. In a village health centre the decision to
undertake more ourselves would have been relatively
easy, but sophisticated patients such as university stu-
dents and senior academic staff would not have wel-
comed the implied drop in standards. Drug policies were
occasionally attempted, but supplies were so erratic that
the pharmacy became disheartened by trying to guess
how much economy was required.

Conclusions

Medical care in a rapidly deteriorating economic situ-
ation poses its own problems, which I believe to be in
many ways different from those to be found in countries
that are equally poor but more stable. Immediate crises
arising from material shortages can be very hard to

manage, but the long-term difficulties of morale, staff
psychology, and the direction of the service need as
much, if not more, attention.
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Addendum

TALC is the Foundation for Teaching Aids at Low Cost, Institute of
Child Health, 30 Guildford Street, London WC1N 1EH.

Criteria for appointing consultants in surgery
The following advice is given to assessors of the Royal
College of Surgeons of England:

1. If, having given due weight to local needs and prefer-
ences, a College assessor feels that an advisory ap-
pointments committee has made a recommendation that
endangers the maintenance of proper standards, he
should point out that the hospital concerned risks the
withdrawal by the College of recognition of training
posts supervised by the candidate whose name has been
put forward; and if the committee still persists in its
recommendation he should give notice that he will lodge
a minority report and convey his views immediately to
the President.
2. Before consultant posts are advertised the College
should, in future, have been consulted about their
content through its regional adviser. This means that
advisory appointments committees should not need to
concern themselves with this aspect in relation to stan-
dards, except in very rare cases in which assessors will be
alerted in advance to potential problems; but assessors
should make sure that applicants fully understand the
scope and facilities of the post and feel that they can
fulfil their capacities in it.
3. The representative of the College on advisory ap-

pointments committees has two principal functions.
First, to exclude ineligible candidates. Second, to assist
in the selection of the best candidate from amongst
those both eligible in terms of these criteria and ac-
ceptable to the staff of the hospital concerned. He
should play a full part in the short-listing process and
has a right to insist on the inclusion of a candidate on
the short-list (if necessary in writing to the Chairman of
the Advisory Appointments Committee), but not the
right to veto the inclusion of a candidate by other
members of the committee. He should bear in mind that
there may be circumstances in which a candidate who
has not yet completed his training can be appointed
proleptically.
4. A candidate already holding a consultant post should
be short-listed unless there is a strong reason for ex-
clusion. Council considers that a measure of mobility of
consultant is good for the standards of surgery and
should be encouraged.
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