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Pride and prejudice  
Doctors, orderlies and patients 

 
In this chapter, I portray and discuss three groups in the hospital that are in 
direct contact and interaction with the nurses. The medical staff are less 
frequently on the ward but demand high levels of attention and service when 
present. They make rounds to visit and diagnose their patients, carry out small 
examinations and tests that need to be done and fill the necessary papers. The 
orderlies on the ward are responsible for cleaning, sweeping and distributing 
food to the patients. While they have their own routine, they share the nurses’ 
physical space and their work schemes mingle continuously. Finally, the 
patients will be introduced during their communication and interaction with the 
nurses. I will show which views the nurses and these groups have of each other, 
how their activities influence each other and in what way responsibilities and 
power constellations are constructed. 
 
 

Medical doctors: Ward rounds and paper work 
 

Around 11 AM the ward gets very busy as the medical specialists from Unit 3 arrive 
for their weekly rounds. The medical officers and about 20 medical students 
accompany them. A student has to present a patient’s anamnesis and current 
condition and explain the proposed therapy plan. The professor asks critical questions 
about the patient and the disease in general. While being examined, the patient is 
absolutely silent as if in a sleeping state. She is not asked anything. Nurse Joyce 
stands silent nearby and hands papers to the doctors when needed. She explains: 
“They scare the patients. They are intimidating when they come in a crowd. Later the 
patient will ask us and tell us her worries.” 

 
This section describes the doctors’ work and discusses the interaction 

between the nurses and doctors in order to understand their existing perceptions 
and underlying images. Every day, medical doctors come to the ward to see 
their patients, examine them and process paper work. The medical officers and 
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house officers arrive before 8 AM, often during the morning prayer of the 
nurses. They check for necessary information or changing health conditions 
during the night, see some patients, write overdue documentation and prepare 
for the round before they continue on to their other activities in the outpatient 
departments (OPD).  

During the renovation of the 5-storey medical block, the various medical 
disciplines shared three temporary wards (two for males and one for females). 
The female ward with its rows is divided into four units: dermatology and 
thoracic (Unit 1); endocrinology, neurology and general medicine (2); 
nephrology, thoracic and general medicine (3) and nephrology and 
endocrinology (4). Even so, such strict division is not enforced; empty beds are 
given to new admissions that need hospital treatment most. Next in hierarchy to 
the medical director of the department, a specialist and/ or a consultant heads 
each specialisation and has several residents (doctors with a medical 
specialisation) and medical officers working for him or her. They are joined by 
house officers and medical students in their final year. The hierarchy of doctors 
is as follows:  

• Consultant and medical director, head of a department 
• Specialist: working in a teaching hospital or own practise, head of a 

ward  
• Resident: specialised doctor 
• Medical officer: licensed doctor, starting specialisation, five to seven 

years 
• House officer: one year of medical work in two departments (not yet 

licenced) 
• Senior clerkship (internship in last year of medical study) 

 
In this department, all but two of the doctors in the rank of resident or 

higher are male. Among the house officers and final year students, about one 
third is female. The dress code for all doctors is a white coat over their normal 
clothing; there is no shoe code, as there is for the nurses. Some female doctors 
can be heard arriving on the ward by the sound of their stiletto heels. Mobile 
phones are an important means of communication with colleagues, family and 
friends; they ring regularly during rounds and medical procedures and seem to 
be turned off only during the round with the medical director. 

Each unit has daily medical rounds and once a week a round with the 
specialist/ consultant. As a result, every morning, a particular part of the ward 
is crowded with doctors and their students. The situation described at the 
beginning of the section illustrates this. They look for their patients, discuss 
cases and possible treatments, write documentation in the medical file and 
move on. In most cases, the report reads as follows: “patient is doing better/ 
condition unchanged/ CT [continue treatment].” Sometimes more detailed 
information is given or it is decided to start a new medication. During the 
rounds, English is spoken throughout and the patient is hardly addressed. The 
doctors look through the medical file that is placed on the table at the foot of 
the bed, check newly received laboratory results and may request new tests. 
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The students listen and make notes. On one occasion, the resident doctor got 
frustrated with the students’ slowness. He urged the students to hurry up: “You 
came in too late this morning. We should have started earlier. Today is our day 
at the OPD and we have to be there at 9. The other days we can stay longer, till 
2 or 3, but today we have to leave for the OPD. And if we have a patient to be 
admitted, we do it directly if a bed is free on this ward. Otherwise we send 
them to the emergency ward and they are admitted here later.” When a patient 
is discharged, her file is placed on the nurses’ table with the attached note ‘for 
assessment’ in order to write the discharge report, have the bill calculated and 
thus inform the nurses. On most days, the nurse in charge or the matron joins 
the round. In advance, she has a plastic bag prepared containing the most 
needed documentation to have at hand74. Sometimes the nurse may be asked for 
nursing information or to describe the condition of a covered wound, or she 
may be criticised when a medication has not been given or the intake-outcome 
balance75 is not accurate. In all cases, the nurses have to go over the files, read 
the medical notes and get to know the changes in the treatment. While 
medication is generally bought by relatives, there are two exceptions: for 
patients who require a medication that is absolutely necessary, or for patients 
who paid a big deposit on admission, medication can be requested in the 
medical file and then collected at the main pharmacy by health care assistants. 
In these cases, the file will be placed on the nurses’ table with the note ‘dear 
pharmacy’ on it. Indeed, most exchanges of information goes via the file. A 
medical officer says:  

 
We do not directly communicate with the nurses, but via the file. I write my notes and 
new decisions. They should come with us during our round, at least during the big 
major rounds once a week, to learn about the changes. I understand they are busy, we 
both could improve to make our work better. If something is important, I will tell it 
straight to a nurse or take the file to the nurses table. Or I attach a paper to the file 
with the change, so the nurse will see it in the doctors’ notes or treatment file. When a 
patient is discharged, I tell it straight to her and the nurse, so both know it. 

 
The matron knows about this custom but is not satisfied with it: “You 

know how it is, they come and they need everything at the same time. When we 
were in the medical block, you had just one unit and specialisation, so 
everything was easier and more organised. Now these four units are together, 
things get lost and we are not able to keep up with the information.” A nurse 
confirms this: “Ideally we should go with the doctors on their rounds and get to 
know all important changes. But you see, we are few and cannot go with them 
as they deal with patients forever. If we do it, we cannot attend to the patients 
and do our nursing.”  
 Next to the rounds, the medical and house officers spend time on the 
ward to do the other necessary work. This includes setting lines for newly-

                                                 
74 It contains prescription forms, forms for medical notes, medication lists and general request papers. 
75 Some patients, especially those with kidney- or heart diseases are on fluid balance. This means that 
all fluid intake (drinks, soup, drips) and the urine outcome must be documented and daily calculated to 
see whether there is fluid retention or a threat of dehydration in the body.  
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admitted patients or when a canula is blocked, giving certain types of medicine, 
like chemotherapies, or blood transfusions and doing smaller procedures such 
as a puncture of the sternum, a lumbar puncture or inserting pleural catheters. 
These medical procedures require a sterile environment and optimal equipment. 
In some cases, the patients are asked to buy the catheter or puncture set at the 
Central Sterilisation Department. In other cases, the doctor brings the 
equipment to the ward and supplements it with materials from the ward, setting 
a tray with disinfection spirit, plasters, sterile cotton wool and sterile gloves. 
Lack of equipment frustrates the doctors. One morning, a doctor comes asking 
for spirit and gloves to set a line: “You walk 100 miles here to get the things.” 
In most cases, the doctor will look for a Spanish wall to create some privacy for 
the patient and to aid his concentration. When a procedure is expected to be 
complicated or long, a nurse is asked to assist. Most nurses on this medical 
ward are not eager to assist with these procedures; they feel uncomfortable and 
try to delegate it to nursing students. The following example illustrates this: 
 

A 52-year-old patient is admitted with severe pericarditis and ascites. During the 
ward round, it is decided that a puncture of the pericard should be done to aspirate 
some of the fluid. The doctor sets a tray with several puncture needles, a tube and 
urine bag attached to it, spirit, sterile gloves and gauze. He places a Spanish wall 
around the bed and asks the patient to lie on her back. A nursing student is asked to 
assist. Without local anaesthesia, he enters the pericardium with the longest needle, 
attached it to the tube and tries to aspirate the fluid, which is thick and whitish. After 
10 minutes, when he has gathered ca. 200ml, the tube seems to clog. He infuses 
saline, waits for two minutes and tries again. Some fluid comes out again. The whole 
procedure is repeated again and again for almost one hour. The patient shows no 
emotion and nobody speaks to her. In the process, the doctor’s phone rings. He asks 
the student to pick it from the pocket of his shirt. She feels uncomfortable in this 
situation, but he just laughs at her. She needs to hold the phone onto his ear while he 
continues with the aspiration of pus. When he finishes the phone call, he says to her: 
“You will eventually learn to assist well.” Finally, he fixes the tube on the patient’s 
skin and links it to the urine bag for the pus to flow. The wound is covered with 
sterile gauze. The doctor leaves and the student cleans the place. 

 
In another situation, a lumbar puncture had to be carried out on a young 

leukaemia patient. The doctor initially tried it alone, but later called in 
assistance from a nurse. As he did not manage to aspirate fluid, but had run out 
of needles, stopped the procedure and asked the nurse to look for more needles 
in the matron’s office. He also realised he had forgotten to bring clean bottles 
for the sample, so the nurse was also asked to look for bottles. She succeeded, 
and five minutes later the procedure continued and went on to be successfully 
finished.  

Some recurring tasks are the documentation of work in the medical files, 
the writing of prescriptions and the registration of death certificates. As 
described above, the nurses check for new medical orders and treatment plans 
after the ward rounds. When they read that a feeding tube should be removed or 
a urethral catheter inserted, they follow that order. Orders to the pharmacy are 
gathered and collected by early afternoon. Nurse Martha observes: “When the 
medication is finished we have to inform the doctors to review it. Maybe, they 
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may change or stop it. Some medications are given by the pharmacy, some the 
relatives must buy. But the doctor has to write the ‘dear pharmacy’ or the 
prescriptions.” In reality, doctors are sometimes behind on the reviews and new 
orders. The consequence of this is visible in the following example:  

 
One patient came to the hospital because of a deep vein thrombosis, but her heparin76 
ran out several days ago already. Nurse Martha makes a dash on the day and time on 
the treatment sheet and reminds the patient that this is an important medication and 
needs to be bought. It seems there is no prescription. As the doctors are not around, 
she writes the name of the medication on a prescription form, signs it and gives it to 
the patient for her relatives to buy it. “We have to remind the doctors that it is 
finished. If they don’t write, we do it. It is a problem.”  

 
The completion of the death certificates seems to be the source of most 

irritation. As described in the chapter on dying, those certificates are crucial for 
the nurses to close the file and for relatives to see their deceased family 
members at the mortuary and start organising the funeral. When a post-mortem 
is requested, it is even more important to have the initial death certificate 
completed quickly. Nevertheless, this task is unpopular. Regularly, relatives 
need to return and wait several days before they receive the paper. It is difficult 
for the nurses to justify this waiting. They ask the relatives to remain patient 
and explain that it is not their fault if the certificate is still not written. “We tell 
the doctors to sit down and fill the forms, but this is all we can do. We are not 
in the position to force them.” Nurse Rosemond says:  
 

We cannot write it; the doctors have to write it. They first attend the living before 
they write things for the dead. You see, we keep all these folders here on our table for 
them to see it. That is all we can do. When they come we tell them, but we have our 
own work. When we have done our work and look round, they are gone and have not 
written it. We cannot force them.  

  
This unclear and unsatisfactory communication frustrates the nurses and 
influences the relations between the two professions. In general, the 
communication is friendly and cooperative. Doctors and nurses greet each other 
in the morning; occasionally, a doctor joins the morning devotion or unmarried 
doctors flirt with the younger nurses. But most of the time, both groups work 
next to each other. The matrons have cordial and respectful relations with the 
specialists and support their work. Their wish to have a clean and tidy ward 
with white bed sheets is grounded in their aim to present a well-organised ward 
to those doctors. When it comes to medical orders, the hierarchy of the two 
professions is clear. Typically, the doctor arrives on the ward, examines the 
patient and returns to the nurses’ table saying something like: “I have to place a 
tube in her right pleura. We expect free fluids there and want to aspirate some. 
Please prepare a tray for us.” In the doctors’ notes, nurses may read: “Start 
physiotherapy, teach relatives to feed through tube, prepare for discharge.” In 
arranging for new admissions, the medical officers count on nurses’ 

                                                 
76 Heparin is a medication for reducing blood clotting. It is given as an injection under the skin 
(subcutan).  
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cooperation: One morning, a doctor comes and sees that most beds are 
occupied. “Please, keep this last bed here empty for me. I will bring a patient 
for it, so this bed is mine, ok? I can also place a sticker on it, but I think it is not 
necessary, you know now.” 

Not all nurses are willing to follow all orders immediately or do the 
doctors’ groundwork without grumbling. One example is that it seems not clear 
whether the nurse or doctor is responsible for the functioning and running of a 
drip. Some nurses check it regularly and are handy in making a drip run or even 
setting a new line themselves. Others will call the doctor and not take any 
further action. There are various situations in which the nurses would only take 
direct orders and refuse to take own initiative. One woman was admitted with 
ascites and the doctor planned a paracentesis to retrieve some of the fluid. He 
ordered nurse Maggie to have three litres run before removing the cannula. 
Martha does this and then she removes the cannula and closes the spot on the 
swollen stomach with cotton and a plaster. The collection bag is emptied in a 
bucket and the bodily fluid disposed of in the toilet outside the ward. She notes 
in the file that three litres were taken out. After doing that she finds a request 
form from the doctor that a sample should be taken from the fluid. “He did not 
talk to us about it and did not mention it at all. So it is not taken. I cannot help 
it, it is too late now.” In another situation, nurse Vivian gets angry with a 
doctor who left a patient who was receiving chemotherapy without finishing his 
work: “He just connected it and left. He has to write concrete steps down in his 
notes and inform us well. We do not take orders just from verbal instructions. 
What if this woman reacts? I will check it and call him back. Oh you have to 
teach them so often how to proceed.” Indeed, almost all nurses can recall 
situations in which they felt treated unfairly and overwhelmed by the 
responsibility they had to take or by unclear instructions given by the doctors. 
They complain of not being respected and they experience neglect as the 
doctors do not fully accept nurses.  

It seems doctors and nurses are not using each other’s knowledge 
structurally in order to have the patient benefit optimally. The tension that 
originates from that disintegration of information has a negative influence on 
their job satisfaction. Interestingly, medical students give another picture. One 
student who was to enter the housemanship expressed respect for the nurses:  

 
Normally, the contact between nurses and medical staff is not so good. When we 
students come to the wards for the first time, we do not know anything and have to 
learn a lot. And when we return as doctors we stand above them. So they do not like 
us normally. You have to humble yourself and be kind, then you learn a lot. You 
learn all from nurses. During my studies I also did some nursing, feeding and washing 
and all, and I see what nurses do. You as individual person can make a difference and 
you should do so when working in a team. 

 
The matron of the ward has a clear vision on how the relationship 

between medical doctors and nurses should look. She sees the need to train 
young doctors to work in a team: “You teach them all well, and they’ll be 
rubbing shoulders with the nurses. We teach them the basics in nursing. They 
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do bed baths, they pass NG (nasogastric) tubes and catheters and do vulva 
toileting. So when they come and there are patients around, they know the 
nurses’ duties.” Her vision is clear and she tries in her work and talks to 
improve cooperation:  
 

“If a patient needs a catheter, an NG tube or oxygen, we do it right away. It is 
insulting to me if a doctor has to tell me to do that with a patient and I did not see it. 
We nurses have assessed this patient. Be very proud to be a nurse. The patient will 
not suffer, but profit. So make sure you know what you’re doing. If you do not know, 
the respect goes with the wind. You have to gain it. Do what you know and know 
what you do! “ 

 
Based on the observed situations on the ward, a few points stand out: the 

two professions hold different perspectives and professional aims. Working 
with and for the same patients in the same suboptimal environment, the two 
professions need to cooperate. The daily reality on the ward and in the hospital 
in general shows that such cooperation and respect is there to some extent.  

The medical doctors were trained in the standards of biomedicine; they 
radiate its aura of unquestioned knowledge, and appear to have the means to 
facilitate healing, power and unlimited possibilities. Through training and 
hospital practise, they develop a sense of hierarchy and intellectual arrogance 
(cf. Zaman 2005; Becker et al. 1983). Senah analyses the Ghanaian situation 
sharply in that “[m]ost physicians appear cocooned in their clinics in the belief 
that through clinical practice they are contributing significantly to the 
improvement of this country.” (2002:62). In a modern hospital like Korle Bu, 
the patient has been depersonalised and objectified. Following Foucault’s 
analysis of the modern clinic, the focus of medical staff is on the 
malfunctioning of the body, observing objectified facts and reading laboratory 
results rather than individual fates (Foucault 2003; Gibson 2004). The 
discussion goes into the possibilities of applicable treatments, leaving the 
personal circumstances and needs aside. This is especially recognisable in the 
regular ward rounds. They follow a clear structure, reinforce the hierarchical 
system within the medical group and towards the nurses and expect the patient 
to be silent and obedient. This is comparable to Weiss (1993) who analysed the 
ritualistic character of ward rounds in an Israeli teaching hospital. While being 
outnumbered by the nurses, the medical staff stand higher in hierarchy, are 
more broadly represented in the presentation and management of the hospital 
and demand respect in all aspects of the hospital organisation. The relationship 
between the director of nursing and of medicine is characterised by cautious 
reservation from the nurses and demanding decisiveness from the doctors’ side.  
 Against the background of this hierarchical and ritualised appearance of 
the doctors, the nurses find themselves in the position of having to pay respect 
to the doctors and request similar respect from them. In the public perception, 
during training and in interactions with doctors, nursing is associated with the 
image of caring, following advice and standing lower in hierarchy than 
medicine. The old saying from the Middle Ages states. “It goes without saying 
that women, being so to speak born sick-bed attendants and nurses, have 
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always carried out these functions” (in Garmanikow 19991). Nursing as the 
presumed female activity is described in relation to and hierarchically 
subordinated to medicine. Applying Foucault, Garmanikov states: “The ward 
reflected exclusively the knowledge and organisation principle of medicine” 
(Garmanikov 1991: 114). Two aspects are important here: the existing gender 
gap between medicine and nursing and the constant (re)definition of power. 
The matrons of the ward try to strengthen their position and encourage their 
nurses to stand up for their profession and enforce respect by doing the nursing 
work accurately and convincingly. Matron Mary says: “Let no doctor step on 
my shoulders.” This reflects a fully developed professional view and demands 
respect for her work and her responsibilities.  

Stein (1968) was one of the first to analyse the expectations and 
perceptions of the doctor-nurse-interaction, formulating rules that the two 
groups have to follow in order to guarantee functioning ward routines. While it 
is obvious that both professional and social changes have taken place since the 
late 1960s and changes to the rules are desirable, the old mechanisms of 
listening and obeying are still present. “The separation [of the work of doctors 
and nurses] thus lay not in tasks, but in social relations: doctors have the power 
to name the diagnosis and prescription and this is performed by a nurse as 
‘following doctor’s orders’.” (Garmanikov 1991: 120) The existing power 
constellation makes it difficult if not impossible for the nurses to bring in their 
view and develop mutual understanding. Ceci (2004) analysed a conflict in a 
Canadian hospital through which the power inequality between doctor and 
nurse could be understood as the decisive factor in the development and 
escalation of the conflict. Processes of power display lead to a construction of 
knowledge and truth. “Nurses it seems, before they even spoke, were confined 
within already existing relations of power and knowledge that determined them 
to be, that positioned them as, the sorts of persons whose concerns need not to 
be taken seriously” (Ceci 2004: 1884). Larson (1995) asks for new rules of the 
game and pleads for interdisciplinary education of medical and nursing 
students to increase mutual understanding and improve collaboration on the 
wards. Opare, the head of the Nursing Department in the University of Ghana, 
picked that plan up and asked for improvements in the education of nurses and 
doctors in Ghana: “Old rules do not work anymore. Partnership and 
collaborative practice are the desired relationship between the doctors and the 
nurses” (Opare 2002:4). Successful cooperation in small details gives hope for 
the development of teamwork and mutual respect. 
 
 

Cleaners and orderlies: Support and disassociation  
 
In the early morning, around 4AM, David the male cleaner of the ward arrives. He is 
a middle aged man with a skinny build. He starts sweeping the ward. All lights are 
on; most patients are awake or dozing. The smell from the toilets is strong, and 
several immobile patients need fresh diapers. About an hour later, the night nurses, 
who have been in their resting room, arrive and start their medication round and the 
health care assistant empties the urine bags and checks the vital signs. During the 
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night, an older, partly disoriented patient fell off her bed. She is semi-conscious and 
moans. The nurses did not put her back in bed. “She is heavy. Look at her, she does 
not cooperate. If I carry her, my back hurts and I get sick and nobody pays for that. 
We will call David to put her in bed, he is stronger.” David busily continues to sweep 
the floor and does not care about the request. The patient remains on the floor. Finally 
at 6:30 AM, shortly before the visiting hour starts, David manoeuvres her back in 
bed. Around that time, the two female orderlies Pauline and Leila arrive and take up 
their work. 

 
On the medical ward, eight orderlies are employed, four male and four 

female. They work in the morning and afternoon shifts six days a week and 
cover the Sundays in turn. Their room is outside the ward and they share it with 
the orderlies from the neighbouring ward. The uniform of the female workers is 
a pink dress; the men wear brown trousers and shirts. The responsibilities of the 
orderlies differ. David describes his daily routine:  
 

I start my work every morning before five o’clock. My shift ends at two in the 
afternoon, then my colleague comes. In the early morning before visiting time, I 
sweep the floor and then again after the families are gone. I do it all day. Also the 
toilets and bathrooms are my responsibility. Every time I check and when it is dirty, I 
clean it. You know they [the patients] go to the toilet but do not flush. It is because 
these women are ill; they just leave it like that. So I come and clean it for the next 
patient. That is my daily work.  

  
The women arrive a bit later, starting the morning shift by 7 AM. Their 

first task is to wash and iron small towels that nurses and doctors use for hand 
washing and then organise breakfast from the central hospital kitchen and 
distribute it to the patients. Pauline is married with six children and is the only 
breadwinner in her family since her husband lost his job as a driver some years 
ago. She is in her 50s and heavily overweight, being almost unable to bend 
down. Like the others, she did not follow any particular training to do this work 
but was hired straight away. She says:  
 

I start my work at 6.30, latest by 7:00, and we close around 4:00. We work every day 
and are one day off a week. We had no training but just do our work. We are four 
female cleaners for the ward. Our task is to clean the ward, the tables, lockers and 
windows. We do not do the sweeping, this is done by the men. And we also distribute 
the food, breakfast around 7:00 and lunch around 14:00. In the morning, the males get 
the breakfast from the main kitchen and it is our duty to distribute it. After that we 
clean the used bowls in our kitchen here before we send it back to the main kitchen. 
The same goes with lunch. Today I work here in the toilet. The toilets are cleaned 
twice a day by the men, we just do the bedpans. The nurses take the bedpan and when 
it is used, they clean it and put it in the sink, then I rinse and clean it well before 
putting it back on the shelf. I have to wear gloves, as the antiseptic is very strong. If I 
do not wear them, it will affect and hurt my hands. 
 
The breakfast consists of ricewater or corn porridge and a piece of white 

bread. It is brought to the ward in big plastic containers. Pauline and her 
colleague Leila walk along the beds and distribute it to the patients who are 
supposed to have their own cup and spoon; only on rare occasions are hospital 
cups borrowed. The same goes with lunch when rice, kenkey and yams with 
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light soup, fish soup or vegetables are served. There are no dietary guidelines 
offered; it is up to the orderlies to decide themselves on the amount of food 
given to a particular patient. When a particular food is finished, the patients get 
the leftovers. Considering the unconscious and tube-fed patients, they filter the 
porridge and soup and leave it on the lockers for nurses to feed.  

The second task during the day is cleaning the ward. As Pauline said, 
they use disposable gloves, the same sort nurses and doctors use for (para) 
medical procedures. This contributes to the fact that the glove supplies run out 
by mid morning. While the men sweep the floor, the women are responsible for 
dusting and sweeping the patient’s lockers, the nurses’ tables and boards and 
the windows. Given the structure of the ward and the open mechanism of the 
windows, they are covered with mosquito nets and can only be partly closed 
with glass, allowing a lot of dust, sand and dirt to enter the ward constantly. 
While the open surfaces are cleaned every day, the windows behind the 
patients’ beds get their turn less often. One day, the orderlies decided to clean 
all windows in Unit 1, which took all morning. The men shifted the beds away 
from the windows and removed the lockers. A hosepipe was connected to the 
sink and David stood on a ladder sprinkling the glass while Pauline and Leila 
cleaned them. The floor was wet and the whole unit was disorganised. It was 
impossible for patients, nurses or doctors to pass or do their work there. 
Luckily, no emergency occurred among those patients that very morning.  

As described above, it is the women’s work to clean the raised bedpans 
and nursing utensils in the sluice room and the men’s to clean the toilets. 
During the research period, the sluice room was cleaned by the close of the day 
and the toilets were (especially when compared to public or shared toilets in 
town) in a clean, hygienic state and with water running most of the time. The 
orderlies are also responsible for the doctors’ rooms outside the ward. Paulina 
explains: “First I clean the doctor offices every morning. I do this with a 
different towel as the ward is contaminated. After the offices, I continue here 
on the ward.” These rooms are used by the specialist for occasional patient 
talks77 and for medical students to gather before and after the visiting rounds to 
discuss cases and relax from their work. Paulina is often ordered to buy 
minerals like Cola or Sprite and kebabs for them after the rounds. During their 
work, they chat with some patients, mainly those who are about to be 
discharged or who they can connect to due to family connections or shared 
social activities. They comment on their health condition, encourage them to 
pray or read the Bible, and inform them about relatives waiting outside for the 
next occasion to come in. When they finish their work, the orderlies gather in 
their kitchen and chat with colleagues, or sit outside watching the activities in 
the hospital.  

Thomas is part of the orderly group, but works independently. He does 
not clean but is responsible for the blood, bodily fluid and urine samples that 
are taken from patients and need to be brought to the laboratories. He collects 
used penicillin bottles from the ward, which he cleans and sells to patients’ 

                                                 
77 All specialists have their consultation rooms in the original medical block and hold their regular 
office hours there. 
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relatives. He has his table near the entrance. He also collects money to pay for 
laboratory results. The nurses often call him to collect samples or complain to 
him for forgetting his duties and spoiling samples.  

Lilith is the watchwoman at the entrance to the medical wards. Sitting 
there Monday to Saturday, she guards the door and restricts family members 
from entering outside official visiting hours. She has good relations with the 
nurses and orderlies and chats with them when they take a break. She 
welcomes them to the shifts and often functions as the first informant for 
unexpected or special news like the death of a well-known patient or the 
admission of a returning chronically-ill woman. Most nurses greet her by 
asking “How is the ward?” Lilith knows all relatives, those sitting close to her 
waiting for news and those coming only at fixed times. As a gatekeeper, she 
knows a lot about the patients and is informed of deteriorating conditions and 
deaths on the ward. Occasionally, she will allow a concerned mother to enter 
the ward and bring food to her child or permit a brother to check with his sister 
whether she needs new medication. The rest of the day, she sits in front of the 
door, reads her Bible and talks to colleagues.  

Nurses and orderlies do not spend their breaks together and do not share 
the moments of prayer. The hierarchical separation between the trained nurses 
and hardly trained orderlies is clearly visible in their communication and 
interaction. Only the head of the orderlies has a cordial relationship with the 
matron, talking regularly with her. The others remain more aloof. When asked 
about the orderlies, most of the nurses speak in a friendly way about them, 
saying that they work here together and have to carry the burden of the 
temporary ward as a team. Nevertheless, nurses command orderlies to do 
certain work, clean more carefully or use fewer gloves for their work. One 
senior nurse says: “I need to supervise them as well. Otherwise, they won’t do 
their work. And the men have to go and refill the oxygen cylinders. I tell them 
so often, but they don’t mind me.”  

A few points crystallise when trying to understand the work of the 
orderlies and their relations with the nurses: there is a clear gender bias in the 
distribution of work. Men do the rough work, cleaning the floor and the toilets, 
while women clean the smaller objects and distribute the food. All of them 
report that they feel underpaid and undervalued, although they also say they are 
satisfied having a job in the well-known hospital. They define their job as an 
integral part of the ward routine and take the space they need, as shown in the 
example of the window cleaning exercise. Their appearance radiates 
confidence and pride and they are visible on the ward during the whole day.  
 Comparing the Ghanaian situation to statements of workers and 
literature on hospital cleaners, certain parallels stand out. Cleaners, members of 
the security and ward helpers function as gatekeepers. Just like in hospitals 
elsewhere in the world, they are often the first contact for new admissions and 
help relatives to stay in touch with their inpatients (Zaman 2005: 125). Looking 
at their work, they complain about not being valued. Like cleaners in British 
hospitals, they would like the nurses to understand their position and recognise 
the work they do. Messing offers an interesting point of analysis: cleaning is 



 

 200 

often left out of the list of necessary health professions in a hospital, and this 
invisibility is characteristic of the position cleaners are given in the hierarchy of 
a hospital. According to Messing78, cleaning is marginalised as it is “considered 
to be far from the central mission of an establishment…. And within domestic 
tasks, cleaning is at the bottom of the list. A third way emphasises their social 
class position. Cleaners have a low pay and low prestige compared to doctors 
and nurses” (1998:178f). This is parallel to movements and views in the 
broader society where garbage collectors and cleaners, both male and female, 
are seen as low in the social ranking. Nevertheless, the orderlies are 
indispensable for the functioning of the ward and the hygienic work of nurses. 
The nurses differentiate themselves from the cleaners. Their profession started 
as a menial and low-esteeme job (see part II; Owusu 1981) but rose in prestige 
and status. It is in the nurses’ interest to contrast favourably with orderlies and 
position themselves higher in hierarchy and power. Nurses want to be linked to 
the medical profession rather than to the category of cleaners. 
 
 

Patients: Obedience and support 
 
In the early morning, most patients are awake. They rest in their beds, read the Bible 
or check their mobile phones. Asking a patient how she is doing, she grabs my hand, 
her eyes are wide open. “My heart is paining me, I cannot breath. Help me. The night 
was horrible. I had such a bad dream; they were gone home to inform everybody I am 
gone. I am so afraid. They are calling me. I want to see my mother, oh she went away 
to say I am dead.” The other patients remain silent, some nod with their heads 
understanding her fears. Shortly after, the visiting hour starts and all patients get 
visitors who talk to them, wash them, bring food and pray with them. 

 
This part shows some aspects of the patients’ reality. The nurses’ 

perspective on patients will be discussed by combining it with the description 
of the patients’ fears, their financial situation and their religion. To illustrate 
their reality, three types pf patients will be portrayed.  

The 30 beds on the medical female ward are always occupied, the 
patients arriving either straight from the OPD during a consultation session or 
via the emergency ward (SME), where they stayed till a bed was free. Their 
duration of stay on the ward varies. While some stay just a few days to be cured 
of malaria or wait for results, the majority is admitted for any length of time 
between one and two weeks. A minority is admitted for longer than one 
month79. As described in chapter 12, death is present, for every month 15 to 26 
patients die here. This has an influence on the behaviour and expectations of 
the patients. In the following section, several general aspects of the patients and 
their relation to the nurses will be highlighted; after that, three types of patients 
will be portrayed and their interaction with the nurses analysed. 

                                                 
78 Messing refers here to D. Gaucher, 1983: Le maternage mal salarié: La division sexuelle du travail 
dans un milieu hospitalier. Montréal: Presses de l’ Université de Montréal. 
79 See also Chapter 9 on Korle Bu. 
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Nursing means helping ill persons and supporting them in their process 
of getting better, accepting the diagnosis of an acute or chronic disease or come 
to terms with staying in the hospital80. The nurses on the ward try to make the 
patients feel comfortable and at the same time integrate them in the ward 
routine without allowing too many exceptions81. The matron teaches her 
students: “When they come into a hospital bed, we recognise them as patients. 
It could be me or you, it could be somebody else. You expect your relatives and 
loved ones to be cared for well.” She urges her nurses to take all patients 
seriously and to look after them. The nursing director confirms that 
perspective: “You have to think for the patient. You are his advocate. Yes, 
because he just lies flat, he doesn’t even know where he or she is. She’s not 
aware of her surroundings, so you need to think for her, turn her, feed her, 
bathe her, dress her wound, and so on and so forth.” It starts with the 
admission, when the patient and her relatives are welcomed, the ward routine is 
explained to them and they are given their beds. Nurse Liz elaborates: “If you 
introduce the ward and yourself well, all will be well and the family will feel 
comfortable leaving the patients in your care.” Stephen agrees and formulates it 
even more strongly saying: “The behaviour of health workers is very much 
influential. When somebody is sick, depending on the way you speak to this 
particular patient, she will either be well or sink and die.”  

The general approach towards new patients is to talk to the relatives, 
informing them of visiting hours and what they are supposed to do, and in so 
doing, possibly allay their uncertainties. But the nurses have the perception that 
many (if not most) patients come too late to the hospital. They blame the 
patients for being ignorant: “The problem with Korle Bu is that the patients 
come too late. They use all their money on traditional healers, the quack 
doctors and in private clinics. We need a law that if a situation does not 
improve in two weeks, you need to refer a patient to the next hospital. When 
they finally come here, it is often too late.” (Matron Hilda). Her colleague 
Grace even blames the patients for being irresponsible:  

 
The rich ones go to private clinics and keep long there. When their money is finished 
or the doctors do not know (what to do) any longer, they come here. Others think 
when you’re sick you have to go to the juju man, herbalist and other things, because 
every sickness, they think there’s somebody behind it. You come here when it is too 
late and expect the doctor to do some miracle. 

 
Most nurses share the conviction that many patients could be treated 

better and discharged in a stable condition were they to come earlier. The 
Teaching Hospital is a site of both attraction and rejection for patients, a fact 
which is reflected in the nurses’ accusatory attitude towards patients/blame of 
patients, and the patients’ state of fear. 

Indeed many patients are afraid, mainly for two main reasons: the fact 
that they have been admitted to the teaching hospital, and the fear that 

                                                 
80 See, for example, the definition of nursing by the International Council of Nurses ICN (www.icn.ch) 
81 For most patients, it is their first hospital admission or at least their first time in this teaching 
hospital. 
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something could happen during the night. The teaching hospital has a 
reputation throughout the country of being a place where the best medical help 
can be received. But hope mingles with fear of the unknown and many factors 
play together.  

 
Korle Bu makes people afraid. They do not want to go there. They know that when 
they are referred here, it is serious. So they will not voluntarily go there, but to 
traditional healers or a polyclinic in their surroundings. And when they are sick and 
the doctor says they have to come here, they get afraid and think they have to die. 
They also think it is expensive, and when they know you will die, they discharge you 
to die at home. The diseases brought here are deadly. That is what frightens patients. 
Because they know this is a teaching hospital, when the other hospitals try their best 
and it doesn’t work and they bring them (patients) here and it still doesn’t work, they 
lose hope and give up unto death. (Matron Mary) 

 
The diffuse fear of the patients can partly be explained by ignorance that 

becomes prominent in their anxiety in the night. It is a common fear that death 
can come by night. This, in combination with pain, and unfamiliar sounds and 
smells, leads to the fact that many patients do not sleep during the night and are 
nervous in the morning. Nurse Grace elaborates: “The night is interesting. 
Some patients are restless and difficult, you need to reassure them. They do not 
sleep because they think death will come when they sleep. So they are awake 
all night and want to have all lights turned on. When day breaks you will see 
them fall asleep.” Naa, a young Sickle Cell patient confirms this view:  
 

I was scared in the night. The days were ok, but the nights were horrible, I could not 
sleep. They were calling me; the other patients called my name and I could not sleep. 
And this woman was dying and they [the nurses] pushed her out. It was horrible.  

 
Later, she received a bed near the nurses’ table. Her father expressed relief:  
 

She saw too much at the old place. The people were dying and she saw all. Here, she 
was closer to the nurses and could talk to them directly, and she could watch the 
television. She did not feel so alone and the nights were cooler.  

 
This patient describes well how afraid she is of the night and of the fact 

that the ward is the place for many severely-ill patients. Death is constantly 
present and frightening. A retired nurse remembers her time in hospital: “First 
of all, we all fear death somehow. We try to console the patients, but so many 
die here in this hospital and everybody knows. They hear the name [of the 
hospital] and are already afraid.” (Dora).  

Another factor that makes patients insecure is the financial implication 
of a hospital admission. When admitted to the ward, the patient is supposed to 
pay a deposit of ¢300,000. From this, emergency medication can be ordered at 
the pharmacy (through the medical order, see above) and deducted against the 
final bill. Some patients are shocked by the cost as they think health care 
should be free as it was under Ghana’s first president, Nkrumah. The fact that 
Korle Bu is a government hospital also makes some Ghanaians think that the 
treatment at Korle Bu will be free. According to Matron Mary, there are 
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families who decide to bring their sick relatives and expect help: “They say 
Korle Bu is for the government, so if you have no money, the government 
should pay for you.” The following table gives a rough overview of the costs of 
items patients pay. The figures were compiled during the research period in 
2005 and 200682.  
 
Table 10: Costs and expenditures in hospital in 2005 

Fixed costs:  
Accommodation:………..¢5,000 daily 
Food:…………………. ..¢12,000 daily  
Sanitation:………………¢8,000 
Documentation:……... …¢6,000 
Over this:  
Development fund:……..10%  
Spirit & disinfection:.…..¢25,000  (for pharmacy)  
Consumables, used on demand:  
Gloves………………..¢1,000 
Syringe & needle……..¢1,000 
Cotton balls:………….¢1,000 
Sterile gloves……… ...¢5,000 
NG tube.………….…..¢4,500 
Catheter.…….………..¢12,000  
Urine bag…….……….¢7,000 

Examples of final costs for hospital admission excluding medication: 
up to 1 week:…………¢160- 538,000 
1-2 weeks:……………¢411- 819,000 
2-4 weeks:……………¢767- 1,680,000 
 
Tests and medication (not included in final bill):  
Blood test: ……………..¢20,000 – 60,000 
EEG: …………………...¢75,000 
CT scan: ……………….¢370,000 
CT with contrast:………..….¢700.000 
Physiotherapy:………..…….¢15.000 
 
Blood transfusion……..……¢58.000  
Dextrose saline 500 ml……..¢12.500 
Normal Saline 500ml……….¢8.000 
Standard antibiotics 1g……..¢61,000 (given for at least 8 days) 
Dialysis……………………..$100 
Chemotherapy……………....ca. $ 100 per injection  
 

Sold by nurses directly:  
Water 500 ml:..………… ….¢300 
Diapers:…………………….¢15,000 
Blood sugar strip:…………..¢15,000 

Source: Information by the ward accountant and data collection of the researcher 

                                                 
82 The numbers are based on informal information, written documents, interviews with the hospital 
administration and statistics collected by the researcher. 
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Many patients are afraid of these costs and are not able to pay. Due to the cash-
and–carry system in the health sector at the time of my research, all patients 
had to mobilise money to pay the cost. Only few civil servants and employees 
of multinational companies had health insurance and could request a refund. 
The National Health Insurance Scheme (NHIS) that started in 2005 is slowly 
catching on with Ghanaians83. The constant financial insecurity leads to 
frustration both among nurses and doctors on one side, and patients on the 
other. In many cases, tests cannot be run and a therapy cannot be started due to 
lack of funds. One patient was supposed to have a tube inserted in her lungs to 
drain free fluid but could not afford the cost, so nurse Lydia reacted thus:  
 

You are supposed to buy the tube and all needed material yourself. We write them a 
prescription and they go to the CSSD for the tube, sterile cotton and gauze and so on. 
She did not buy enough, so we will borrow some gauze from another patient. The 
ward should provide the patients with the drainage bottles. But look around you, we 
have only one bottle for the whole ward, and no sterile gauze.   

 
In this case, a patient was willing to donate some of her materials; 

however, in other cases such solidarity is impossible. A patient who needed 
dialysis was not able to mobilise the money. Matron Mary says: ”She needs 
dialysis, but it is too expensive. Her family cannot afford it. She is on Lasix84 
and on a diet. This is how we try to treat it; that is all we can do.” In other 
cases, the family promised to pay the costs but did not return in time. Such 
delays often lead to spoiled samples. The following is a typical example of 
such situations:  
 

Several days ago, a sample of fluid was taken from the lung of a severely ill patient. 
This sample is still lying on her (the patient’s) table. The nurses see it lying there 
everyday but nobody takes action. Nurse Martha explains: “She has to pay for the 
test. Once she gives the money, Thomas will take the sample to the lab. But she says 
she has no money. This is why nothing happens. It is old now, we have to discard it. 
The same happened to the scan-report. It was ready long ago. Her children have to go 
for it and pay the remaining sum before collecting it. They have not done so, This 
means we do not have a report. You see, this is our problem. She remains on the ward 
and nobody knows what is wrong with her.” 

 
As a consequence, the doctors are sometimes incapable of definng a 

diagnosis and deciding on a therapy. One doctor expresses his frustration thus: 
“The family asked me yesterday to get her home as she looks a bit better. We 
requested some tests be done, but you see, the request forms are still lying here. 
They are expensive. We will discharge her and she might die at home.” In 
another case, the family returned to their village ‘to mobilise money’ but did 
not return. The doctor saw only one option: “We cannot make any big 
examinations. Unless we just order it and it is added to the final bill; if she 
cannot pay then, the Welfare Department might jump in or we discharge her 
                                                 
83 See chapter 4 for details. 
84 Lasix is a medication that is injected in the vein to avoid edema and fluid retention, and to motivate 
and improve the production of urine. 
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untreated. This is our situation here in Ghana. We do not have enough money.” 
This quote shows how crucial the financial situation of a patient is in order to 
make hospital admission worthwhile and create a possibility of regaining 
health. In other situations, old family problems come up and influence the 
decision whether a patient is supported or not. Matron Mary recalls the case of 
a patient whose family refused to buy expensive medicine with the following 
explanation:  
 

They told me straight in the face: ‘this one, she doesn’t contribute to the family fund 
so we can’t take money from the coffers to buy her medicine’. Where are the 
children? They are not here. That is the end. They go and don’t come back and the 
patient dies.  

 
Nurses and doctors agree that this tension and stress has an influence on 

patients’ health, but see limited ways to solve this problem. Patients who 
cannot pay the bill sometimes stay longer on the ward without treatment till 
family members succeed in coming up with some money. 

In some cases, the church or religious community to which the patient 
belongs assists and pays part of the cost. When such a solution is also not 
possible, patients can receive support from the hospital Social Welfare and 
medical departments, which have funds for indigents. The Social Welfare 
Department, in which five social workers and two assistants work, is informed 
by the matron of the ward when a patient is not able to pay a bill and the 
relatives then have to go there to explain their situation85. According to the 
matron, “about 90% of our patients can pay their bills. The others have 
problems, and we refer them to the Social Welfare Department. The social 
workers will then go to the home of the patient and see whether the family can 
generate the money or not. They will search for family members to pay; they 
always find somebody [she laughs].” Some patients are satisfied with this 
solution, while other feel ashamed and fear opprobrium in their neighbourhood 
when this becomes known. Another aspect is that the Welfare Department need 
a guarantor who has a regular income and a bank account as security. When the 
deal is done, the patient can go home and pay the debit in instalments to the 
hospital. The medical department has its own fund, called Mobrohunu 

(compassion), which was initiated by a private person about five years ago. 
Nurse Grace explains:  

 
It distributes ¢ 500.000 each month to each medical ward. It can be used for 
emergencies and to pay for important test for those patients who have trouble 
mobilising a bigger sum of money. Sometimes, if we see that a person is in difficulty 
but needs a test, then we help. But it cannot be used by one patient. This means the 
fund is not meant for the settlement of final bills. Last month, one patient was granted 
¢25.000 for a blood test, another patient ¢88.000 for another test. The form for it must 
be filled out and signed by both a nurse and a doctor stating the medical need and 

                                                 
85 In 2006, 1,120 cases were handled by the social welfare service for the whole hospital. 120 patients 
were declared paupers and their bills, being worth more than 77 mio cedis, waived off. (Korle Bu, 
2006)  
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financial situation of the patient. Then it is given to the administration to arrange the 
transfer of money. 

 
In this way, the nurses have some influence on the well-being of their 

most needy patients. Truth and cooperation are required; otherwise the nurses 
are not willing to help, as Nurse Edith confirms: “These traders and farmers do 
say that they do not have money, but they do. The problem is that they always 
first try to cure themselves, take any medication from the pharmacies. Then 
they go to private clinics. By the end of the day, they all come to Korle Bu. 
Another group of patients comes here because we are a government hospital 
and cheap. They come for cheaper treatment. If they come too late and are not 
cooperating, there is nothing we can do.” This shows how fragile the 
confidence of the nurses in the financial strength and honesty of the patients is. 

Just as it is for the nurses, religion is an important aspect of the patients’ 
lives. All Christian patients have Bibles with them. They are placed next to 
their heads or under the pillow, forming together with their mobiles phones and 
some money their most valuable property. During the visiting hours, their 
families pray, sing and meditate with them. The same routine goes for Muslim 
patients. Every now and then, a Catholic priest visits the wards, offers to pray 
with patients and blesses them. He encourages severely ill patients to trust in 
God:  

 
Don’t cry, you cry for the devil. Rejoice in God for you will be healed and live! Jesus, 
come with your healing power and touch these patients. The doctors are only human 
beings, but you are God Almighty and can heal. Come with your powerful hand and 
give healing. We soak our lives in your blood. 
 

In the patients’ conception, two ideas are expressed: they surrender to 
God and they praise Him for His protection and mercy. Typical phrases to 
capture such situations are as follows: “only God knows; nothing is difficult for 
Him” and “God knows best. We humans cannot talk much, but in all, we have 
to give Him thanks.” An old woman, who had never been sick before, was 
admitted after collapsing during a church service and diagnosed with high 
blood pressure. In her eyes, this is part of God’s plan for her:  

 
God wants me to rest. And God wanted the doctors to see me, this is why He brought 
me here to collapse. Every day you have to praise God and thank him. I am doing fine 
now. God brought me here on a Sunday, so I have my Bible with me. They made an 
x-ray of my whole body. It seems God wants the doctors to see me completely, from 
hair to toe. 

 
In line with that belief, patients are grateful to God for protecting them in these 
‘tempting times’ of illness and death. The response to a morning greeting is: 
“by the grace of God, I am doing fine. Praise be to God” or “I am feeling much 
better, it is only God who knows.” One woman who was admitted after a 
serious allergic skin reaction (Stephens-Johnson syndrome) expressed her 
praise and gratitude by comparing herself to her fellow patients: “I have 
learned a lot on this ward, especially, to love God more. I am not better than 
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these, I could also lie in the fridge86, but God is saving me. I pray, ‘please God 
save me’. And He can do it. He can tell the doctor to go to me and give me the 
right medication.”  

The nurses pray as a group in the morning devotions but hardly ever 
with patients. They fully support the individual and family prayers, saying “It 
helps them a lot psychologically; It helps to solve or cope with their problems.” 
After a patient has died, they try to console the nearby patients and their 
families: “This is a time of challenge. Today, a fine woman joined our Lord in 
heaven. So let her life be a memorial for us. These challenging times are to 
show our strength and belief. We know that our Redeemer liveth, God is in 
control. Do not look down, stand up and rise, the Lord is with you.” Similar to 
what could be understood from the religious expressions and beliefs of the 
nurses, the faith in a supreme God and His healing power strengthens the 
patients to face reality on the ward. It helps them to cope with uncertainties, 
stand their pains and gain hope for a speedy recovery and successful discharge 
from the medical ward. 

The nurses’ view of patients is twofold: with some patients, nurses build 
up a relationship and know their backgrounds and families. This is mainly with 
returning, chronically-ill women like several young girls suffering from 
leukaemia or Sickle Cell disease. Even before they are re-admitted, their 
presence in the hospital is known and beds are arranged. Several of these 
patients died during the research period and these were moments when the 
nurses were emotionally touched and felt sad. But the majority of patients 
remains relatively unknown and the contact with the nurses is superficial. The 
following section portrays three different types of patients that represent the 
hundreds of women who pass yearly through the medical ward. 
 
Lizzy 

 
Lizzy, a 17-year-old girl, was admitted with Stephens Johnson Syndrome87. 
She claimed to have suffered from malaria and went to a local health post 
where she was given medication. She developed blisters and swelling on her 
body and was rushed to Korle Bu for further treatment. Her whole body is 
showing signs of burns, the skin is peeling off and she can hardly open her 
eyes. Her mucosa is also affected, which makes swallowing fluids almost 
impossible and painful. The file says: “She was apparently well till seven days 
ago when she was given amoxyclin. She was thought to have chicken pox as 
some people in her neighbourhood had it.” Lizzy lies in bed partly naked, only 
covered with a sheet. Nurse Phyllis has specialised in caring for such patients 
and washes her every morning. In the meantime, two nursing students change 

                                                 
86 Patients use the term ‘the fridge’ to refer to the mortuary where the deceased patients are brought. It 
is a common expression used in hospital and in the society in general. 
87 Stevens-Johnson Syndrome (or Toxic Epidermal Necrolysis) is a potentially deadly skin disease that 
usually results from an infection or a drug reaction. It starts with rashes and blisters on all parts of the 
body. The mucous membranes can become inflamed. It is very painful and patients risk dehydration or 
hypothermia. Layers of skin, hair and nails can come away with ease and often the skin peels away in 
sheets.  
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her bed-sheet. These patients use their own sheets as the mercurochrom88 
colours the sheets. On the old sheet there are particles of old skin soaked by the 
fluid that comes from the bursting blisters. Nurse Phyllis pushes her in a 
wheelchair to the shower and washes her with soapy water. Lizzy is in pain but 
cooperates by turning around and not itching. Phyllis wears a plastic apron and 
gloves. With cotton, she rubs Lizzy’s body, and with a razor blade and a needle 
opens the blisters so the fluid can come out. Old, dead skin is removed 
carefully. Lizzy shivers. At the end, Phyllis covers the skin in mercurochrome, 
which is the most painful part. Back in bed, the care continues: Phyllis opens 
the blisters on the hands and feet. She does it with a needle as she cannot find a 
sterile blade. She explains: ”It is important that they come early and stop taking 
the medication that causes the reaction. Here they are put on several antibiotics 
and painkillers. She will be fine, I have seen much worse cases going home. 
She will be ok.” Student Susan explains further: “They say she took some 
medicine she bought on the market or from a herbalist. This girls take anything, 
she will not tell you the truth.”  

A few days later, her situation has worsened. Lizzy can hardly walk and 
only drinks small amounts of water or coke. It is time for the shower. Matron 
Mary goes to her office and gives the nurses the last supply of cotton wool. 
“She will replace it; her sister will come later today. We will collect money 
from the staff and buy it ourselves. Each nurse pays ¢10,000 and we can buy 
the needed materials.” Phyllis chips in: “The problem now is the vomiting as 
she is losing too much fluid. They tried to set a line but it did not succeed. The 
whole skin is swollen or peeling off.” 

After the washing is finished, Lizzy is feeling hot and cold. The nurses 
push her in a wheelchair and place her under the fan in the middle of the ward. 
One hour later, she collapses. Nurse Grace calls everybody: “All hands on 
deck, we need assistance.” Two nurses, two HCAs, and the orderly, David, put 
her back in bed. She passes urine and stool uncontrollably and is gasping for 
fresh air. Her head falls back. The matron comes and starts oxygen to be passed 
through the nose. A doctor is present and orders the nurses to check her blood 
sugar level, which turns out to be low. Two nurses stay, more or less shouting 
at her to open her eyes and look at them. After some time, Lizzy recovers, she 
breathes normally again, asks for water to drink and urinates in a bedpan. At 
noon, the nurses decide that she should get a wound dressing by applying a 
protective cream on the skin and covering it with gauze and bandages. It is 
called “wet dressing.” Two nurses do the dressing, two others assist. Lizzy sits 
up and they start with the arms and legs. They apply the cream thick on the 
body, then cover it with the non-sterile gauze and fix it loosely with the 
bandages. Matron explains: “We leave it for two days, then we renew it. Those 
on duty on Saturday have to change it. The cream is water soluble, so we will 
soak it in water and it will easily come off. Together with the gauze and 
bandages, this is a ¢100,000 cedis affair. All nurses will contribute and buy the 
next cream. I want this girl to go home.” One hour later they are almost 

                                                 
88 Mercurocrom is a fluid iodium containing disinfectant (antispetic) used to clean wounds. Its colour is 
red and difficult to remove from clothes. 
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finished, when Lizzy’s body gets heavy and her head falls back. They lay her 
on her back but she does not react. The matron shouts at her “Lizzy, come on, 
open your eyes. Do you hear me?” She squeezes her arms and legs to evoke a 
reaction, but no response. Then they try to re-connect the oxygen and realise it 
is finished. She calls for the sucking machine but it is not working. Mary gets 
angry and starts with the re-animation. The body, partly in white bandages, 
moves up and down uncontrollably. Grace stands there, motionless, Edith stops 
smiling. Mary calls for a stethoscope, checks for the heartbeat, looks up and 
shakes her head. Her face is without emotion. The other patients are quiet. 
Mary explains: “Her mother is also ill, it is a tragedy. She had just told me that 
she wanted to finish her school education, her English was very good. I wanted 
her to go home.”  

The doctor comes, looks at Lizzy and puts on gloves to examine her. He 
looks in her mouth and says: “She is not so pale after all. The Stephens Johnson 
is a problem here in Africa. I would like some nurses to attend a workshop on 
how to care for those patients best. Especially the wound dressing and pain 
therapy are important. I am not sure why mainly women get this reaction. One 
explanation is that men start drinking when they have problems. Women start 
taking drugs of all kind.” He takes some gauze to open the swollen eyes and 
shine with his torchlight, the eyes do not react, he shakes his head. Lizzy is 
pushed out of the ward to the treatment room. At the table, the nurses are sitting 
silently then suddenly, Catherine says: “The work of a whole morning is gone.” 
 
Elisabeth 

 
Elisabeth Kwasie is 59 years old, divorced and lives on the Kwahu plateau in 
the Eastern Region working as a cacao farmer. She is admitted to the ward with 
pleural effusion on the right side and pneumonia. She has never been 
hospitalised before. Her brother visits her every week and is informed about her 
treatment and new prescriptions. Her older children remain in the village, but 
her youngest daughter of 18 came with her to look after her. She brings her 
food every day and washes her clothes and sheets. Her bed is in the middle row 
at the end. The nurses call her auntie Elisabeth, greet her in the morning, check 
her vital signs and give her medication. For the rest of the day they leave her 
alone. Auntie Elisabeth has pains in her lung and difficulty with breathing. The 
doctors decided to insert a chest tube in her right lung and gave her brother the 
prescription to buy it. Now that they have the materials, they have placed a 
screen around her and have started working, but as the site is a bit dark, they 
ask for a torchlight from the matron’s office. Fixing the tube is a painful 
process; she is crying and coughing. After half an hour, the tube is inserted and 
fixed. There is blood on the floor and on the bed. It seems the tube and 
collecting system is a new method and neither the nurses nor the doctors know 
how to use it well. The matron comes to see it also and is asked for advice. 
They manage to set the equipment and finally bloody fluid is running into the 
container. After draining half a litre, the tube is closed. The doctor explains: 
“You have to do is small small, otherwise the lung reacts with an oedema and 
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we do not want that to happen.” Thirty minutes later, the matron says: “Let’s 
look after that chest tube.” She goes together with three nurses and looks at it. 
A paper lies on the locker, stating that it is a single use chest drain system. 
Matron Mary elaborates: “Yes, it is a single use system meant to be disposable, 
but we are here in Ghana, we cannot afford that, but have to empty it and use it 
again. We cannot use it and just throw this away.”  

In the course of the weeks, there is no improvement in Auntie 
Elisabeth’s health. She lies in her bed and only gets up to go to the toilet and 
shower. A CT scan is done, but the resulting diagnosis reveals: ‘massive 
pleural effusion; cause unclear ’. Her family is angry, as the test was expensive 
without leading to any satisfactory new diagnosis. It is decided she should be 
treated for tuberculosis. The doctor says: “The treatment for TB is free. You 
know, some patients might not be TB cases after all. But if you as a doctor do 
not know it any longer, and the patient is short of money, you put her on TB 
treatment. From that moment on, they do not pay any longer. In many cases the 
real problem is the malignancy of the tumour. We would need a biopsy, but 
there is no money.” Auntie Elsiabeth is getting weaker. The brother gets 
impatient and says: “They say maybe it is cancer. What can we do? Her life as 
a farmer was not always easy. But she was never sick; she never had to go to a 
clinic before. She is getting weaker, and the debts are piling up. I cannot take 
her to my home here. Who should look after her there? She has three sons, but 
they are busy. If she dies, fine. If she recovers, we thank God. Praying is all we 
can do.” After three months on the ward, nurse Vivian states: “She is here too 
long. Some patients can become emotionally stressed and need a change of 
environment. The TB treatment also makes you weak. She was here most time 
of the year, imagine that. They need to talk to the doctor.” A few weeks later 
she is discharged, weak and coughing. It remains unclear what causes her lung 
problems. Her bill totals 1.5 million cedis. Her brother needs several days to 
come up with it. Then they leave. Auntie Elisabeth says when leaving: “My 
family is fighting about the money. My daughter, too, left me today in anger. 
She should give me porridge but I was lying down. How can I eat lying down? 
At home, they have to give me medicine, Blackman medicine, you know? It 
will help me, so I will take small together with your medicine. If only God 
wakes me up.” Nurse Grace bids her farewell and then turns to her colleagues: 
“Money was the problem. She has been here too long and nothing has 
happened.” Auntie Elisabeth had been on the ward for more than four months.  
 
Akosua 

 
Akosua is an ever-friendly young woman in her early 20s. Two years ago she 
was diagnosed with acute lymphatic leukaemia.  She lives with her mother in 
Akosombo, about one hour drive from Accra. During the research, she was 
admitted four times for a check-up and chemotherapy. Her general condition is 
good and she is mobile. Normally her mother, a nurse herself, stays with her 
bringing her fresh fruit and juices. She is her only child. Returning regularly to 
the ward, Akosua knows all nurses and considers herself their friend. “I 
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normally try to be in this bed next to the nurses. You see what is happening and 
I do not feel too alone. I use a mosquito net. There are too many mosquitoes, 
especially during the night. And they are big, they bite you well. The nurses are 
good, they are doing well. They give me my drugs and I take them on time. If 
you are nice, they are also nice. But some patients are rough and do not want to 
take their medication on time. In such cases the nurses are also rough, but you 
cannot blame them. It is not easy for them, so they become unfriendly. What 
can you do?” Knowing each other well, she has the privilege of being allowed 
to use the nurses’ bathroom. When feeling well, she helps them with the selling 
of diapers and ice water from the fridge and at times keeps the collected money 
for them. During the day, she makes her own bed and reads a lot or chats with 
the health care assistants. Like many of them, she did not do too well in her 
final school examinations and they study together for the re-sit papers. Stella, 
another girl with leukaemia, is her best friend and they often meet on the ward. 
Stella dies one Sunday night in the bed next to her after being rushed in having 
suffered from bone pains a few days before. The nurses, sad themselves, 
comfort Akosua and bring her candies and vitamins to strengthen her. For her 
therapy she needs regular lumbar punctions and the medication is injected 
straight in the spinal chord. Akosua tries to bear the pain and the subsequent 
24-hour bed rest, suffering most from being dependant on others for help. The 
nurses know that, so they are patient and understanding with her. The doctors 
know her also and sometimes take her out of the ward. “I hope to feel better 
soon. You see, I know all of the doctors. Sometimes one takes me out for a 
ride. This is how I know a bit of Accra. They know that me, I won’t run. I am 
grateful to all the doctors and nurses. All nurses here are hardworking and 
friendly. I really like them.” Over the months, her condition does not improve 
and financing her therapy becomes a problem. One chemotherapy treatment 
costs more than $100 and she would need 12 to 14 in a row. When her blood 
count is too low, she is discharged home to rest and regain strength. 

Returning to the ward in 2006, I meet Akosua again and witness her 
ongoing struggle against leukaemia. In the latter part of 2006, she is weak and 
rushed to the ward. Even when the ward is officially full, the nurses manage to 
find her a bed and admit her straight to the ward. They want to spare her from 
having to stay at the overfilled emergency or a foreign ward. The nurses recall: 
“Akusua was here; oh she frightened us. She even was on oxygen. We were 
afraid. She is slowly deteriorating, oh she was sick and we were scared.” Later 
they learn that Akosua died at home shortly after her last admission in 2007.   
 
 

Conclusion 
 
The three life stories above show the variety of patients and of possible nurses’ 
reactions. Patients like Lizzy demand exhausting manual work and the nurses 
often blame them for their conditions. Auntie Elisabeth represents the large 
group of patients who remain invisible, and with whom relations remain 
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impersonal. Akosua is an example of those patients who build up a close 
relationship with the nurses and develop friendships.  

Asked in concrete terms about differentiating the patients in their 
nursing activities, the nurses feel uncomfortable. Martha states: “No, we don’t 
label a patient as difficult. No, you don’t label them; they are unique in their 
own way.” Her superior admits problems in treating all patients the same: “We 
don’t want to, but sometimes some patients are quite troublesome. You go and 
change the bed, you barely turn and then the bed is wet again. You barely 
empty your trolley and the bed is wet again. And the next time you see her in a 
pool of urine, you’ll pass by, because you’re tired. If you don’t take care, you’ll 
get fed up.” (Matron Regina). Nurse Grace reflects on her work and is critical: 

 
Actually, we do not manage to treat all the same. Like a patient who’s supposed to 
have her drugs served. If you don’t have your drugs, how do I treat you? Do you 
understand? And no matter what, even if the person is poor or rich, you are supposed 
to bathe the patient. You’re supposed to give the patient food. But when the patient 
doesn’t have other things like a bed sheet to use to cover and there’s no bed sheet in 
the hospital, and a rich man has his bed sheet, obviously, you’ll use his bed sheet to 
tidy his bed and that’s where the differences start.  

 
She agrees that the personal wealth and appearance of patients make a 

difference in how they are treated on the ward. Another differentiation is made 
between ‘the educated’ and ‘the illiterates’, standing for those with a higher 
education and profession on the one hand, and the petty traders and people 
from the rural areas on the other hand. They blame ‘the villagers’ for being 
ignorant: “They are not educated and go to the herbalists. They give them drugs 
to take or apply. We have a lot of problems with them.” (Nurse Catherine). 
Edith agrees: “You know, most patients are illiterates, excuse me to say. We 
need to talk to them in their dialect so that they can understand us and do what 
they need to do. We try to educate them but it is difficult.” The nurses’ aim for 
all patients is to have them rest and relax while on the ward in order to regain 
strength and have all therapies work out well. 

In order to understand the interaction between nurses and patients, it is 
interesting to start by analysing the patient’s behaviour. During contact with 
doctors, all patients are silent, waiting to be asked questions, and not daring to 
pose questions themselves. Towards the nurses, they sometimes utter their 
feelings of insecurity, but there is no structured counselling or psycho-social 
encounter. The nurses expect them to be compliant with the ward routine. This 
is comparable to the sick role model as elaborated by Parsons in the 1950s. For 
him, “being sick is not simply a state of fact or condition, it is a specifically 
patterned social role” (1951: 436). This role allows patients to be temporarily 
exempted from their usual social and professional duties and generally they are 
not blamed for their condition. However, the exemption obliges the patient to 
seek advice and treatment from qualified people and to develop the will to get 
better. Although this model is criticised and weaknesses are shown, it applies in 
many respects to the patients on the medical ward. They are expected to lie in 
bed, relax and obey orders from doctors and nurses. Contrary to Parson’s claim, 
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in the context of Korle Bu, blame is often placed on patients for their current 
situations, and it is hardly suppressed. Patients are accused of being negligent 
about their health, bringing severe illness to themselves. Their lack of 
education, the expression ‘villager’ and constant financial pressure belittle the 
patients and manifest the power of nurses over their patients. The three types of 
patients described above reveal how patients’ status and their relation to the 
nurses are negotiated and determined. Anderson describes it as “negotiations of 
relative status [that] are important because they produce a particular allocation 
of power between individuals” (Anderson 2004: 2006). Patients respect nurses 
highly, even if they are much younger than the patients themselves, and they 
are asked for advice and explanations. The nurses’ reaction is mainly to 
command them to be silent and passive. This fits also with the cultural norms 
that emotion and fear should not be vocalised, and that too much questioning is 
seen as a childish behaviour and a provocation (Geurts 2002). There is hardly 
elaborate communication between them. Sazs and Hollender, who analysed the 
interaction between doctors and patients, elaborated several models. The 
activity-passivity model that could for this purpose be expanded to the nurse-
patient relation fits in the research situation: “There is a similarity here between 
the patient and a helpless infant, on the one hand, and between the physician 
[or nurse] and a parent, on the other hand” (1978: 101). In 1983 Armstrong 
described the fabrication of the relationship between nurse and patient. 
Assuming that this is a relationship between two subjects rather than a subject 
and an object, he looks into the development of nursing. The main points were 
(and are, in this case) gaining the patient’s trust and conveying a sense of good 
health. “It was clear the relationship was construed as something dynamic, that 
led to problems of communication and emotions. The nurse plays a part; the 
patient watches and is hopefully impressed.”(1983: 457). As nursing developed 
further by theories initiated in Europe and the US, especially the emotional and 
spiritual care of patients gained more attention. The relationship between 
patients and nurses on the ward can be understood in those older terms. 
Displaying discipline and presenting knowledge on the one hand and 
requesting unquestioned obedience and respect on the other are the main 
features that characterise the nurse- patient interaction. 

The analysis of the three major groups with whom the nurses interact 
during their work on the ward shows the power constellation and ongoing 
definition of the nurses’ situation. They are dependant on the doctors and need 
to show respect while hoping for improved cooperation. They clearly separate 
themselves from the orderlies, give them orders and avoid being associated 
with cleaning work. The nurse-patient relationship is characterised by limited 
communication. The nurses’ attitude is that of the knowledgeable and respected 
health worker. Presenting themselves as powerful and in control is the guiding 
principle towards all groups but can only be partially realised, depending on 
their counterparts.  
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