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There are a variety of settings and roles available for Canadian pharmacists interested in practicing abroad.  
I had the opportunity to volunteer as a clinical pharmacist based in rural Ghana. In this workplace spotlight 
I would like to provide a brief overview of some healthcare and pharmacy-related issues Ghanaians 
encounter and to share some of my experiences.  

 
 

Introduction 
Opportunities to study and practice abroad are available via multiple channels. Undergraduate and post-

graduate pharmacy programs offer international clerkships, countries looking to optimize pharmacy practice 
recruit clinicians, and non-profit agencies are in need of volunteers. I had an interest in practicing abroad, 
especially in a developing country. I completed my PharmD in May 2013 and was eager to utilize the array of 
skills I honed in a unique practice setting and thought this was an opportune time to volunteer abroad for an 
extended period. I chose my site in Ghana based on a recommendation from a colleague who knew a hospital 
pharmacy manager that was interested in partnering with a clinical pharmacist. Additionally, the country is 
politically stable and known for safe volunteer experiences. This workplace spotlight provides a brief overview of 
healthcare and pharmacy practice, as well as, highlights some of my experiences in Ghana.    

Ghanaian Healthcare 
The healthcare system is evolving despite facing a number of challenges. Overall infant and maternal mortality 

rates are decreasing and a national HIV/AIDS program has been implemented. Challenges include access to quality 
facilities, healthcare practitioners, and health insurance, mortality secondary to curable diseases, and poor 
sanitation (1). 

Healthcare facilities are unevenly distributed throughout Ghana, leaving rural communities in a deficient state 
(1, 2). These communities have higher infant and maternal mortality rates compared to urban centers. It is 
estimated that Ghanaians have to travel on average 16 km to access a healthcare facility with a physician (1). This 
is a significant distance as the main modes of transportation are foot, bicycle, and taxi. Additionally, alternative 
healing practices, poverty, and illiteracy further impede the delivery of quality healthcare (1).  

There is a mix of public and private healthcare and medical insurance. The Ministry of Health introduced the 
National Health Insurance Scheme (NHIS) in 2004; it is funded by external donors and a National Health Insurance 
tax. The NHIS pays for hospitalizations, outpatient doctor visits, basic laboratory testing, and specific medications. 
It does not pay for HIV medications, thoracic, neuro-, or plastic surgery unless the indication is trauma related, 
elective procedures, infertility investigations, transplant medications or surgery, hemodialysis, and only covers 
cervical and breast cancer therapy (2). Private insurance plans offer a range of options, but are rarely affordable 
for rural Ghanaians (2). Maintaining health insurance is not mandatory for citizens. Uninsured hospitalized patients 
are charged for all services and medication rendered. Accounts must be settled prior to discharge. For insured 
patients, invoices are sent to insurance agencies for reimbursement at discharge, but payment can be delayed up 
to nine months (1).  

Infectious diseases remain the leading cause of death; malaria, followed by HIV/AIDS, diarrhoeal disease, and 
lower respiratory tract infections. National health insurance authorities estimate 80% of the cases burdened on the 
NHIS are sanitation-related (1). 
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Pharmacy Practice 
There is one private and two public pharmacy schools and multiple technical institutions that train pharmacy 

technicians. There are also individuals with non-pharmacy or medical training that work in hospital and community 
dispensaries. Though there are standards of practice that define pharmacist roles from that of pharmacy 
technicians, and support staff, they are not enforced; all dispense medication and are involved in patient care (1).  

Patients can also purchase prescription and non-prescription medications from Licensed Chemical Sellers 
(LCS). These shops are geographically more accessible than healthcare facilities, which help provide access to 
essential medication; however, practices are unregulated and sellers seldom have any medical training (1).  

The World Health Organization (WHO) reports that in many developing countries, the ratios of pharmacists 
and pharmacies to people are low enough to impede the provision of pharmaceutical care (1). The profession has 
recognized this impediment and is trying to improve. The country’s first entry to practice PharmD program was 
launched in 2012, a Masters degree in clinical pharmacy is available, and continuing education opportunities are 
promoted.  

My Practice Site 
I was based in the rural municipality of Mampong in the Ashanti region in central Ghana from August to 

December 2013. The municipality has one district hospital, maternity hospital, and seven health centers, which 
serves a population of at least 88,000 residents, covering a total land area of 449km2 (3). The healthcare facilities 
have running water, but surrounding communities do not. The electricity is subject to frequent planned and 
unplanned outages and Internet is available for purchase via pay-as-you go modems.   

I primarily worked in the district hospital. It is a 135-bed facility that provides basic healthcare, including 
minor surgeries, an ophthalmologist, ears-nose-threat specialist, dentist, psychiatrist, physiotherapist, and 
pharmacist-run anti-retroviral therapy (ART) clinic, basic laboratory investigations, and X-ray. Cases that cannot 
be managed are transferred by ambulance or taxi to the closest tertiary hospital, about 55km away. The commute 
is approximately two hours due to poor road conditions and heavy traffic.  

There are three pharmacists and numerous pharmacy support staff with variable training backgrounds. The 
dispensary provides services to both inpatients and outpatients. Orders are written in the chart, which arrive in the 
dispensary via the patient (outpatient) or nurse (inpatient) and they wait there for the orders to be processed. 
Preparation of parenteral formulations takes place on the wards and pharmacy staff is not involved.  

Activities and Projects  
I split my time between the dispensary, patient wards, ART clinic, public health programming, and teaching 

activities. In the dispensary, I helped answer drug information questions and participated in dispensing activities 
to help understand the distribution process. We reorganized the dispensary to implement a safer workflow where 
a second independent check of prescriptions and selected medications could take place. There was no training or 
policy and procedure manual, which in combination with the range of staff experience, led to inconsistencies in 
the services provided. To help address these issues, we created a training checklist and policy and procedure 
manual, which included how to review a prescription for appropriateness, provide basic patient counselling and 
checking for patient understanding, and proper labelling of medications. We were also able to train staff to more 
effectively manage their medication inventory and track it electronically.   

The pharmacists were interested in expanding their services to participate in interdisciplinary rounds. We 
created patient monitoring forms and started having weekly therapeutic discussions on common diseases that 
resulted in admission. With the permission of the hospital administrator, we started rounding with a team of 
physicians and nurses on the adult general medicine wards. Despite our best efforts to start slow and grow into a 
sustainable service, we were unable to do so due to resource limitations, namely three pharmacists for the entire 
district and changes in their availability.    

One of the disease states we focused on was diabetes as this was one of the leading causes of admission and 
death at the hospital. I led multiple sessions on management of these conditions with the pharmacy team and 
nurses, created teaching pamphlets for insulin injection and storage, and we submitted a report to hospital 
administration addressing the gaps in care for these patients in both the hospital and community.   

The ART clinic is a government-funded program that has greatly improved access to quality care and made 
drug-therapy affordable for most Ghanaians. The cost for one month of ART is approximately $2.50 USD. The 
clinic was opened three days a week and staffed with two pharmacists with specialized training in HIV/AIDS 
management, one pharmacy technician, a community counsellor, and biostatistician. We saw newly diagnosed and 
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chronic patients and provide ongoing counselling, education, and medication refills. I was also able to utilize my 
physical assessment skills. With the help of my colleagues translating, we conducted patient interviews and 
assessed for signs and symptoms and assigned a World Health Organization (WHO) clinical stage (Stages 1 to 4, 
with 1=asymptomatic, 4=advanced disease). Based on these findings and patient readiness, we assessed if ART 
and/or opportunistic infection prophylaxis should be initiated as there was a reagent shortage and laboratories are 
not able to measure CD4 counts. We also developed an ART medication identification manual with descriptions 
and samples of the all the ARTs we stocked and created a medication timetable with directions in both English 
and Twi (local language) for patients and their caregivers.    

I participated in two public health initiatives. In September, there was an immunization campaign rolled out at 
multiple primary schools. The pharmacists involved with the ART clinic were on-call for any consults regarding 
needle sticks. If an incident occurred, we drove to the school, tested the child for HIV with a point of care device, 
provided counselling to the healthcare practitioner, and initiated a Post-exposure Prophylaxis (PEP) protocol if 
indicated. I was also asked to lead a hand hygiene session at a primary school. There were no prior presentations 
to adapt and my online search did not produce any culturally appropriate resources. I created my own posters and 
games using crayons and watercolours that were culturally relevant and at an appropriate comprehension level for 
the students.   

The pharmacy staff I had the privilege of working alongside was eager to learn. I did several presentations and 
in-services ranging from pharmacy practice in Canada to the basics of strategic planning and implementing 
practice change. Together with the pharmacists we created a strategic plan for the department.   

I was also involved in research projects on learning styles and pharmacy staff perception of pharmacy practice. 
We are also in the process of completing systematic reviews on antimicrobial stewardship activities in the region.    

Successes, Ongoing Activities,  
and Future Plans 

One of the major successes we achieved was helping improve the care of diabetics. The report we submitted 
helped to highlight the unmet needs of diabetics in the community. Shortly thereafter, Mampong Government 
Hospital established an outpatient diabetes clinic. Refining the dispensary workflows to incorporate an 
independent double check of prescriptions helped improve patient safety. We have also published a paper 
addressing learning styles of pharmacy team members in the district, which, has been utilized by volunteers and 
students to help in preparation of educational sessions.      

This municipality has hosted multiple pharmacy Structured Practice Experience Program (SPEP) and PharmD 
students from Canada. With the enthusiasm and support of the local pharmacists, we have been able to create 
unique rotation site. It is a non-clinical elective rotation that focuses on pharmacy practice from a public health 
perspective. A fellow Canadian pharmacist and I are off-site primary preceptors and we organize the logistics, 
rotation activities, and research projects, facilitate telephone therapeutic discussions, and complete evaluations. 
We rely on local preceptors to provide input for activities and evaluations and help organize cultural activities so 
students get a rounded experience. Fortunately, I will be returning to Ghana in September 2015 to follow-up with 
the pharmacy team and co-precept a University of British Columbia PharmD student.  This will be the first time I 
will be on site during a rotation. I anticipate a mutually rich learning experience. We also look forward to 
precepting six fourth-year pharmacy students from the University of Saskatchewan in February 2016. Through 
this partnership, we hope to continue public health promotion, clinical development of local pharmacy staff, and 
research activities. Future plans include developing methods to measure 360-degree impact for the stakeholders in 
the municipality and student learning. The main challenges in moving forward with these plans include distance 
and lack of full-time preceptors on site in Ghana.   

Conclusion 
There are deficits in Ghana’s healthcare and pharmacy practice, especially in rural communities. However, 

strides are being made to help improve the level and quality of care. Change takes time! It takes vision and 
perseverance. The practitioners and communities that have and continue to advocate for change and provide patient 
care in the current landscape should be commended. I am grateful for the rights and resources I have as a Canadian 
citizen and healthcare provider. Though there were obstacles to overcome during my time in Ghana, the experience 
was extremely rewarding and life-changing. I hope that this workplace spotlight encourages you to explore 
international opportunities.   
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