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Dear Colleagues,

Welcome to GDDA-UK 2008 Autumn Scientific Conference, and Fundraising Dinner at the Hilton, Croydon.

On the occasion of our second annual conference and 3rd AGM we are proud to present what we hope will
be an exciting, thought-provoking and fun -packed event. As organisers of the event, it has been a worth-
while tireless journey of 11 (eleven) months leading to this special weekend for GDDA-UK 2008.

Our organisation has gone from strength to strength in spite of our relative youth. Our annual event’s
brochure offers you an opportunity to read about our achievements to date, as well as informing you about
what to expect on this special weekend.

This year’s conference and brochure offers a broad range of insights, advice, scientific facts and opinions on
topics as diverse as medical, brain-drain/ brain-gain and innovations in health care provision. These are to
be delivered by a high calibre of speakers who are respected in their various fields of expertise. We aim to
provoke and stimulate ideas and debate, and we have no doubt everyone will leave with a new sense of
higher purpose about GDDA-UK.

Of course, our dinner -dance is our grand finale which will ring in our ears for another twelve months till we
meet again in 2009!!!!

Yours sincerely

PAMELA ABBAN OHENE- DJAN CHRIS VONDEE

Ghana Cocoa
Marketing
Company (UK) Ltd

SPONSORED BY:
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WELCOME MESSAGE
FROM THE PRESIDENT
OF GDDA UK
Time flies indeed and here we are again, suddenly we have
another GDDA-UK (Ghanaian doctors and dentists
Association-UK) event which has in my view finally solidified
the foundations of this organisation in the 3rd year of its
formation. Initially we as a core group felt we could not
continue the status quo and simply couldn’t ignore the
health issues facing Ghana in this fast changing world. We in
the medical diaspora continue to encourage our colleagues
here and around the world to help contribute in the
development of our health system in Ghana, with emphasis
on reaching out to the poor ordinary people in Ghana which
is our goal and my personal goal as well.

Over the past two years after the usual difficult start most
organisations go through, we have managed to plan and
donated books to Ghana’s medical schools last year in 2007.
We have also managed to volunteer our expert medical
knowledge to the benefit of Ghana right across elite
academia to the medical care of the poor in the villages of
Ghana. This is a new type of volunteerism by Ghanaians in
an organisation which speaks with one voice for Ghanaian
healthcare professions for the benefit of Ghanaians
regardless of the level of access to healthcare in Ghana. This
project the first of its kind will be an annual one with our aim
of turning Ghana’s brain drain to brain gain from the medical
provision point of view. This volunteer project took off only a
few weeks ago when 12 medical experts from the GDDA-UK
went to Ghana to do a 2 weeks voluntary work. This was
highly successful thanks to our colleagues in the Ghana
healthcare delivery system, the ministry of health, his
excellency Mr.Annan Cato the Ghana high commission in
London, MIDA (Migration for development in Africa) Ghana
health project etc. The co-operation of these agencies/
colleagues have made it possible for this project to be a
kick-start for the beginning of medical brain gain for our
dear mother Ghana.
We will need to continue these co-operation and
partnerships with these organisations to the benefit of all
Ghanaians and eventually Africa in the future. We will need
more volunteers for next year and beyond. Please contact
our website (www.gdda-uk.com) to register to be a member
and volunteer. I must personally and on behalf of the entire
GDDA-UK membership congratulate all the following
members who took part in this noble cause in helping our

dear mother Ghana. They are Drs. Pamela Ohene-Djan,
Chris Vondee & Nana Acheampong (Dental surgeons), Drs.
Dennis Danso & George Morgan (Obstetrics & Gynaecolog),
Dr.Ernest Ahiaku(Urology), Dr.George Oduro - A&E, Trauma
Medicine), Dr.Kofi Adu (Paediatrics), Dr.Alex Owusu-Ansah
(Cardiology), Dr.Sam Debrah (General Surgery) and Dr.
William Kedjanyi, Ear Nose &Throat Surgery.

At this point in time, can we spare a thought for the role of
MIDA, an organisation which has and will continue to be
responsible for the financial aspect of this important rolling
project. I will encourage all GDDA-UK members to read their
information details (as distributed tonight) as it’s likely
GDDA-UK will in the near future partner MIDA in this annual
project. This will only benefit Ghana’s healthcare system’s
progressive march into the future of brain gain.
We now have a new challenge into the future for all GDDA-
UK members and our non GDDA-UK member colleagues.
The membership numbers is still woefully low and I will
encourage all non GDDA-UK members out there to please
register and help with our activities to ease the burden of
the few executives who are almost single handedly making
these events possible. As we all enjoy this occasion tonight
we must spare a thought for our poor brothers and sisters in
Ghana and Africa and dig deep to donate to GDDA-UK’s
charity work both here in the UK and in Ghana/Africa.

Thank you all once again for your support, thoughts,
contributions and attendance of GDDA-UK’s third
AGM/Dinner Dance and scientific meeting 2008 in London
Croydon and hope that there will be more to come in the
future. May God bless you all.
I wish you all a pleasant and unforgettable memorable
evening.

With Kind Regards,
Dr.Anthony Annan
President GDDA UK 6th September 2008
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GDDA- UK: A BRIEF HISTORY
The Ghanaian Doctors and Dentist Association UK (GDDA-UK) is a charitable
Organisation formed on 11th February 2006. It is for all doctors and dentists of Ghanaian origin,
ancestry or affiliation who are resident in the UK. It is essentially an organisation, which aims to speak
with one voice for all its members in various aspects of their lives and careers in the UK as well as their
contribution to Ghana in the Health sector.

OBJECTIVES

ADVOCACY

Contribute to the shaping of health care policy through interactions with government, the public,
businesses and the health-care industry.

PRACTICE ENHANCEMENT

Advance the practice and promotion of evidence-based practice by doctors and dentists of Ghanaian
descent in the UK for the benefit of the UK and Ghanaian public.

EDUCATION

n To encourage the study of and the research into trans-cultural issues in the areas of specialisation of
members and promote best practice in the treatment of medical and dental conditions of relevance
to the British and Ghanaian public.

n Promote evidence-based innovative education for doctors and dentists that encompass the art,
science and socio-economics of healthcare in the United Kingdom and Ghana.

n Collaborate with other Ghanaian doctors and dentists in Ghana and abroad in the acquisition,
exchange and dissemination of medicine and dentistry for the benefit of the peoples of UK and
Ghana everywhere.

COMMUNICATION

Promote the unique role and value of contributions to healthcare in the United Kingdom made by
Ghanaian doctors and dentists in particular and International Medical Graduates in general.
To highlight these contributions to the public, government, businesses, the health-care industry and our
members.

COMMUNITY SERVICE

Promote social integration of members with the wider UK community on the basis of equality.

HEALTH OF THE PUBLIC

Assume leadership role in health promotion, disease prevention and chronic disease management.

WORKFORCE

Develop, facilitate and implement innovative programs to meet the medical and dental workforce
challenges in Ghanaian communities in Ghana and the UK.

OUTREACH

To harness the resources of its members towards the health promotion communities in Ghana and the
United Kingdom.

COLLABORATION

To collaborate with any persons, bodies or agencies in advancing and achieving the objectives of
GDDA-UK.
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Venue: Weatherill Suite, Hilton Hotel Croydon

Date: Sat. 6th Sept. 2008

Event Organisers: Dr Pamela Abban Ohene-Djan &
Dr Chris Vondee

PROGRAMME OF EVENTS

MORNING SESSION:

Theme: Scientific Conference: - Common Ailments
Affecting People of African Descent

Innovations:- Bringing the Future into the Present

SCIENTIFIC CONFERENCE

09:00 Registration / Coffee

10:00 Welcome & Introduction:-
Dr Pamela Abban Ohene-Djan – Event Organiser

Opening Address -
President GDDA-UK - Dr Anthony Annan

Short Remarks-
HE Mr Annan Cato, Ghana High Commissioner UK

10:20 Determinants of Physician Migration, Survey Results -
Prof. Alan Winters
Introduction by Mr Sam Debrah – Chairman, Events
Committee

10.40 Hypertension – Dr Dwomoa Adu
Introduction by Mr Sam Debrah – Chairman, Events
Committee

11:10 Coffee

11:25 Fertility Problems in the Afro-Caribbean Population -
Dr M. Ah- Moye
Dr Andy Glew
Introduction by Dr Pamela Abban Ohene-Djan

11:55 Innovations- Establishing Healthcare Facilities in
Developing Countries:
A Guide for Medical Entrepreneurs. – Ms Seung-Hee
Nah (World Bank)
Introduction by Dr Pamela Abban Ohene-Djan

12:15 Questions

12: 45 Closing Remarks:
Dr Chris Vondee- Event Organiser

13:00 LUNCH

14:00 3RD Annual General Meeting
Annual Report – Mr William Kedjanyi
(Secretary GDDA- UK)

Full agenda on supplementary AGM Agenda

15:00 Close

GDDA-UK FUNDRAISING DINNER
DANCE
6TH SEPTEBER 2008

EVENING PROGRAMME:

Venue: Weatherill Suite, Hilton Hotel Croydon

Time: 19.00 – 01.00

Dress Code: Formal/ Traditional

Music: Garshong Ensemble
DJ Mixmaster Zicks

M.C. : Mr Kwadwo Koram & Mr Ernest Ahiaku

18:30 Arrival of guests

19:00 Seating

19.30 Opening Prayer- Rev Ray Djan

19:35 Introduction & welcome by Mr William Kedjanyi
GDDA- UK Secretary

19:40 Address: His Excellency Mr Annan Cato
Ghana High Commissioner to the UK

20:00 DINNER

21:00 Proposal of Toast - His Excellency Mr Annan Cato
Ghana High Commissioner in the UK

21:05 Reply to Toast - Mr William Kedjanyi
GDDA- UK Secretary

21:10 Fundraising: Raffle Draw Mr Ernest Ahiaku /
Dr Naa Adjeley Ahiaku

22:00 DANCING

23:30 Vote of thanks- Dr Pamela Abban Ohene-Djan
Conference & Dinner Dance Co-ordinator

01.00 Carriages

GDDA- UK AUTUMN SCIENTIFIC CONFERENCE,
3RD AGM / FUNDRAISING DINNER DANCE 2008
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SPEAKERS’ PROFILES

DWOMOA ADU

Dr Dwomoa Adu is currently a consultant nephrologist
at the Queen Elizabeth Hospital, Birmingham and
University of Birmingham.

He has a keen interest in postgraduate education in
Nephrology having served as Chairman of the United
Kingdom Nephrology Training Committee. In addition
he has served as Regional Adviser and elected
Councillor of the Royal College of Physicians of
London, serve on the Council of the Kings Fund (a
health policy organization) and was Chairman of the
Renal Association Clinical Trials Committee in 1993-
2000.

Dr Dwomoa Adu was president of the Nephrology
section of the Royal Society of Medicine in 2000-2002
and is currently a member of the Africa Subcommittee
of ISN COMGAN

Dr Dwomoa Adu has publishes in excess of 25
scientific articles. His clinical research is oriented
towards assessing disease activity and damage in
patients with lupus nephritis and vasculitis and
developing clinical trials of therapy. He, together with
other colleagues developed the internationally
recognised Birmingham Vasculitis Activity Index and
Vascular Damage Index which are considered the gold
standard indices.

Clinical trials in vasculitis and lupus that he has lead
and participated in have defined improved ways of
treating vasculitis and lupus nephritis.

A second strand of his research has been on the
immunopathogenesis of vasculitis. These studies have
helped define mechanisms of disease which in turn are
leading to novel treatment therapies. His immuno-
genetic studies now seek to define the genetic basis
for damage in the vasculitides.

Dr Dwomoa Adu holds a BA, MA, MB, B Chir, and MD
from Cambridge and is a fellow of the Royal College
of Physicians of London.

MICHAEL AH-MOYE

Dr Michael Ah-Moye graduated at The London
Hospital Medical College, University of London in
1976. He specialised in Obstetrics and Gynaecology,
became a Member of the Royal College of Obstetrics
& Gynaecology in 1982, and received his Fellowship
from the Royal College in 1998.

Most of his Obstetrical and Gynaecological specialist
training were conducted at the Academic Department
of St Mary’s Hospital (now Imperial College). His early
interest in Infertility resulted in a six months exchange
to Baltimore USA, where he studied microtubal
surgery, the only solution for tubal infertility at the
time. On his return, he became a Lecturer in
Obstetrics & Gynaecology at Oxford University and an
Honorary Senior Registrar at The John Radcliffe
Hospital in Oxford. It was there that he became
involved in the very first IVF treatment carried out in
Oxford.

In 1985 he left Oxford to help set up the IVF Clinic at
The Wellington Hospital in London, under the
directorship of Professor Ian Craft, a pioneer in the
field of infertility. The clinic was soon established as
the largest IVF centre in the world based on the
number of patients treated, until it moved to a new
venue in 1990. During this period Dr Ah-Moye was
also an Honorary Clinical Lecturer at University College
Hospital, London.

In 1989 Dr Michael Ah-Moye resigned his post as
Deputy Medical Director of the IVF Clinic at the
Wellington Hospital. He opened the Essex Fertility
Centre at The Holly House Private Hospital in Essex
with the assistance of his embryologist colleague Andy
Glew, and it soon became one of the most successful
fertility centres in the United Kingdom. Ever since the
HFEA (Human Fertilisation & Embryology Authority)
published League Tables of success rates for IVF clinics
in the UK, the clinic has featured consistently in the
top five in the UK. After 19 years in Essex, due to the
need for better facilities and to meet the new EU
Tissue Directive, the entire unit relocated to their
brand new, purpose built clinic at Bishops’ College in
Cheshunt, Hertfordshire in Jan 2008, and renamed the
unit as the Herts & Essex Fertility Centre.
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SEUNG-HEE NAH

Ms. Nah is currently a Principal Special Operations Officer at
the International Finance Corporation, which is a part of the
World Bank Group based in Washington, DC. IFC is a
development institution focused on development of the
private sector.

Ms. Nah has been with the IFC for over 20 years. She
started with the IFC’s Corporate Planning and Budgeting
Department, and moved to the Corporate Finance
Services Department, which specialized in corporate
restructuring and privatization programs.
In the mid-1990’s she joined IFC’s East Asia
Department where she worked mostly on China and
Korea. When IFC created a new Health and Education
Department in 2000, Ms. Nah joined it and worked on
developing new projects, evaluating and processing
new investments, as well as monitoring investment
portfolio projects. Since 2004, she has been with the
Department of Special Operations, where she has
been managing projects in Bosnia and Herzegovina,
Jordan, and Egypt.

Ms. Nah has worked on various regions and countries,
including Ghana, Kenya, Uganda, Zimbabwe, Senegal,
Nigeria, and South Africa, Poland, the Czech Republic,
Mexico, Brazil, Ecuador, China, Korea, Mongolia,
Thailand, Indonesia, the Philippines, Cambodia,
Vietnam, Bosnia and Herzegovina, Jordan and Egypt.
Projects that have been managed by Ms. Nah were in
the general manufacturing, financial services, airline
service, chemicals and petrochemicals, and health and
education.

Ms. Nah holds an MBA and a BBA from the George
Washington University in Washington, DC.

L ALAN WINTERS

L Alan Winters returns as Professor of Economics in
August 2007. He is a Research Fellow and former
Programme Director of the Centre for Economic Policy
Research (CEPR, London) and has previously worked in
the Universities of Cambridge, Bristol, Wales and
Birmingham.

He was Director of the Development Research Group
of the World Bank (2004-07), the world’s largest and
leading group of development economists, and had
previously been Division Chief and Research Manager
(1994-99) and Economist (1983-85) in the Bank. He has
been editor of the World Bank Economic Review,
associate editor of the Economic Journal, and serves
on numerous editorial boards. He has also advised,
inter alia, the OECD, DfID, the Commonwealth
Secretariat, the European Commission, the European
Parliament, UNCTAD, the WTO, and the Inter-
American Development Bank.

L Alan Winters is one of the world’s leading specialists
on the empirical and policy analysis of international
trade and has recently also worked on migration and
the brain drain. He has published over two hundred
books and articles in areas such as regional trading
arrangements, non-tariff barriers, European
Integration, transition economies’ trade, international
labour mobility, agricultural protection, trade and
poverty, and the world trading system. He has also
published on small economies, global warming,

SPEAKERS’ PROFILES
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pricing behavior and econometrics.

ARTICLES
BRAIN DRAIN
IS IT GHANA’S TURN TO GAIN?

MR SAM DEBRAH

What does it take to make a young professional decide to
leave the comforts of country, friends and loved ones to
seek greener pastures elsewhere? This question has been
with us as far back as the 18th Century when William
Anton Amo, a native of Elmina left the shores of his
country and eventually rose to the dizzy heights of
Professor of Psychology in Germany.

More recently several reasons have been adduced as the
operant factor in such a move. The absence of good
training opportunities at home is a powerful reason
enough to make the able and willing leave home. In the
case of the young doctors a decade or so ago,
advancement of the medical careers was an undoubted
“push” factor. This decision was made even easier with
the political climate being so volatile and unstable with
uncertain governance at the time. But perhaps the
greatest “push” factor is the financial advantage. As in all
these things it is probably the catalytic effect of the
combination of some of or all of the above that finally
becomes the last straw that breaks the camels back and
initiate the move.

The answer will be known later in the year when a
definitive research work being undertaken by the
Development Research Unit of the World Bank comes
out. Professor Alan Winters and his team at the World
Bank are researching into the determinants of Physician
migration using Ghana as a model. They hope to study
not only Physician migration from Ghana but also the
choice of location within country.

The information gained would be shared with
Governments and other stakeholders to influence
change.

It is known that during the decade 1990 to 2000 between
1.5-2.0% of the total workforce of Ghana migrated to the
18 OECD communities (Usually to USA and Great Britain).
45% of the above migrants had University degrees.
Recognising that only 5% of the total workforce during the
years of this study has university degrees then the very
high attrition rate from Ghana of university educated
young adults during those years can be better appreciated.

ECONOMIC AND SOCIAL COSTS

The detrimental effects of the brain drain cannot be
over-emphasised. Those who tend to leave are the
best motivated, physically able, young and enthusiastic
professional talents. This loss due to the so called

“Positive selectivity” is perhaps the most disastrous of
all the negative consequences of brain drain. This
apart, the nation also suffers as a result of loss of
services to education and healthcare.

BENEFITS

There is no doubt that the impact of brain drain to low
and middle income countries is detrimental overall. But
what is the good side of this phenomenon? Countries such as
Ghana, Philippines and India earn substantial foreign
exchange through remittances from migrants to friends
and family back home. They contribute by funding the
education and healthcare of relatives as well as invest in
businesses and housing with all of its secondary benefits.
There are also the crucial benefits of technical assistance
and technology transfer. Finally there is the huge benefit
due to the return of migrants with higher level of skills.

BRAIN CIRCULATION

This human capital, an element of brain circulation, will be of
immense benefit to Ghana. I can see elements of the “pull”
factor reaching critical mass very soon and will attract migrant
Ghanaians back home.

Firstly, the political climate is right and there is good
governance. The diasporans of the 1980’s and 1990’s
have reached maturity and with their children having
flown the nest they can no longer resist the nostalgic
urges to go back home.

Finally there is the overwhelming factor of the economy.
No matter which political party is in power with our new
found oil wealth the economy is surely bound to be in
good shape. This therefore will be the greatest pull factor
and catalyst for the diasporan return and harnessing of all
our rich human capital. It is at last Ghana’s turn to gain
from the brain drain.

Mr Sam Debrah
National Chairman, Events & Organisation
GDDA-UK
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COSMETIC AND
RECONSTRUCTIVE DENTISTRY
IT’S NOT THE PRESERVE OF THE
RICH AND FAMOUS!

DR P ABBAN OHENE- DJAN

Never in the history of humanity has the pursuit of image
and beauty become more viable and accessible than any
time before.
The desire to achieve the divine proportions of symmetry,
harmony and well being by an increasingly affluent
human global population has lead to some spectacular
advances in all aspects of cosmetic surgery. This quest
transcends gender, race or religion.

Cosmetic and reconstructive dentistry is the area of
dentistry which seeks to improve an individual’s physical
appearance and self image by enhancing, improving and
shaping the appearance of the dento- alveolar-facial
complex (the gums, teeth, bone structure and related
musculature) to achieve the best possible facial
aesthetics.

Aesthetics is a subjective visual perception which is
heavily influenced by society’s expectations, advertise-
ments and the media.

Oxford advanced learners dictionary defines aesthetics as
‘concerned with beauty and art and the understanding of
beautiful things.’

In reality, cosmetic and reconstructive dentistry is
becoming more and more popular. Advancements in
modern technology means that procedures are more
readily available and the cost is within reach of the
ordinary person.

The American Society of Plastic Surgery in 2006 recorded
over 11.5 million cosmetic surgical and non-surgical
procedures e.g. liposuction, breast augmentation, botox
and laser hair removal .This is an increase of 447% since
1997.

Cosmetic and reconstructive dentistry can take various
forms. It can be a simple but effective improvement of
the aesthetics of a single tooth or at the other extreme
end, whole mouth reconstruction.

The colour, shape and form as well as position of the
teeth can be corrected to improve facial aesthetics.

Below are some of the recorded effects poor dento-facial
aesthetics has on individuals;

n Increased self consciousness

n Reduced self esteem

n Distress and depression

n Social impairment

n Reduced opportunities for professional advancement

n Dysmorphophobia- psychotic preoccupation for
perfection of ones physical appearance

SOME AVAILABLE TREATMENT OPTIONS:

TEETH WHITENING

This is by far the most popular dental cosmetic
procedure. Teeth can be whitened by a more gradual
procedure – home bleaching method or by a faster in-
surgery procedure – power or laser bleaching.

Uses
n Single discloured front teeth

n Whole mouth dicolouration

VENEERS

These are thin layers of composite resin or porcelain which
are bonded to the outer surface of a tooth. Porcelain
veneers have very good characteristics, they are very life-
like, smooth and retain their colour.

Use
n Close gaps between teeth

n Improve discoloured teeth

n Reshape malformed teeth, poorly shaped teeth

n Improve worn down teeth

n Improve crowding

n Correct asymmetries

n Enhance lip plumpness

ORTHODONTICS

This is the means of correcting poorly aligned teeth by
the use of braces to move the teeth into the ideal
position.
Braces take the form of conventional removable or fixed
braces. To address the issue of aesthetic braces which is
more acceptable to adults, there has been in recent
times, the introduction of Invisalign, which is a clear
near invisible mouth-guard like brace.

Uses
n Tooth rotations

n Over- crowding

n Gaps between front teeth

n Generalized spacing

n Proclined teeth that stick out

n Asymmetry

ARTICLES
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CROWNS

These are restorations fitted to fully cover a tooth.
Crowns are generally made of porcelain or gold.
However, porcelain crowns provide the closest match to
natural teeth.
Uses
n As for veneers

MISSING TEETH

This can result in poor aesthetics and unappealing gaps,
difficulty in functioning- eating and speech, sagging of
the facial muscles resulting in a sunken-in appearance,
premature age lines.

Properly deigned prostheses can be used to replace
missing teeth such as;
Dentures- removable prostheses which rely on the teeth
and gums for support
Bridges- fixed prostheses which relies on the teeth for
support
Implants- fixed prostheses embedded in the bone which
support replacement teeth. These are independent of the
teeth and gums.

JAW RECONSTRUCTION

Poor facial proportions can occur when the lower jaw is
set too far back – small/ diminutive chin or too far
forward- long chin. In these situations, the lower jaw can
be reconstructed to correct the facial disproportions.

In conclusion, cosmetic and reconstructive dentistry seeks
to correct and improve the aesthetics of the dento-facial
complex. It is however limited by the individual’s bone
and muscle structure as well as the interrelation between
their teeth, jaws, gums and facial tissues which is all
predetermined genetically. It is therefore important that
anybody embarking on cosmetic surgery needs to have
realistic expectations from the onset.

American Society of Aesthetic Plastic Surgery, Cosmetic
Surgery National Data Bank 2006 Statistics. New York:
American Society of Aesthetic Plastic Surgery, 2007

Preoccupation with one’s appearance: a motivating factor
for cosmetic dental treatment? A De Jongh et al British
Dental Journal 2008; 204: 691-695

Dr Pamela Abban Ohene- Djan
GDDA-UK Vice Treasurer & Event Organisor

THE SHAME OF
MATERNAL MORTALITY
IN AFRICA
HENRY ANNAN, GEETA AGNIHOTRI, OLA OLOWU

Department of Obstetrics and gynaecology,
Whipps Cross University Hospital. London E11 1NR UK

The World Health Organisation (WHO 2005) estimated
global maternal mortality at 536,000, of which 99%
occurred in developing countries.
A further 9 million women suffer complications that can
result in lifelong morbidity. Over 90% of the deaths may
be avoidable by simple affordable methods. Each
maternal death has wider repercussions for the family and
society.

The major direct causes are haemorrhage, infection, unsafe
abortion, hypertensive disorders and obstructed labour.
These conditions interact with the socio-cultural
environment and account for over 90% of deaths.

The fifth Millennium Development Goal (MDG 5) aims to
reduce maternal mortality by 75% by 2015, ie reduce the
maternal mortality rate (MMR) from 440 to 50 per
100,000 globally. Available statistics (UN 2005) show that
there is a 50 times greater chance of a woman dying in
developing regions compared with developed countries.
A recent survey of 125 countries revealed a trend in the
10 countries with the highest MMR;

n Approximately 10% of women were attended by
health
professionals during delivery

n 75% of women are anaemic during pregnancy

n Less than 5% of women have effective family
planning

n Less than 10% literacy rate exists amongst this risk
group

n 75% or more have poor sanitation

CHALLENGES AND SOLUTIONS

The main barrier to improving maternal health remains
poor access to good quality, comprehensive ie sexual and
reproductive, health services. Increased numbers of
healthcare workers are essential.

Non-health interventions also need to be improved
including water and sanitation, transport and
communication.

ARTICLES
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LIMITED DATA AVAILABILITY

Assessing progress is hampered by limited data
availability. Only 64% countries provided data.

GOVERNMENT ACTION PLANS

Globally, governments have instigated measures to
address the problems. In 1987, WHO and UN agencies
launched the Safe Motherhood Initiative. In 2004, the
Department for International Development (DFID) spent
£32.3 million, funded by the UK government.

The Initiative for Maternal Mortality Programme
Assessment (IMMPACT), a global research initiative
provides statistical tools for collecting data and
measuring outcomes eg work with collaborative
researchers in Ghana on the evaluation of fee-exemption
for delivery showed a resultant increased proportion of
deliveries in health facilities.

The Maternal and Neonatal Program Effort Index (MNPI)
funded by the U.S. Agency for International Development
(USAID) 2000 is a tool that reproductive health care
advocates, providers, and program planners use to:

n Assess current health care services

n Identify program strengths and weaknesses

n Plan strategies to address deficiencies;

n Encourage political and popular support for
appropriate action and to track progress

The education of and an improvement in healthcare for
women has been highlighted as a human rights issue.
Global initiatives involving organisations, international
(WHO, UNFPA, UNICEF, IMMPACT, WAHO, EBCOG, Bill
and Melinda Gate Foundation FIGO) and national
(RCOG, DFID) exist to:

n Gather data

n Raise the profile of the problem

n Address social and economic barriers to access to
health and education

n Disseminate information about evidence-based
interventions and strategies to help improve
healthcare

n Continue to develop and apply new knowledge

Political motivation to allocate resources for education,
free antenatal care, with a medical infrastructure that

facilitates early detection of problems and timely
management and transportation to centres for further
care is vital. Low cost implementable treatments are
available for the leading causes of maternal mortality.
Additional benefits will be the associated reduction in
maternal morbidity and the benefits for the family along
with society as a whole. Further statistics are required to
assess the true scale of the problem, globally and to
monitor the progress of the changes made. Is MDG5
achievable?

Henry Annan, Geeta Agnihotri, Ola Olowu

Department of Obstetrics and gynaecology,
Whipps Cross University Hospital.
London E11 1NR UK

SOME THINGS YOU WANTED TO
KNOW ABOUT CHILDREN’S
DENTAL CARE BUT DIDN’T ASK

WHEN DOES A CHILD’S DENTAL CARE BEGIN?

This really starts during pregnancy as the teeth begin to
form long before birth. In fact any disturbance to the
health of either the unborn child or the mum at this stage
could result in permanent changes to the appearance
and/or the structure of the tooth material in both the
baby and adult teeth. The disturbance referred to is
commonly an illness on the part the mum or the
developing child or the administration of medication
during pregnancy. For instance, the use of tetracycline
antibiotics especially in the first trimester of pregnancy
could result in dark yellow banding in the permanent
teeth, the width of the band corresponding to the
duration of use of the medication.

If you are pregnant, it is essential to have a dental check
up and any necessary treatment and to eat a balanced
nutritious diet in order to get an adequate amount of
vitamins and minerals.

WHEN SHOULD I EXPECT MY CHILD’S FIRST TEETH?

Even though this varies from child to child, they generally
begin to break through the gums (erupt)at about 6
months of age till 3 years when all the 20 baby teeth
would have completed their eruptions. Often the lower
middle ones are the first to erupt followed by the upper
middle ones. All the baby teeth are usually lost between
the ages of six and eleven, but again, there may be
variations to the timing. The first adult (permanent) teeth
erupt at age 6 and the last teeth (usually the wisdom
teeth) erupt between the ages of 12-21.

ARTICLES
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WHEN SHOULD I TAKE MY CHILD TO SEE
THE DENTIST?

As a general rule, I advise my patients to see the dentist
as soon as their first pair of teeth appears and thereafter
regularly as the dentist recommends. This has two main
advantages- the child gets used to the idea of visiting the
dentist to ‘have their teeth counted’ and any problems
can be detected and either fixed or the appropriate
preventive measure instituted. A problem like ‘bottle
caries’ which is often caused by children going to sleep
with a bottle of sweet or sugary drinks can be picked up
earlier on by the dentist if there is a regular check up
regime. In practice, it tends to affect children who do not
attend regularly.

AT WHAT AGE SHOULD CHILDREN
START BRUSHING?

Brushing should start as soon as the teeth erupt. This
keeps the teeth and gums healthy and provides a good
model for what he or she will do in the future. Initially, it
may not be possible to use a brush until a fair number (4
or more) of teeth have erupted. It is suggested a small
cotton wool bud/soft cloth/gauze pad be used with a tiny
amount (a smear) of toothpaste to clean them at this
stage (remember the ingestion of too much toothpaste
can be harmful in many ways). It is recommended to use
a pea size amount of fluoride toothpaste to brush from 1
yr of age. Brush your child’s teeth for the first few years
until he/she can do it alone (usually from age 3). Teach
your child not to swallow the toothpaste and do remember
to supervise and check for proper cleaning. A useful tool
to check for retained plaque after brushing is the
disclosing tablet. They are chewable and will colour any
plaque left on the teeth after the child brushes. It is
important not to warn the child about the intended use
of the tablet. This allows you to see the true areas of
neglect and highlights these to the child as well.

Make brushing time fun by singing to the brushing action,
letting the child watch you brush or brush together. Some
children are difficult to bring on board - let him/her play
with the brush, chew on it etc. A singing, talking or
flashing brush may be helpful in these cases. Persistence
is the name of the game in very difficult cases. It does
help if they see other kids brushing their teeth.

THE QUESTION OF BAD BREATH (HALITOSIS)

Though uncommon, bad breath can be a problem in
some children creating much anxiety for their parents.
Bad breath can be an embarrassing problem for children,
as well as parents. Bad breath can be a symptom of
various conditions including: postnasal drip, dry mouth,
dental problems, and sinusitis. Halitosis can be caused by
oral sources, non-oral sources, and psychological
problems. Halitosis in children is often due to the
decomposition of mucus secretions and debris which
accumulate on the tongue, in the nose, and between the
teeth.

ORAL SOURCES OF HALITOSIS

n Dry mouth (xerostomia)

n Bacteria & debris on the tongue

n Dental problems:- abscess, tooth decay, family
dental restorations

n Oral fungal infection
n Gum disease
n Oral cancer:

NON ORAL SOURCES OF HALITOSIS

n Respiratory and sinus conditions:
n Kidney failure
n Helicobactor pylori infection
n Diabetes
n Medications
n Menstruation

TIPS FOR PREVENTING HALITOSIS:

Children should brush their teeth three times a day with a
soft-bristled toothbrush. They should use dental floss
every day to help reduce mouth odour. Children younger
than 8 years of age will need to have their parents help
them floss.
Children should gently brush the posterior part (dorsum)
of the tongue with a soft-bristled toothbrush every day.
Children should eat a good breakfast, as this will
stimulate the flow of saliva and reduce oral microbial
levels. Eating fibrous foods is highly recommended.
Children with halitosis should rinse frequently with water,
and drink plenty of fluids to help reduce dry mouth.
Chewing sugar-free gum will also help stimulate salivary
flow.
Children should always avoid alcohol-containing mouth
rinses, as they dry the oral tissues and may cause oral
tissue sloughing. Remember that mouthwashes can
poison young children, and should be kept out of reach
of toddlers.
Children should visit their dentist and physician regularly.

THE SMALL MATTER OF THUMB/FINGER SUCKING

Thumb- sucking is normal in babies and young children.
A natural sucking instinct leads some babies to suck their
thumbs during their first few months of life, or even
before birth. Babies may also suck on their fingers, hands
or items such as pacifiers. It is estimated that about 70% -
90% of children suck their thumbs but most stop on their
own between the ages of 3 and 6.
Thumb-sucking in children younger than 4 is usually not a
problem. Children who suck their thumbs after the age of
5 are at risk of developing speech and dental problems.
In rare cases, thumb-sucking after age 5 is in response to
an emotional problem or other disorder such as anxiety.
A health professional’s evaluation of the child in this case is
useful. Most other children stop sucking their thumbs after
simple treatment measures are introduced.
As space will not allow us to explore the treatments available
for thumb-sucking it is strongly recommended that you
speak to your dentist as soon as you notice thumb-sucking
and be sure to go for regular checkups so progress of the
condition is monitored and the appropriate intervention
instituted.

C. Vondee, BDS(Gh), LDS RCS(Eng)
Additional material from Healthwise (internet) and Daniel
Ravel DDS(Pediatric Dental Health)©2003(internet
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2007 Conference
MIDDLESBROUGH

So soon a year has whizzed by but the memories are forever fresh. Who can
forget The Ghana@50 Health symposium and Dinner Dance organised under the
auspices of the Ghana High Commission by GDDA-UK.

The exciting weekend began with an opening ceremony hosted by Ghana Union
Teesside. One can vividly remember the enduring spectacle of young, beautiful,
Ghanaian dancers resplendent in short native skirts gyrating to rhythms of
highlife and afro-beat.

The Health symposium on saturday was addressed by Hon Annan Cato, our
hardworking High Commissioner and the Deputy Minister of Health, Dr Gladys
Ashitey. Then there was that formidable panel of expert speakers to talk about
Ghana’s healthcare and the brain drain.

Prof Parry gave a critical review of Health and Healthcare delivery in Ghana since
independence. Prof Akosa contributed by indicating the strategic vision for the
future.

The overall view of the Health Services, Past, Present and Future was given by
the Director General of the Ghana Health Service, Dr Elias Sory. His journey took
us over the pre-independence era, through the Bamako initiative, to the modern
times and the Millenium Development Goals with focus on poverty reduction and
recognition of the critical nature of Health.

Prof Konotey-Ahulu spoke about brain drain or brain circulation from a personal
perspective and equated brain drain to Talent export. Prof Alan Winters
contribution by video was on determinants of physician migration and some of his
thoughts are echoed elsewhere in this brochure. Dr Trewby concluded the brilliant
morning with an entertaining speech on Ghana International Medical Graduates-
lessons from history.

The climax of the celebrations was the Saturday evening Dinner Dance .There
was no space on the dance floor! Buoyed by the success of last year’s
celebrations we eagerly await the Scientific Meeting and Annual Dinner Dance
2008 which I have no doubt will be the most successful ever

Goodbye Middlesbrough;
Welcome Croydon

By Sam Debrah, Chairman,
Events Committee





16

ACTIVITIES AND
CHARITY WORK BY
GDDA-UK FROM 2007
n Donation of 500 Oxford textbooks of Medicine and

Accident & Emergency to the medical schools/
Teaching Hospitals in Ghana including the libraries in
the various district hospitals in July 2007.

n Donation of a large quantity of recent prints of British
Medical Journals (BMJ) and 10 reference copies of Prof.
E Parry’s text book on Tropical Medicine to the medical
libraries in the Teaching and district hospitals and
Ministry of Health (MOH) Ghana in July 2007.

n Voluntary Health work by 12 GDDA-UK members in
August 2008 for a two week period in various Teaching
and district Hospitals in Ghana. This will be an annual
programme.

n The publication of health information leaflets on common
medical conditions like Hypertension, Sickle Cell and
Diabetes affecting the Ghanaian community in the UK
that will be available for free at the Ghana Embassy
premises and also Online.

FUTURE CHARITY WORK

To continue the annual voluntary health work in the various
hospitals and health centers in Ghana. To increase the
number of volunteers for this charitable work.
To do fund raising work to raise funds for disaster relief
projects in Ghana such as the recent flooding in Northern
Ghana.

GHANIAN DOCTORS AND
DENTISTS ASSOCIATON -UK
PRESENT BOOKS TO MINISTRY
Source: GNA (Ghana News Agency)

Accra, July 10 2007 Ghanaian doctors and dentists based in
the United Kingdom have agreed to take turns in visiting
home to provide free medical services for a period of time
starting from next year. This is to help make a real difference
in all specialties both at the primary care to the tertiary care
levels, Dr Anthony Annan, President, Ghanaian Doctors and
Dentist Association of the United Kingdom (GDDAUK), said
on Tuesday.

He said the Association aimed at making progressive,
practical and sustainable contribution to the health delivery
system in Ghana to benefit all.

“This vision is not going to be just a talking shop of an
organization, but an organization which can be relied upon
to deliver,” Dr Annan said when he presented over 500
textbooks on medicine and medical journals to the Ministry
of Health.

He thanked the Government of Ghana for waiving taxes on
the books thus making it possible for them to be cleared
easily. The medical books and journals are to be distributed
to the Ghana Medical School and the Ghana College of
Physicians and Surgeons. Dr Annan explained that the books
and journals were contributions of members of the
Association at their first annual meeting and fund raising
event in 2006, which brought together senior colleagues and
eminent professors of medicine and many other Ghanaian
health practitioners based in the UK.

He said apart from the volunteering services, he was linking
up with other colleagues in Ghana to establish a Centre of
Sports and Exercise Medicine in the near future, which was
his field of expertise. Dr Annan said the Association hoped
to develop, facilitate and implement innovative programmes
to meet the medical, surgical and dental challenges in
Ghana and also harness the resources of its members
towards health promotion and delivery.
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He said GDDAUK would collaborate with their colleagues in
Ghana and in the Diaspora in the exchange and
dissemination of medical and dental knowledge, advance
the promotion and study of research, evidence-based
medical and dental practice and contribute to the shaping of
health care policy through interactions with their colleagues
in government, businesses and the health care industry.

Dr Annan said it was their aim to help stem the brain drain in
the health care system and eventually reverse it and transfer
their medical skills back to Ghana.

Mr Dan Osman Mwin, Public Relations Officer, MOH, who
stood in for the Health Minister, thanked the Association for
showing loyalty to the nation and pledged the Ministry’s
support for all their programmes. He said though the issue of
brain drain had been condemned by most Ghanaians over
the past years its good aspects were yet to be reaped. Mr
Mwin said the Ministry would set up an office in Ghana for
the Association to encourage other Ghanaian health experts
living in other countries to also come home to support
health care delivery in the country.

VOLUNTARY HEALTH WORK IN
GHANA IN AUGUST 2008 BY
GHANAIAN DOCTORS & DENTISTS
IN UK (GDDA-UK).
The first major voluntary health work programme by
GDDA-UK took place recently in Ghana for a two week
period from 8th to 24th August 2008 inclusive of travel
dates.

This was part of the Associations commitment to return their
services and expertise to Ghana. Amongst other functions,
GDDA-UK is there to contribute to the shaping of health
care policy through interactions with government, the public,
businesses and the health care industry. The Association also
aims to develop, facilitate and implement innovative
programs to meet the medical and dental workforce
challenges in Ghanaian communities in Ghana and the
United Kingdom.

The group of 12 volunteers led by Mr William Kedjanyi an
ENT Surgeon comprised of a General surgeon (Mr Sam
Debrah), a Urologist (Mr Ernest Ahiaku), 2 Obstetrician
Gynaecologist (Mr George Morgan, Mr Dennis Danso)
a Paediatrician (Dr Kofi Adu),
3 Dental surgeons (Dr Pamela A Ohene-Djan, Dr Chris
Vondee, Dr Nana Acheampong), a Cardiologist (Dr Alex
Owusu-Ansah), a Chief cardiac technologist (Mrs Diana
Navarra) and a trauma surgeon (Dr George Oduro).

The preparatory phase of the programme was quite
protracted over several months despite our best intentions.
Our local counterparts in Korle-Bu Ghana were slow to
respond and commit to the programme until a few weeks to

the start date. It was also extremely tedious and
unnecessarily slow dealing with the Ghana Medical and
Dental Council to obtain the necessary registration. It was
envisaged that the local health professionals in Ghana would
draw up programmes which we could embed into. Such a
locally driven programme best addressed the service needs
of the communities. It also created an atmosphere of team
work and thereby removed any feelings of threats or
mistrusts in the minds of the local clinicians/ health
professionals that we were working with.
Originally our plan was to start the inaugural programme in
Accra and then role it out to the various regions in the
subsequent yearly visits. Following further consultations with
Ministry of Health (MoH), some GDDA-UK volunteers went
out into hospitals in the various regions of Ghana. These
included Tamale Teaching Hospital, Sunyani General
Hospital, Komfo Anokye Teaching Hospital, Atua
Government Hospital, and Atibie Government Hospital.

The whole group had induction, did clinical work &
operations, gave lectures, tutorials to Doctors & Final Year
medical students in Korle-Bu for the first 3 days before part
of the group left for the regions. Prof Nartey the New Chief
Administrator of Korle-Bu, Dr Ben Annan the Medical
Director and his deputy Dr Sam Asiamah received the
volunteers very well and made our stay very pleasant.
We had a press conference with the Ministry of Health
chaired by Hon Dr (Mrs) Gladys Ashitey the deputy Minister

of Health with representatives from Korle-Bu Teaching
Hospital and Ghana Health Service as well as the press
reporters from TV, the daily news papers and other journalist.
There were a few awkward questions regarding why we left
Ghana after our basic training which we dealt with very well.

We made it clear to the Ministry of Health that the GDDA-
UK Voluntary work is not only Service driven, as it has a
strong Academic input for teaching and training.
Part of this academia is geared towards the provision of
postgraduate revision lectures and tutorials to prepare
candidates for their exit fellowship exams to become
specialist. In the light of this we have had meetings with
UGMS, Korle-Bu Teaching Hospital Postgraduate programme
coordinators (Dr Efua Hesse) and the Ghana College of

ACTIVITIES AND CHARITY WORK BY GDDA-UK FROM 2007
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Physicians and Surgeons (Prof. Nyame) to help shape this.
We also had a preliminary meeting with Mr David Appiah
project manager for IOM/MIDA Ghana Health Project to
establish a collaborative partnership for future mutual
projects.

Another important area which GDDA-UK did address is in
the area of maternal health and Maternal Mortality. GDDA-
UK led by Drs George Morgan and Dennis Danso,
Consultants in Obstetrics and Gynaecology met with the
Dean of UGMS, Head of Department of Obstetrics and
Gynaecology and Ministry of Health to plan the setting up of
an Acute Life Support for Obstetrics (ALSO) in Korle-Bu. This
will be the first of its kind in Sub-Saharan Africa. It may even
attract participants from other African countries. The ALSO
centre will be in Korle-Bu teaching Hospital with the
inaugural course programme set for early next year.

The volunteers who went to the regions and districts
outside Korle-Bu were well received and looked after. All
volunteers did a great job.

The volunteers all kept a Logbook of their work over this
two week period including photos and video recordings
where appropriate. The various reports will be collated
into an official report of this inaugural voluntary health
work done this August 2008 in Ghana. The report will be
circulated to the various stake holders and GDDA-UK.
The report will also outline the subsequent nature of our
annual voluntary health work including lessons learnt and
recommendations.

On behalf of GDDA-UK, I will like to thank HE Mr Annan
Cato, Ghana High Commissioner to the UK, the Ministry
of Health Ghana, Korle-Bu Teaching Hospital, IOM and
UGMS and various individuals including Mr James Antwi
(Deputy Director Human Resources), Mr George Awuyah
from the MoH and Dr Samuel Asiamah Deputy Medical
Director Korle-Bu Hospital for their sterling work towards
the success of this inaugural voluntary work in Ghana.
Last but not the least, our sincere thanks goes to the
Ghanaian public that were so welcoming to us.

DDrr  WWiilllliiaamm  KKeeddjjaannyyii

LLeeaaddeerr  ooff  tthhee  GGDDDDAA--UUKK  VVoolluunntteeeerrss  ffrroomm  UUKK
SSeeccrreettaarryy  GGDDDDAA--UUKK

ACTIVITIES AND CHARITY WORK BY GDDA-UK FROM 2007
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CURRENT EXECUTIVES 
Dr. Anthony Annan
President (2006/07 - 2007/08)

Mr. Conrad Buckle
Vice President (2007/08)

Mr. William Kedjanyi
Secretary (2006/07 - 2007/08)

Dr. Christopher Vondee
First Vice Secretary (2007/08)

Dr. Kofi Adu
Second Vice Secretary (2007/08)

Dr. Naa Adjeley Ahiaku
Treasurer (2007/08)

Dr. Pamela Abban Ohene-Djan
Vice Treasurer (2007/08), 
Second Vice Secretary (2006/07)

Mr. Larry Asare-Owusu
Webmaster (2006/07 - 2007/08)

Dr. Kofi Amu-Darko
Legal Advisor (2006/07 - 2007/08)

PAST EXECUTIVES
Dr. Hopeson Alifoe
Vice President (2006/07)

Mr. Philip Hagan
First Vice Secretary (2006/07)

Dr. Steve Addai
Treasurer (2006/07)

Dr. Isabella Snowden
Vice Treasurer (2006/07

COMMITTEE LEADERS
Mr. Conrad Buckle
Education Committeee  (2007/08) 

Mr. Ernest Ahiaku
Publicity and Fundraising Committee (2007/08)

Mr. Sam Debrah
Events and Organisation Committee  (2007/08)

Dr. Abigail Akita-Addo
Welfare and Suppoert Committee  (2007/08)

Dr. Kofi Amu-Darko
Electoral Committee (2007/08) 
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