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“Miŋya Korle Bu!”  
Korle Bu Teaching Hosital, Accra 

 
Since early morning, patients have been arriving by public transport trotros or taxis, 
accompanied by family members. The vehicles find their way through one of the poor 
neighbourhoods of the metropolis, cross the Korle Lagoon to finally turn away from 
the sea and stop directly in front of the entrance of the hospital. For about a year now, 
a new administration block has been built to form the border between the hospital 
ground and the adjacent street. Passing this new, fully air-conditioned building and 
turning left, old buildings dominate the scene. The inscriptions on the former 
administration block read: “C.R. MCMXX” and in front stands a statue of Sir Gordon 
Guggisberg, the governor of the Gold Coast in the 1920’s in whose administration the 
hospital was built.35 How many nurses have crossed this building heading towards 
their duty and how many patients have passed here hoping for treatment and cure for 
their ills? 

 
 

History 
 
Around 1878, a series of wooden huts were erected for the Government Forces 
in the centre of Accra to cater for their health needs marking the beginning of 
organised bio-medical treatment in the British colony. A few years later, the 
facility was moved to Usher Town to herald the beginning of the Old Colonial 
Hospital. It had four beds for the European ward, and twelve beds for the native 
ward. In addition there were a dispensary and nurses’ quarters. In 1916 the 
British realised the need for an expansion and looked for a suitable location that 
would meet all needs concerning water supply, fresh air and easy drainage. A 
land was acquired measuring about 170 acres and the permanent structures of 
the hospital were built on it. The hospital is situated away from the central 

                                                 
35 In 1916 the land was acquired to build the hospital. In 1920 the construction started and the hospital 
was officially opened in 1923. The Roman number marks the start of the building activities 
(Information by a staff member of the hospital).  
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business district of the Accra metropolitan area and is separated by the Korle 
Lagoon.36 It took several years to agree on a construction plan and when the 
foundation stone was led in 1921, Governor Guggisberg had continuously 
adjusted the plans to enlarge the hospital to 192 instead of eighty beds for 
inpatients and enough space for about 200 outpatients. 

On 9 October 1923, the Gold Coast Hospital was formally opened. It 
consisted of a two-storey administration block decorated with a colonnade and 
led to the four wards on the left and right side, the ablution block, an operation 
theatre and wards, disinfection facilities, medical store, kitchen and laundry and 
to the mortuary. In addition, there were nine bungalows for the fourteen 
members of the European Staff and permanent quarters for the 57 African 
nurses and additional health workers. The entire hospital was lit by electricity 
and there was a lift installed to reach the second floors. The water and drainage 
system followed the latest principles of sanitation. In his speech, Governor 
Guggisberg mentioned six branches of work to be done in the health sector: the 
general education of the people in modern methods of sanitation and care of the 
sick, the provision of sufficient medical and sanitation staff including training 
of Africans, the maintenance of a research department, the provision of water 
supplies, the improvement of towns and villages and the care of the sick in 
hospitals and dispensaries. This new hospital, together with the other six in the 
colony, was to improve the health status of the population (Korle Bu 2003).  

Till then, all medical doctors and nurses had been trained in the United 
Kingdom, but there was a wish to offer at least partial training in Africa. While 
midwives had been trained at Korle Bu since the late 1920s, the Nursing 
Training College (NTC) opened only in 1945, starting in Kumasi but moving 
permanently in 1948 to the grounds of the hospitals. There was also the plan to 
start medical training in the country. The reason was twofold: “Newly qualified 
African doctors in the United Kingdom were unable to get the required clinical 
experience in British hospitals as a result of racial prejudice… The raison 
d’être was not only to shorten the residence of African doctors overseas, but 
also to provide them with the necessary clinical experience in diseases of their 
environment.” (Korle Bu 2003: 5). However, the Medical School of Ghana 
admitted its first students in 1964 and the hospital was subsequently renamed a 
teaching hospital. Since 1969, the school has been graduating medical students. 
Twumasi confirmed the lack of clinical practice for doctors who studied in the 
UK and pointed out that in addition, doctors trained within the country showed 
more understanding of the cultural needs of the patients than those trained 
abroad (2005: 78).  

The hospital was an instant success for, the number of patients seeking 
treatment increased rapidly. It was soon realised that the hospital needed to 
expand. By 1954, more than 300 outpatients visited daily from within and 
outside the metropolitan area and in that year almost 10,000 inpatients were 

                                                 
36 The name ‘Korle Bu’ refers to the Korle Lagoon nearby (see also the poem in Appendix F), while 
‘Bu’ means well or pond. Korle Bu can then take the meaning of “source of water” which is essential 
for life. 
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treated, with a male: female ratio of 2:1.37 There was need for additional space 
and modernisation of the existing structures. The government saw the need for 
reforming and extending the health sector and started a development 
programme. Included in this programme was the establishment of seven 
nursing training schools, modernisation of all nine hospitals including the 
extension of the hospital, the construction of a new mental hospital, and plans 
for building 15 new health centres and bungalows and flats for doctors in the 
country (Addae 1996:77). In 1962, work began on the new wards, including 
new operating theatres, the children’s block and a new Isolation hospital (called 
“Fevers Unit”), as well as extension of the nurses’ quarters and Training 
College. As a retired nurse remembers, the construction of the maternity block 
was completed alongside the other wards and formed a separate unit in the first 
years. In the next wave of expansion, the maternity unit and the general 
hospital were joined and the hospital’s capacity grew up to 1,135 beds on 54 
wards (Korle Bu Teaching Hospital 2003). By 1967, Korle Bu had treated 
358,297 outpatients and 11,293 inpatients (Twumasi 2005: 106). As explained 
in Chapter 4, the rise in patient numbers represents, among other factors, the 
growing acceptance and attraction of Western medicine in the urban centres of 
the country.  
 
 

The hospital today 
 
In the 1990s, the two teaching hospitals in Ghana (in Accra and Kumasi) were 
given semi-autonomy and have since been run by a management boards, albeit 
subject to the general direction and strategies of the Ministry of Health, “as 
they relate to the nation’s general health needs” (Strategic Plan: 5). The Board 
Chairman is assisted by four board members. The Chief Executive together 
with six directors, including those of Medical Affairs, Nursing, Administration 
and Finances form the management team, exercising management control of 
the hospital.  

Today, “Korle Bu is the premier and leading national referral hospital. It 
serves as the teaching hospital of the College of Health Sciences. It has grown 
to a 1,600 [bed capacity] with a staff strength of 3,000.” (Korle Bu 2003: 10). 
There are seventeen (17) departments and three centres of excellence: the 
National Cardio-Thoracic Centre, the National Radiotherapy Centre and 
Nuclear Medicine, and the Reconstructive Plastic Surgery and Burns Centre. 
The Mission Statement of Korle Bu Teaching Hospital reads: “Working in 
partnership with other sister institutions, Korle Bu aspires to provide the 
highest quality of patient care within available resources, deliver excellence in 
teaching and research, engage and develop staff and operate in an effective and 
efficient manner” (Korle Bu 2003).  
 
 

                                                 
37 Twumasi gives the number of 95,213 Out- Patients and 9,810 In- Patients for that year (2005: 106). 
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The Department of Internal Medicine 
 
The Medical Block is positioned on the back right side of the old 
administration. It is a concrete five-storey building, and for several years now it 
has been undergoing complete renovation. Only the nursing administration and 
the consultation rooms for the medical staff of the specialised units are still 
located on the ground floor of the renovated building. In the meantime, three 
temporary wards have been established at the end of the colonnade: downstairs, 
the female ward, K, and upstairs the two male wards, L and M, providing 85 
beds for inpatients (30 female, 55 male). Both health workers and patients 
express the hope that the renovation would be completed soon and that 
everyone could move back to the more spacious and newly equipped medical 
block. The Annual Report of 2004 mentions as challenges the limited working 
space on the congested wards, lack of the required staff members to ensure 
quality care and the wish for improved supply of drugs. 
 
The female medical ward  
 
Coming from the outpatients department, patients and visitors pass the 
emergency, the physiotherapy and X-ray departments before entering the 
ground-level colonnade. Behind the surgical and orthopaedic wards at the end 
of the corridor is the wing with the three medical wards, the male ones upstairs, 
the female one on the ground. Many visitors of all ages are waiting outside for 
the visiting hour to be allowed into the wards. As they wait, chat or sleep, they 
are filled with anxiety about the condition of their hospitalised family 
members. As one passes by the female security guard, one enters a corridor 
about twenty metres long. On both sides are doors. Those on the left side lead 
to the matron’s office, two consultation rooms for the medical doctors, and the 
treatment-room used for the “last offices” after a patient has died. On the right 
side corner of the corridor, two men run a small office behind a small table: one 
is the clerk, responsible for payment of patients’ deposits and bills while the 
other is the ‘lab- man’, who collects blood specimens for the laboratory. Then 
there is one room for the orderly to wash. This room is also used for ironing 
hand towels. The nurses’ toilet, and resting and changing-room are also located 
here. There is a small passage that leads to two showers and three toilets for the 
patients and the sluice room in which bedpans and dirty laundry are kept. 
Straight on, one passes through folding doors that enter ward K. The ward 
consists of one main room divided into four units. Those units correspond with 
the following specialisations: 
Unit 1: Dermatology and thoracic; 
Unit 2: Endocrinology, neurology and general medicine;  
Unit 3: Nephrology, thoracic and general medicine;  
Unit 4: Nephrology, endocrinology and general medicine. 
Each unit consists of seven beds, bringing the ward capacity to twenty-eight 
beds. In the sideward at the far end of the room are two additional beds, 
separated by a door. Next to each bed stands an iron bedside table with the 
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personal belongings of the patient, water bottles, a cup and a spoon and a Bible. 
Under each bed is a bucket and towel. At the foot-side of the beds is another 
iron heart table on which the patient’s medical record and a plastic box for 
medication. On the ceiling are big fans, four per unit and florescent tubes. The 
walls have huge open windows covered with mosquito nets. 
  
 

The hospital staff and patients 
 
According to the hospital’s annual statistics the hospital’s situation for 2005 is 
as follows: 
 
Table 1: General information on the hospital’s capacity 

Bed capacity 1,397 [1,600]38 
Total staff capacity 3,946 (40% male, 60% female) 

Medical doctors in service Ca. 400 

Nurses in service 1,057 (1,017 female and 40 male) 
(867 professionals, 
190 auxiliaries) 

OPD 339,580/ year (65% female) 
ca. 1,500 daily 

Inpatients 52,369/ year (63% female) 
ca. 150 admissions daily 

Absconders39  322/ year (involving an amount of ¢ 
280,000) 

Births 11,552/ year (6% Stillbirth)  

Operations 20,071/ year 
9,800 major and 10,271 minor) 

Deaths 4,485/ year 

Source: Korle Bu 2006 

 
The average period of admission is 11 days. Most cases are referred 

from regional hospitals or clinics for specialised treatment here. More than 
4,000 patients were admitted to the Accident Centre having been involved in 
road or domestic accidents or street violence. The main causes for for 
outpatient attendance are malaria (30%), diarrhoeal diseases (10%) and 
hypertension (7%). HIV/AIDS, for which there is a specialised Fever’s Unit, 
ranks almost last with 1.4%, comprising 560 new cases for 2005 (216 male, 
350 female). 

As the newly created National Health Insurance Scheme was yet to start 
operating at the time of the study, most patients had to pay medication and 
hospital bills under what is known in Ghana as the “Cash- and- Carry” policy 
(see chapter 4). Only civil servants and workers in big companies and 
institutions are eligible to request a refund from their employers. As an 
autonomous referral and teaching hospital, the government’s policy directive to 

                                                 
38 The official capacity is 1.600, but due to renovation activities on the medical bock and elsewhere, it 
is temporarily reduced.  
39 Absconders are patients who left the hospital secretely without paying their bill and can’t be retraced. 
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render free services to children under 5 and patients above 70 years is not 
applied. Patients unable to pay their bills may be referred to the Social Welfare 
Department. The Director of Medical Services declared that between 2001 and 
2005, the hospital paid ¢ 3.1 billion as bills for 1,614 pauper patients and 1,977 
absconding patients (Daily Graphic 18.12.2006). In 2005, the Social Welfare 
Department decided on the cases of 1,120 patients who could not pay their 
bills. Most of the cases were resolved by asking patients to pay in instalments. 
However 120 patients were declared paupers and their bills amounting to ¢ 
77000 were absorbed by the hospital.  
 
Nurses in Korle Bu  
 
Since the opening of the hospital, it has experienced understaffing in almost all 
sectors. A careful analysis shows that the hospital runs on 50% of the staff strength. 
The target, as explained by the Director of Nursing, is to have 2,000 nurses on the 
work floor, but this number has so far not been realised. Even a more realistic figure 
of 1,500 nurses has not yet been achieved. The following table shows the number and 
rank of nurses in the hospital: 
 
Table 2: Number and rank of nurses in the hospital in 2005 

Rank Number  
DN 1 Director of Nursing Services 
DDNS- SNO 317 Deputy Director- Principal- Senior Nursing Officer 
SN- NO- EN 736 Nursing Officer (Staff Nurse) Enrolled Nurse 

Midwifes 64 (figure from 2004) 

Newly contracted 107  

Attrition 98 Reasons: retirement, schooling, resignation 

Source: Information given by the DDNS in Autumn 2005 

 
While there is still the need for between 500 and 1,000 nurses, the age 

distribution of the working nurses indicates an additional shortage in the 
coming years. Almost half of the nurses are aged 45 year or more and will have 
to retire at 60. The table below shows the current age distribution:  

 
Table 3: Age distribution of nurses in the hospital in 2005 

 
 
 
 
 
 
 
 
 
 
 
 

Source: Information given by the DDNS in Autumn 2005 

 

Age Number at post 

20-35 223 (including most auxiliaries) 

36-45 169 

46-55 461 

56-60 102 

On contract (>60 yrs) 42 

other 60 
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Nurses work in three shifts: the morning shift is to report latest by 8:00; 
in reality, however, those in the higher rank start work by 7:30. The latest in the 
morning shift arrive by 8:30. The afternoon shift starts at 14:00, overlapping 
one hour with the morning shift nurses. The night shift arrives by 19:00 and 
leaves the next morning after handing over around 8:00. The general duty 
rooster gives two days off-duty a week. The Principal Nursing Officers, (called 
“matrons” by most colleagues), work daily from 8:00 till 17:00 with the 
weekends free. All staff nurses run night shift for two or three months a year 
(four nights on duty, three off). The health care assistants (HCAs) are also 
assigned all three shifts. Each year, nurses can apply for annual leave of 32 
working days. 
 
Nurses and patients at the medical ward  

 
In 2005, the medical block had 52 doctors, 67 nurses and 32 health care 
assistants (HCAs) and 72 orderlies. This compares with 19 nurses of different 
ranks and ten HCAs for the female ward. The table below shows the 
distribution of nurses in the medical department and on the female ward. 
 
Table 4: Distribution of nurses by rank  

Rank On female ward / at medical block 

DDNS  1 

PNO  4/ 13 (3 ‘matrons’) 

SNO  2/ 8 

NO  3/ 13 

SSN  1/ 6 

SN  5/ 13 

Sup. EN  4/ 13 
HCA  10/ 32 
Source: Interview with the deputy director of nursing services in fall 2005 

 
During the research period, there were mostly two matrons on the ward, 

three nurses and two to four HCAs per day shift, while two nurses work with 
one HCA in the night. This stands for a nurse: patient- ratio of 1:7 during the 
day. Comparing this with the workforce on other wards suggests a standard 
situation in this hospital. 

In 2005, the ward was full to capacity (the Annual Report states a bed 
occupancy of 99%). Newly admitted patients were detained up to 72 hours in 
the Surgical and Medical Emergency (SME) department as that place is 
chronically overfilled (in November, the SME with its capacity of 37 beds 
catered for up to 80 patients daily). New admissions came on the medical ward 
as a daily routine. There was never an occasion that more than thirty patients 
were on the ward or had to sleep on the floor. It is difficult to estimate the 
average duration an inpatient stayed in the ward; most stayed for between one 
and two weeks and a few died within a few days. However some twenty 
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patients remained for longer than one month on the ward. This corresponds 
with the average stay of eleven days. The table below shows the number of 
patients per month: 
 
Table 5: Number of patients on the female medical ward in 2005 

200540 Inpatients 
on 1st of the 
month 

Admissions Total Discharge Death Death within 
24 hours 

June 25 74 99 46 26 - 

July 26 87 113 58 23 3 

August 28 85 113 41 17 2 

September 27 75 102 52 21 2 

October 30 71 101 51 16 4 

November 26 63 89          41 16 1 

December 30  45 75 32 9 - 

Source: Ward statistics and data collection of the researcher  
 

Officially the three medical wards with 80 beds reported 465 
admissions, 595 discharges and 222 deaths, which amounted to 47% of the 
admissions. The patients form a cross-section of the population in regard to 
age, profession and diagnosed disease. The two tables below present an 
overview on the patients on the female medical ward. 
 
Table 6: Patients on the ward by diagnosis 

2005 
 

July 
 

August 
 

September October November December 
 

Diagnosis 
Hypertension 
CVA 
DM 
Heart failure 
Steven Johnson 
Nephritic Problem 
Malaria 
TB/ pneumonia 
Liver Problem 
Anaemia/ ALL 
SCD 
Other 

 
12 
8 
7 
10 
- 
9 
7 
10 
7 
7 
2 
16 

 
7 
8 
7 
6 

     2 
5 
5 
8 
5 
3 
3 
7 

 
10 
25 
10 
5 
3 
10 
4 
10 
4 
5 
- 
11 

 
6 
10 
9 
9 
- 
5 
6 
8 
3 
6 
- 
5 

 
9 
5 
3 
15 
- 
5 
4 
13 
4 
8 
4 
12 

 
2 
5 
6 
7 
2 
7 
3 
4 
3 
6 
2 
5 

Source: Ward statistic and data collection of the researcher 

 

 

 

 

 

 

 

                                                 
40 These numbers were collected by the researcher herself during the research period and have to be 
treated as unpublished material. 
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Table 7: Patients on the ward by socio-demographic characteristics 

2005 July 
 

August 
 

September October November December 
 

Age 
15- 35 
35- 50 
50- 70 
older 

 
27 
21 
24 
  7 

 
23 
17 
22 
  7 

 
18 
14 
23 
12 

 
19 
14 
20 
  7 

 
26 
12 
14 
12 

 
15 
14 
11 
  5 

Professions 
trader 
unemployed 
shop/ 
seamstress 
student 
higher 
education 
Other, old age 

 
32 
14 
12 
11 
  4 
  7 

 
25 
12 
  6 
10 
  7 
  8 

 
25 
15 
  7 
10 
11 
  3 

 
21 
  8 
  4 
13 
  3 
  8 

 
23 
17 
  2 
14 
  6 
12 

 
12 
13 
  4 
  6 
  6 
  4 

Source: Ward statistic and data collection of the researcher 

 
The decades of economic hardship and shortage of health workers have 

left their fingerprints on the hospital. In 2002, ex-President Kufuor urged health 
professionals to accept the challenge of staying to build the country in a selfless 
effort. He added that the lack of maintenance culture is noticeable in most 
hospitals in the country and “the state of our premier hospital, Korle Bu, 
remains a disgrace to us all.”41 

Three points run through the comments of both patients and personnel: 
an unsatisfactory quality of service, deteriorating structures and the congestion 
on all wards. The hospital’s Strategic Plan 2005-2009 states: “Patients perceive 
it [the hospital] as the best and last resort in Ghana, where one gets the best 
treatment/ care. In spite of the general acknowledgement… there is a growing 
perception of it as a hospital for the ‘poor’ due to the preponderance of people 
in the lower socio-economic status groups in its patients population. The ‘rich’ 
tend to seek care in private medical centres. [Another] major challenge KBTH 
is facing is that too many patients who do not need tertiary care are accessing 
service at its facilities, leading to unbearable congestions. Many of these 
patients could perfectly be managed at non-tertiary health centres.” (2005: 23, 
24). 
 

  

Perception of the hospital by health workers 
 
“We are the eye of the health sector; everybody looks up to us and we see 
everything. If we sneeze, the country gets a cold.” This statement by a senior 
nurse demonstrates the pride of most health workers about working in this 
hospital.  

                                                 
41 This quote is taken from his Presidential speech delivered in Korle Bu and reported on 
www.newsinghana.com, 4.11.2003  
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Nurses like working here for two reasons: one is the broad variety of the 
patients’ diseases and the specialised care that they need. A young nurse puts it 
thus: “Here, you see all cases. Not the normal ones, they are dealt with 
elsewhere. But the special ones, they are brought here.” Several nurses agree 
and plan to work here for some time before moving to another hospital. This 
suggests that working in such a tertiary institution offers the possibilities to 
practise and deepen the knowledge acquired in the training, leading to the other 
reason: using your expertise elsewhere. “Once you have worked here, you can 
work everywhere.” 

There are also critical points of nurses when reflecting on their working 
conditions at this place. “Korle Bu is biting more than is can chew.” They 
complain about the high workload (“the workload doesn’t match the 
workforce”) and the low standard of equipment (“as premier hospital, it should 
be better equipped; it is a village compared to some private clinics.”). One 
nurse summarises this point more aptly: “This hospital has a big name. But 
when you come, it is completely different. It is not so special after all.” Another 
concern is the perception from outside. A matron says: “Most people know that 
this is the best hospital. But there is the notion that it was a Government 
hospital for the poor, so Ghanaians still think they do not have to pay when 
they come.” Her colleague adds: “People are afraid. The media is not helping. 
It is written in funeral announcements, (that) about 90% of all death occur in 
our hospital. It is dignified to die here. You say ‘Go to Korle Bu and die’, and 
our Medical Block is often called ‘mortuary annex’. It looks like we are not 
doing anything but just helping the dead people.” While the nurses feel proud 
to work here, they are also aware of the twofold perception of this place. 
Taking the advantage to be part of this known hospital, to see and learn a lot, 
they seem to accept the downside of working with outdated equipment and a 
sub-optimal workforce.42 
 
 

Perception of the hospital by patients 
 
In the streets you hear “Miŋya Korle Bu – I am going to Korle Bu” as a general 
expression for attending a hospital or clinic. This expression comprises the 
respect Ghanaians have for this hospital and its medical care. Most patients 
come as referred cases from other hospitals, having fallen sick with a severe 
form of malaria, allergic reactions or CVA, being newly diagnosed of a chronic 
disease like renal failure, diabetes or heart disease, or suffering from sickle cell 
disease or forms of cancer including leukaemia. Korle Bu is “the last resort”, 
their “last hope.” A patient observed thus: “This hospital makes people afraid. 
They don’t want to come here. They know when they are referred here, it is 
serious. Nobody comes voluntarily. When you have to attend this hospital, you 
think you have to die.” All patients are admitted and as indicated earlier, there 

                                                 
42 An elaborated discussion on the nurses’ perception of patients follows in a later chapter. 
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is a welfare department for those in financial problems, and both medical 
doctors and nurses are highly qualified. Patients come hoping for adequate 
treatment and their general impression is a positive one. A patients’ survey 
carried out by the hospital showed that the courtesy of and confidence in 
doctors, the response time to patients, the attitude and courtesy of nurses and 
general staff attitude are rated high, while explanations given to the patients on 
their medication, condition and treatment are assessed low (Korle Bu 2005). 
Individual comments unveiled sentiments of fear and uncertainty. The mother 
of a young patient said: “This hospital is so big, I had to get used to it. I was 
once sent to the X-ray Department and had to look for it by myself. Since we 
arrived [eleven days ago], I haven’t spoken to any doctor again. I just meet the 
nurses and they inform me.” This covers the fear some have of unfamiliar 
examinations and painful treatment, medical terms they do not understand, high 
medical costs beyond their means and the fear of being confronted with an 
worrying diagnosis. 

This ambivalent perception is also mirrored in the media like radio, 
television and newspapers. The hospital is regularly in the news; events like the 
shortage of blood in the blood bank (300 units instead of 500), individuals’ 
encounters with doctors and rude nurses and annual reports and statistics are 
reported on in the media. The Chief Executive of the hospital is a prominent 
person in Accra and is often praised for his achievements for this hospital and 
his general commitment to the country. Under his leadership, the 
Cardiothoracic Unit was built and recently a new MRI centre was opened. The 
gynaecology theatre has been renovated and laparoscopic equipment bought. 
To motivate the health staff, 1,000 plots of land were bought and auctioned and 
the building of 200 additional flats and nursing quarters has started. The 
accidental death of three urologists from Korle Bu hospital while returning 
from an outreach programme in the Brong Ahafo Region in August 2005 was a 
national catastrophe. The tragedy brought two general national problems to the 
fore: the dangerous condition of the roads in the country and the shortage of 
specialised doctors. The newspapers reported that the death of the specialists 
had reduced the number of urologists to seven (of which six work in Accra), 
while more than 35 would be required for the need of the hospital. The various 
strike actions of doctors and nurses during 2005 for a higher and regularly paid 
salary were a front page story and those working in this teaching hospital were 
often referred to and interviewed. This enforces the perception that Korle Bu is 
“the eye and the ear of the country.” 
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