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Abstract

Background: The main goal of the Essential Trauma Care (EsTC) project is to promote affordable
and sustainable improvements in trauma care, on the ground in individual countries and their
health care facilities. This has been occurring in several countries, including Ghana.

Results: The ESTC project has helped to solidify previously haphazard interactions between
stakeholders from different sectors. It has allowed trauma care clinicians to interact more effec-
tively with other groups, such as the Ministry of Health and the WHO country office. It has allowed
the clinicians and other stakeholders to more effectively lobby government for increased attention
to trauma care services. These interactions have led to a high-profile stakeholders meeting, the
Road Safety and Essential Trauma Care Workshop, which has represented the highest level of
attention to trauma care in the country thus far. This meeting has generated a set of policy
recommendations, which has been presented to Parliament for study, and, it is hoped, adoption.
Conclusions: To convert these recommendations to solid, sustainable action in improving care for
the injured, we need to continue to engage in advocacy and to work with Parliament, the Ministry
of Health, and other stakeholders, as well as to confront the deeper problems of Ghana'’s brain

drain, civil strife, and poverty.

njury has become a leading health problem in Ghana.

The toll of death and disability is increasing daily,
especially from road traffic crashes. Only in the past few
years has there been the beginning of an organized re-
sponse to this tragedy. Included in this response are in-
creased attention and efforts toward road safety. Such
increased attention has only very lately been applied to
trauma care.

Although it is a major contributor to patient volume and
costs in Ghana’s health care system, there has been no
organized government program to strengthen trauma
care in Ghana. This is quite unlike the very notable
improvements from organized efforts to confront other
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health problems including vaccine-preventable diseases,
malaria, tuberculosis, maternal child health, and HIV/
AIDS. In this article, we outline developments in trauma
care in Ghana over the past decade and indicate how the
Essential Trauma Care Project has helped to catalyze
and accelerate these developments.

PRIOR EFFORTS AND FRUSTRATIONS

Ever since her independence in 1957, Ghana has had
many notable, well-qualified professionals caring for the
injured. This includes doctors, nurses, and other profes-
sionals, many of whom have worked against considerable
frustrations and odds to create the best possible care at
individual institutions. However, up until the 1990s, there
had been very little in the way of unified calls for system-
wide improvements. This changed in 1997 when several
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surgeons who were active in the care of the injured,
drafted a proposal to the government entitled, “Recom-
mendations on Strengthening the Trauma System in
Ghana.” This 20-page document addressed prehospital
care, as well as care at the spectrum of facilities in Ghana
from small, primary health clinics (PHC) up to tertiary care
teaching hospitals. The recommendations looked pri-
marily at how improvements could be made within Ghana
without the need to depending on or waiting for external
funding. All recommendations were low cost and emi-
nently achievable and sustainable. There was an initial
glimmer of hope as persons in the Ministry of Health had
requested such a plan. However, after development of
these recommendations, and after re-presenting them to
representatives of five successive ministries of health
serving under three regimes, the document had basically
gathered dust over a 9-year period.

Our frustration was characterized by the fact that our
ministers in various government ministries had their own
agendas, which they had to fight for in order to hold to
power. What was more, they did not see the immediate
results of trauma care improvements coming early en-
ough to be to their advantage during electioneering.
Compounding the situation was the fact that trauma care
was a non-issue on both the public agenda and the
agenda of international donor agencies.

During this time, several pieces of research were car-
ried out that highlighted the ongoing tragedy of trauma
deaths in Ghana. The resulting reports showed that the
death rate could have been lowered by various low-cost
improvements. These studies included one that looked at
the facilities for trauma care in hospitals located on the
major roadways of Ghana. These were all district hospi-
tals staffed primarily by general practitioners. However,
by virtue of their location on these main roads, they all
received high volumes of injured patients, primarily from
road traffic crashes. At all 11 hospitals surveyed, low-cost
equipment for care of the injured was frighteningly ab-
sent. For example, none of the 11 hospitals had chest
tubes, a low-cost item that is vitally important for the care
of life-threatening chest injuries. Only 4 of the 11 hospi-
tals had airway equipment. Even in those 4, the airway
equipment was locked in the operating rooms and not
promptly available in the casualty wards.’

Another study looked at the patterns of death among
trauma patients in Ghana, demonstrating that 80% of all
trauma deaths occurred in the field, before the patients
had any chance of receiving hospital-based care. This
study highlighted the importance of addressing the pre-
hospital setting in efforts to lower the overall trauma
mortality in Ghana.?
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One additional study looked at the process of trauma
care at one of the major teaching hospitals in Ghana. This
facility was considerably better equipped than the district
hospitals mentioned above. Nevertheless, there were
considerable deficiencies in care. For example, there was
very low utilization of chest tubes, even thought they were
physically available. There were prolonged delays in
emergency surgery, with a mean of 13 hours between
presentation and start of emergency operations. There
was also low utilization of blood and fluid resuscitation for
patients in shock. The study concluded with a call for
establishment of basic medical audit programs (quality
assurance) as a way to address deficiencies in process of
care in a comprehensive fashion.® These studies, which
were highly publicized within Ghana, helped to stimulate
increased attention to trauma care, along with the inter-
national developments mentioned below.

RECENT IMPROVEMENTS

Several local and international developments have
helped to promote greater understanding of the impor-
tance of trauma care among government ministers and
politicians. Locally, there has been a growing cry of out-
rage from the public at the increasing toll of death on
Ghana’s roadways. Everyday in the newspapers, tragic
crashes such as those involving multiple deaths in buses
are highlighted. In 2003, the Ghana Medical Association
hosted a public meeting to publicize this problem. This
2-day conference was titled “The Carnage on Our
Roads,” and was widely covered in the press.

Internationally, in 2004, World Health Day was dedi-
cated to the topic of road safety. This day was used to
launch the World Health Organization (WHO) publication
World Report on Road Traffic Injury Prevention.* Inter-
estingly, in the same year, Ghana’s Minister of Health
was Chairperson for the Executive Committee of the
World Health Assembly (the governing board for the
WHO). His role in helping to promote World Health Day
and the related WHO publication helped to increase the
prominence of this topic both internationally and locally in
Ghana. That publication was primarily devoted to road
safety, but it included a component on strengthening
trauma care services, including a mention of the forth-
coming Guidelines for Essential Trauma Care.> Two
months later (June 2004) WHO released that publication
as well. This national and international attention greatly
assisted promotion of the issue of strengthening trauma
care in Ghana.
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The Guidelines for Essential Trauma Care calls for
creation of national trauma plans and provides a template
or framework to do that. It is envisioned in this publication
that various stakeholders in trauma care from different
backgrounds would work collaboratively to implement the
recommendations of the Guidelines. With this goal in
mind, various stakeholders in Ghana came together to
work on the Road Safety and Essential Trauma Care
meeting.

AKOSOMBO WORKSHOP: ROAD SAFETY
AND ESSENTIAL TRAUMA CARE

With the active input of clinicians caring for trauma
patients in Ghana. A working group was established
involving several lead agencies, among them the Ghana
chapter of the Global Road Safety Partnership (GRSP).
This international non-government organization is head-
quartered in Geneva and works closely with the Interna-
tional Federation of Red Cross and Red Crescent
Societies. It has local chapters in many developing
countries. The Ghana chapter of the GRSP obtained a
small amount of funding to conduct this meeting. Its
principal partner is the National Road Safety Commission
(NRSC), an agency of the Ghana government. These two
groups, working collaboratively, drew up a plan for the
Akosombo workshop. Early on, they sought the
endorsement and involvement of the WHO country office.

The plan for this meeting was to adapt the Guidelines
for Essential Trauma Care to Ghana’s circumstances, as
well as to develop an implementation plan and set of
policy recommendations. The meeting was attended by a
multi-sectoral group, including those involved with clinical
care, transport, emergency response, disease surveil-
lance, and other aspects of road safety and trauma care,
as indicated in Table 1. Most participants agreed that this
was the highest level attention to trauma care that had
ever been achieved in Ghana. Three working groups
were established: Injury Surveillance, Prehospital Care,
and Facility-based Care.

Injury Surveillance

Any efforttoimprove trauma care must be based on solid
fact and must be monitored with such solid fact to assure
that these efforts are having the desired consequences of
lowering injury death rates. If not, such efforts need to be
modified to be successful. Hence, there is a need for
accurate and timely information on injury-related deaths.
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Table 1.
Agencies and organizations represented at the 2005 Road
Safety and Essential Trauma Care Workshop in Akosombo,
Ghana

Lead agencies
Global Road Safety Partnership (GRSP)—Ghana
National Road Safety Commission
World Health Organization Ghana country office
National agencies and organizations
Ghana Parliament
Committee on Health
Committee on Transport
Ministry of Health
Ghana Health Service
National Ambulance Service
Ministry of Roads and Transport
Ghana Red Cross
St. John’s Ambulance
Ghana Medical Association
Ghana Nurses and Midwives’ Council
Ghana National Fire Service
Ghana Police Hospital
37 Military Hospital
Building and Roads Research Institute
Christian Health Association of Ghana
Surgeons and other clinicians from the spectrum
of hospitals in Ghana
International organizations
International Association for Trauma Surgery and
Intensive Care
U.K. Rescue Organization

Hence, any improvements in trauma care are closely
linked to developing accurate injury surveillance systems.
The working group developed plans for strengthening
Ghana’s existing injury surveillance systems.

Prehospital Care

Given the aforementioned fact that 80% of injury
deaths in Ghana occur in the prehospital setting, any
improvements in trauma care must address this topic.
Represented in this working group were members of
Ghana’s newly established National Ambulance Service.
Also represented were members of the formal first re-
sponse system, primarily the Fire Service, as well as
groups that worked with lay-first responders such as the
Ghana Red Cross.

Facility-based Care

Represented in the working group on facility-based
care were clinicians who provide care for injured
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Table 2.
Summary of “Strengthening Care for Injury Victims: Recommendations for a National Policy,” which was drafted by Akosombo
workshop participants

These recommendations were all based on the premise that improvements in care and resultant decreases in injury-related
death and disability could be achieved at a low cost and in a sustainable fashion, primarily through improved organization
and planning.

Recommendations included the following categories:

Injury Surveillance: Improvements in the care of the injured must be based on solid facts concerning the extent and nature
of the injury problem, which can be provided by an accurate and adequate injury surveillance system.

Prehospital Care: The majority of injured persons who die in Ghana die in the prehospital setting, before any chance of
hospital-based care. Thus, efforts to lower injury mortality in Ghana must include advancing the National Ambulance
Service, which includes creating a coordinated prehospital care system. Such a system must also encompass existing,
although informal, systems of prehospital care, such as that provided by private Good Samaritans, commercial drivers,
police, fire service, and others.

Facility-based Care: Key essential elements of human resources (staffing and training) and physical resources (equipment

and supplies) were endorsed by workshop participants. All of these were low-cost and eminently feasible to assure
trauma care to virtually all injured persons, primarily through improved organization and planning. Policy recommendations
for assuring such resources include programmes for: training, quality improvement (medical audit), and hospital inspection.

Primary Health Clinics: PHC are the mainstay of medical care for the majority of Ghanaians who live in rural areas. Thus,
efforts to strengthen the care of the injured at PHC are especially important, both overall and especially at selected PHC
sites that are on busy roads, have high trauma volumes for whatever reason, or have certain levels of trauma
accompanied by remote location and hence difficult access to referral.

System of Transfer: Workshop participants endorsed instituting a process of better standardizing the referral process for
trauma cases, including the development of a list of trauma-related conditions which should ordinarily be referred to

the next highest level.

Oversight: Clearly defined oversight is needed to monitor improvements in and ongoing functioning of the trauma care

system in Ghana.

Financing Mechanisms: A “Health Fund” should be established to assist in developing the organization and planning
needed to strengthen the trauma system in Ghana and which can supplement other sources of funding.

persons at Ghana’s network of hospitals and other
health care facilities. It was notable that the represen-
tatives of all four levels of health care in Ghana were
represented. This included PHC, which are primarily
non-doctor-staffed rural clinics. Capabilities for trauma
care at these clinics are miniscule. Nonetheless, be-
cause they are the only health care facilities for wide,
rural areas, many injured patients do receive care at a
PHC. Input for this level of care was provided by a
representative from Ghana’s Nurse and Midwife Council.
A second group was made up of doctors who care for
injured persons at district hospitals (small, primarily
general practioner-staffed hospitals), regional hospitals
(at which there is usually at least one surgeon), and
teaching hospitals (the two tertiary care facilities in
Ghana).

The meeting was also attended by five members of
Ghana’s Parliament, including representatives of the
Committee on Health and the Committee on Transport. It
was also attended by members of the ruling party as well
as the main opposition party, who worked together clo-
sely during the meeting.

RESULTS OF THE MEETING

Participants drew up a set of policy recommendations
addressing the spectrum of trauma care in the country, as
indicated in Table 2. This is titled “Strengthening Care for
Injury Victims: Recommendations for a National Policy.”
These recommendations adapt the resource matrices
from the Guidelines for Essential Trauma Care to the
Ghanaian context. They also address methods for
implementation of these resource matrices, as well as for
improvements in injury surveillance and prehospital
trauma care. Since the meeting, these recommendations
have been provided to the two main committees of
Ghana’s parliament that have expressed an interest, the
Committee on Health and the Committee on Transport.
These recommendations are based on the premise that
improvements in care and resultant decreases in injury-
related death and disability can be achieved at low cost
and in a sustainable fashion, primarily through improved
organization and planning.

The meeting has also contributed to publicity and
advocacy for trauma. A communiqué from the meeting
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was printed in Ghana's newspapers, and features
appeared on television and radio, as well as in print
media.

A key player in developing health policy in all African
nations is the WHO. Every African country has a WHO
country office, which works closely with the Ministry of
Health. Prior to the Akosombo meeting, the WHO country
office in Ghana had never had any involvement with
trauma care. After the meeting, the WHO country office
has now integrated elements of trauma care planning into
its pivotal 2-year plan of collaboration with the Ghana
Ministry of Health. This is a very significant development
in trauma-related health policy in our country.

Obviously, continued efforts are needed to convert the
preliminary policy recommendations into real action.
However, the above events are very promising and
notable for a country whose Ministry of Health was barely
considering trauma as a health problem until a few years
ago.

Challenges

We must continue the processes that started at the
Akosombo meeting. In so doing, we must be aware of
major challenges to progress and that are difficult to
change.

Brain Drain

As in many African nations and other developing
countries, Ghana has lost many of its health care pro-
fessionals to the higher-paying industrialized world.
Ghana’s two medical schools graduate 200 new doctors
each year. Yet, the number of doctors in the country has
remained at around 2000 for each of the past 10 years.
Loss of nurses is even more problematic, as many are
being actively recruited by agencies from developed
countries. Even within the country, there is a silent
migration of qualified doctors and nurses from rural
facilities to urban areas. Efforts at promoting Essential
Trauma Care will be meaningless unless we can assure
an adequate health care work force. Thus, efforts to
promote Essential Trauma Care need to link with efforts
to stem the brain drain.

Wars and Civil Strife
Parts of northern Ghana have seen repeated ethnic
conflict. Health care personnel have left the conflict areas
for fear of their lives. In addition huge sums of state re-
sources are directed toward peace keeping, thus hin-
dering provision of social services such as health care.
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Poverty
Many of the services in Ghana’s health care system
need to be paid for at the time of use, sometimes prior to
use. This has represented a considerable barrier to
trauma care, especially for the poor. In an effort to make
health care more affordable, the government has imple-
mented the nationwide Health Insurance Scheme. Al-
though the annual contribution to this can be as low as
US$6-$7, even this amount is unavailable to many fam-
ilies who exist on the daily minimum wage of $0.50 and
especially rural families that do not even earn the mini-
mum wage. This individual poverty is compounded by the
actions of the World Bank and the International Monetary
Fund, which have imposed tight financial restrictions on
Ghana’s economy, including limitations on the amount

that may be spent on health care.

CONCLUSIONS

The Essential Trauma Care Project has helped to cat-
alyze improvements in trauma care in Ghana. It has
provided trauma care clinicians with a tool for advocacy in
approaching officials in our Ministry of Health. It has
served as a foundation to build on in partnering with other
stakeholders in trauma care, including the WHO country
office. These interactions led to a high-profile stakehold-
ers meeting, titled Road Safety and Essential Trauma
Care, which represented the highest level attention to
trauma care in the country thus far. This meeting gener-
ated a set of policy recommendations that were pre-
sented to Parliament for study and, it is hoped, adoption.
To convert these recommendations to solid, sustainable
action in improving care for the injured, we need to con-
tinue to engage in advocacy and work with Parliament,
the Ministry of Health, the WHO country office, and other
stakeholders, as well as to confront the deeper problems
of Ghana’s brain drain and poverty.
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