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So, the Donald has won the race to the 
White House, and Africa awaits to hear 
whether the early portents of a slashing 
of aid assistance come to be, or whether 
a more conciliatory President emerges 
once he’s got his feet firmly under the 
table and is no longer on the soapbox 
making populist appeals to voters.

The stakes are high for Africa. If Trump 
is to get his defence spending up to his 
intended US$54 billion, then it goes 
without saying that the axe is going to be 
swinging wildly pretty well everywhere 
else in Government. In gross terms, the 
USA’s foreign aid programme is the high-
est in the world at just over $50 billion. 
Almost a third of this goes on humanitari-
an assistance, responding to urgent need; 
but the rest is specifically targeted to 
specific causes. Perhaps the highest pro-
file in Africa is the President’s Emergency 
Plan for AIDS Relief (PEPFAR) which has 
distributed over $70 billion, mostly in Af-
rica since its launch in 2004. Early White 
House briefings seem to indicate that this 
programme might survive, but it will be 
unlikely to scale further. In perspective, 
when PEPFAR started there were 50 000 
African’s on anti retrovirals. Currently the 
figure is in excess of 11 million.

But while the stakes are high for 
many groups in Africa, it might be even 
higher for many international organisa-
tions. Trump’s team have been open 
about their antipathy to many of the UN 
organisations who receive about a fifth 
of their funding from the USA. US legis-
lators have long complained about ‘dis-
proportionate’ funding from the USA to 
these organisations. Talk of cuts as high 

as 40% in this funding is currently being 
considered. The effect on organisations 
such as the World Health Organization 
could be catastrophic.

And then there is the ‘Global gag rule’ 
invented by Ronald Reagan and reinstat-
ed by Donald Trump in his first week in 
office. This prevents any Federal money 
from going to any external organisation 
involved in performing abortions or even 
just giving such advice to young girls 
who find themselves pregnant. It goes 
against all the evidence showing that 
strengthened women’s rights and access 
to compassionate health services is a 
vehicle for development.

So strange times, and maybe difficult 
times. Africa’s economic woes do not 
need a further battering from an unex-
pected quarter. 

And yet one interesting fact which 
has surprised me. Whilst the USA is the 
biggest contributor to international aid, 
it is actually one of the least generous 
countries in relative terms. Its foreign 
aid spending equates to just 0.17% of 
gross national income, while the figure 
that many donor countries are aiming 
for is 0.7%. A salutary statistic which 
underlines why the USA is the global 
leader and why its direction of travel is 
so important to everyone else.

Bryan Pearson
(bryan@fsg.co.uk)

Editorial
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Shima Gyoh has held many posts ranging from village 
doctor to DG of Nigeria’s Federal Ministry of Health and 
Chair of the Medical and Dental Council of Nigeria. 

Management of intersex problems
Shima Gyoh on chromosomal complexities

The human world is made up of two sexes, male and 
female, and society does not provide for life in the 
narrow strip of land between the two, the ‘forbidden 
strip’. However, around 1.8% of babies are born within 
this strip. Biologically speaking, some are right in the 
middle, others at varying distances from the dividing 
fences on the male or female side, depending on the 
degree of ambiguity of their genitalia. Doctors try their 
best to modify the disordered anatomy and physiol-
ogy to bring them into line with what society regards 
as normal. However, there are few biologically normal 
people who believe they are locked inside the bodies of 
the wrong sex and request for surgical sex reassignment. 
They are not classified as intersex.

I became involved with intersex when I was con-
sulted to assist growing boys who were desperate to 
get rid of the beautiful female breasts that sprouted out 
of their chests at puberty, to the great entertainment of 
their peers. On other occasions, it was for repair of what 
looked like hypoplastic penises with perineal urethras or 
girls without vaginas. Yes, we worked on the principle, 
now under fire, that it was easier to dig a hole than 
erect a pole. It was relatively easier to start practically at 
birth, to prevent being asked to perform a miracle when 
the child was older, so we preached that when the sex 
of a newborn is in doubt, doctors should be consulted 
before the deciding on name and gender. On hearing 
that you have a baby, the invariable question is, male or 
female? Since female reconstruction is easier, it would 
be a problem to bring up your child as your son, and at 
some stage he goes into a hospital and emerges as your 
daughter! Your home is likely to become a pilgrimage 
of sorts for curious neighbours and acquaintances, and 
your child will face such severe teasing and embarrass-
ment that it might become impossible to continue life in 
the same society.

Surprisingly, some intersex activists are claiming 
that we’ve got it all wrong, that what we do amounts to 
sexual mutilation, that doctors should not interfere with 
intersex conditions; to do so is to violate the patient’s 
human rights, and the United Nations’ Office of the 
High Commissioner for Human Rights is listening! Soci-
ety should accept intersex as a third gender. Mad idea, 
I thought, ask the beneficiaries! I was knocked for six 
by the protest from a beneficiary, a very beautiful and 

successful supermodel, Hanne Gaby Odiele, when she 
announced that she was herself an intersex personality. 
Genetically, Hanne is an XY male, but had the condi-
tion of androgen insensitivity syndrome. The testes did 
not descend, so they were removed at the age of 10. 
She had vaginal reconstruction at 18. Although she 
publicly revealed this to ‘break the taboo’ and stop the 
‘corrective surgeries’ which she described as ‘harmful’, 
her body language in a video released1 was anything 
but regrets: ‘I am proud to be intersex but very angry 
that these surgeries are still happening.’

Her case was a spectacularly successful medical 
intervention. Some have said definitive action should 
be left to the child to decide when it reaches the age of 
consent. Note this postponement would be done with-
out the child’s consent! By 18, much harm would have 
been done. Sex assignment should be done well in time 
to administer the right management for the skeleton 
and body to develop the features of the desired sex. 
The community too should not be rudely surprised by a 
switch in gender of a person they have known.

Will an intersex gender be accepted by society? I 
think it is a tall order. First, there is no evidence that 
leaving intersex subjects without correction makes 
them happier. Medical intervention may not make them 
fertile, but reconstruction of a vagina will give females 
a chance to get married as Hanne has done. It isn’t true 
that removal of the phallus (large clitoris) deprives them 
of sexual feelings and pleasure. Sex in humans is highly 
encephalised and I have heard ‘circumcised’ females 
defend the practice on an international television 
debate, claiming it did not reduce their sexual pleasure. 
This is also true of many female defenders of the culture 
in our societies. Of course genital mutilation is indefen-
sible, but for entirely different reasons.

How far could we go in regarding congenital 
anomalies as normal? Why do matters of sex often 
attract strange philosophies? Before the age of con-
sent, parents make decisions of life and death for their 
children in emergencies. If a few regret ‘destructive, 
irreversible operations that assigned them to the wrong 
gender’, they probably belong to the small group in the 
‘forbidden strip; mentioned earlier. We have advanced 
to prenatal diagnosis and correction, and must not take 
retrogressive steps.

Reference
1. Wong C M. Video on intersex discussion. The Huffington Post, 

2017. http://www.huffingtonpost.com/entry/hanne-gaby-odiele-
intersex-model_us_588a7fb2e4b0303c0752c7d8
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Reigniting the health workforce debate
Conference called to provide fresh impetus to the 
stagnating African health workforce story. Francis Omaswa 
provides the background

Francis Omaswa, CEO, African Centre for Global Health 
and Social Transformation (based from Kampala); 
Founding Executive Director of the Global Health 
Workforce Alliance.

The African Platform on Human Resources for Health 
will hold the 5th African HWF Forum in Kampala, 
Uganda, from Wednesday 19th to Friday 21st April 2017. 
The African Platform is the regional arm of the Global 
Health Workforce Network (GWN) that was launched 
in Geneva last December, 2016 as the successor the 
Global Health Workforce Alliance (GHWA). 

Emerging evidence from the studies leading to the 
development of the new GHW Strategy shows that 
despite spirited advocacy and several interventions in 
Education and Training, health workforce (HWF) man-
agement and campaigns over the last decade, African 
HWF densities have stagnated and have worsened in 
some countries. At the same time there are several 
global developments such as the Sustainable Develop-
ment Goals (SDGs), the new GHW Strategy, the UN 
Secretary General’s High-Level Commission on Health 
Employment and Economic Growth, and the Five-Year 
Action Plan to implement its recommendations. The 
African Union Commission (AUC) has also launched a 
new Health Strategy during 2016.

Against this background, the governing Board of the 
African Platform and 3rd Congress of the African Health Sys-
tem Governance Network specifically requested the African 
Platform to convene the forum of member networks, Afri-
can countries and partners. The congress further requested 
the African Platform to work with the Africa Regional Office 
of the World Health Organization (WHO/AFRO), and part-
ners to urgently put in place an enhanced technical support 
programme for African countries with the aim:
a. To strengthen country level HW leadership, 

development and management structures, especially 
at the ministries of health in member states. This will 
include mobilising other relevant sectors and actors 
at country level such as professional associations and 
civil society organisations. 

b. To support African Member States in translating 
for action key regional and global health policy 
developments as enumerated above. 

c. To fast track the strengthening of HW information 
systems in countries. This is needed to facilitate 
leadership, planning and management of HWF inflows, 
stocks and outflows as well as implementing the WHO 
Code on International Recruitment of Health Personnel. 
The result will be improved reporting on the code for 
the third round due next year in 2018.

What are the specific objectives of this forum?
• The forum will review the status of implementation 

of the ‘Road map for scaling up human resources 
for health for improved health service delivery in the 
African Region 2012–2025’ that was launched in 2012.

• The participants will gain a deep understanding of 
relevant recent developments such as the ‘Global 
strategy on human resources for health: (Workforce 
2030)’; the African Health Strategy; the Five-Year 
Action Plan to implement the recommendations of 
the High-Level Commission on Health Employment 
and Economic Growth.

• The implications for African countries of the 
establishment of the GHWN, at the WHO secretariat 
in Geneva will be discussed and management of the 
relationships will be agreed. 

• The forum will prepare the African the HWF for their 
role in advancing the movement towards Universal 
Health Coverage (UHC), as a part of the means to 
attain the SDGs in Africa. 

• Joint learning will take place and opportunities for 
collaboration at all levels will be facilitated resulting in 
vibrant exchange and sharing of regional experiences.

• The forum will provide the opportunity to build an 
informed African voice for active engagement and 
participation at  the 4th Global Forum on Human 
Resources for Health, scheduled to be held in 
Dublin, Ireland from 13–17 November 2017.

The forum will be conducted through Plenary, Break out 
and Poster sessions under the following five thematic 
streams and at the end, a forum report and an action plan 
for renewed energy and accountability will be released:
• HWF education and training.
• Preparing the African HWF for UHC. 
• HWF leadership, development, management and 

regulation.
• Nursing; as the backbone of the health system.
• HWF migration.

What profile of participants do we expect? Participa-
tion at this Congress is open to a broad range of stake-
holders, especially from the African region to include, 
but not limited to: Country HRH leaders, Directors and 
other senior officials from relevant sectors; WHO Head-
quarters and WHO/AFRO, Members of the UN (UNI-
CEF, UNFPA, UNDP), regional inter-government bodies, 
AUC, regional economic communities, the African 
Development Bank, international partners, Deans and 
Principals of health professional training institutions, 
health professional associations, civil society organisa-
tions, the media, and development partners.

I invite your advice, guidance and participation on 
this important event. Additional information can be 
found on the website of the African platform: 
www.aphrh.com

FeatureOpinion
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How African salmonella 
strains are evolving to 
become more dangerous
Salmonella infections are the culprit 
behind food poisoning outbreaks, 
but in sub-Saharan Africa, they often 
cause drug-resistant, deadly blood-
stream infections and meningitis. 

A study published in Cell Host & 
Microbe reveals how these so-called 
African nontyphoidal Salmonella 
(NTS) strains leave the gut and spread 
through the body. Loss of a bacte-
rial gene called sseI has allowed the 
African NTS to more efficiently hijack 
immune cells and travel through the 
blood to different organs.

‘Our findings underscore that ge-
netic changes in the bacteria, as well as 
the underlying susceptibility of the host 
population, are important for the sever-
ity of these invasive Salmonella infec-
tions in sub-Saharan Africa,’ says senior 
study author Denise Monack of Stan-
ford University School of Medicine. 
‘Since our work highlights the role of 
genetic differences in Salmonella in 
driving disease, this supports the need 
for better diagnostics and a vaccine to 
protect against these infections.’

While certain Salmonella strains 
spread throughout the body and cause 
typhoid fever, the vast majority stay in 
the gut and cause food poisoning. But 
in sub-Saharan Africa, NTS strains are 
evolving to become more like their 
typhoidal counterparts. NTS infections 
are among the most common causes of 
bloodstream infections in children and 
HIV-infected adults in this region. 

These strains have spread across the 
continent due to the emergence of drug 
resistance, coupled with the immuno-
logical susceptibility of being exposed 
to HIV, malaria, and malnutrition. 

Monack and her team identified 
genetic factors that differentiate the 
African NTS Salmonella Typhimurium 
strains from non-African strains that 
cause food poisoning. 

The findings suggest that making 
sseI non-functional allows the bacteria 
to spread more efficiently from the gut 
to other parts of the body—ironically, 
by hitching a ride in immune cells 
whose normal function is to protect 
against pathogens.

The researchers are investigating oth-
er important changes and mechanisms 
that allow S. Typhimurium to cause 
bloodstream infections and meningitis.

Roll Back Malaria appoints 
new CEO
Medicines for Malaria Venture (MMV) 
welcomes the appointment of Dr. 
Kesetebirhan Admasu, a medical doc-
tor, public health specialist and former 
Minister of Health of Ethiopia, as the 
new CEO of the Roll Back Malaria 
(RBM) Partnership.

Dr. Kesete officially commenced his 
duties last month. He will play a critical 
role as the global face of the Partner-
ship, including establishing and leading 
the new team and ensuring that regions 
and countries are empowered to ad-
dress the global fight against malaria.

‘I am excited to join RBM Partnership 
as the CEO,’ Dr. Kesetebirhan Admasu 
said. ‘I look forward to working with all 
the RBM partners in the effort to relegate 
malaria into the history books.’

The RBM Partnership is the global 
platform, launched in 1998 by the 
World Health Organization (WHO), the 
United Nations (UN) Development Pro-
gramme, UNICEF, and the World Bank, 

Kenya, Uganda and Tanzania are 
among 13 African countries that will 
receive US$55 million from the Global 
Fund to fight HIV/AIDS, among adoles-
cent girls and young women.

Tanzania will get $8 million while 
Kenya and Uganda will receive $5 mil-
lion each, leaving the rest to the other 
countries, namely Botswana, Camer-
oon, Lesotho, Malawi, Mozambique, 
Namibia, South Africa, Swaziland, 
Zambia, and Zimbabwe.

‘We are at a pivotal moment for wom-
en and girls everywhere,’ said Heather 
Doyle, senior technical advisor on gender 
at the Global Fund,’ added Dr. Doyle.

The Global Fund’s strategy embraces 
the UNAIDS Fast-Track target that by 
2020, 90% of women and girls will live 
free from gender inequality and gender-
based violence, mitigating the risk and 
impact of HIV.

Two specific sub-objectives in the 
Global Fund’s strategy aim to scale-up 
programmes to support women and girls 
and reduce health inequalities marked 

East African region gets US$18 
million funding to fight HIV

Feature FeatureNews

for coordinated action against malaria. It 
mobilises resources and forges consen-
sus among partners in the malaria field. 

In 2015, the Partnership underwent a 
restructuring process to enable it to sus-
tain and build on its successes and help 
deliver on the ambitious goals outlined 
in the WHO Global Technical Strategy 
and accompanying RBM Action and 
Investment to defeat Malaria report.

‘We are delighted to hear that Dr. 
Admasu has been appointed to lead the 
newly re-structured RBM partnership,’ 
said Dr. David Reddy, MMV’s CEO and 
member of RBM’s Board of Directors. 
‘His appointment comes at an important 
time on the path to defeating malaria. 
We are 10 years on from the call for 
eradication and while we have seen 
much progress since then, much remains 
to be done. MMV looks forward to work-
ing closely with Dr. Admasu and the 
RBM team to contribute to the global 
malaria eradication goals.’

by age and 
gender. Re-
ducing HIV 
incidence 
among Ado-
lescent Girls 
and Young 
Women 
(AGYW) by 

45% over the life of the strategy (2017–
2022) is a key target.

Specific approaches under these two 
sub-objectives include working with 
countries to develop appropriate initia-
tives in funding requests and grants to 
address gender-related barriers to servic-
es; and to support the development and 
implementation of gender-responsive 
national health strategies.

According to UNAIDS, a large 
number of new HIV infections in Kenya, 
South Africa and Swaziland are esti-
mated to occur among adolescent girls, 
while in Nigeria, Uganda, and Zimba-
bwe, new infections are common among 
women in their late 20s.
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Drug to combat malaria in 
pregnancy also protects against 
sexually transmitted infections
A drug given to pregnant women in 35 
countries worldwide to protect against 
malaria has been shown also to safeguard 
against the consequences of gonorrhoea, 
chlamydia, trichomoniasis, and bacterial 
vaginosis, according to a new study pub-
lished in Clinical Infectious Diseases.

This study has produced the first 
compelling evidence that the same 
preventive treatment reduces adverse 
birth outcomes attributable to curable 
sexually transmitted/reproductive tract 
infections (STIs/RTIs).

The research, led by the London School 
of Hygiene & Tropical Medicine (LSHTM) 
with partners the University of Zambia, in-
volved 1086 pregnant women in Zambia. 

Researchers investigated the protec-
tive effect that different doses of IPTp-SP 
had on pregnancy outcomes. The analy-
ses confirmed IPTp-SP protects against 
adverse birth outcomes but of particular 
interest to the team was the effect the 
drug had on the infections themselves.

Lead author of this new study, Assistant 
Professor Matthew Chico from LSHTM, 
said: ‘Sexually transmitted and reproduc-
tive tract infections are linked to devas-
tating birth consequences for pregnant 
women, including spontaneous abortion, 

Researchers are eager to test promising vac-
cines against Zika, the virus that sparked a 
global health emergency last year.

But uncertainty over whether the Zika 
epidemic will continue affects research-
ers’ ability to finish testing vaccines. 
They need locations with an active viral 
outbreak to conduct large-scale human 
trials and make sure the vaccine actually 
protects against disease.

‘On one hand, you don’t want to see 
outbreaks of infection,’ says Anthony 
Fauci, director of the National Institute of 
Allergy and Infectious Diseases (NIAID). 
‘But on the other hand, without that test-
ing you might have to wait a long time to 
make sure that the vaccine works.’

All the vaccines being tested are 

JUTH to become West 
Africa’s training centre for 
cochlear implants

The West Africa Post-Graduate College 
of Surgeons has selected Jos Univer-
sity Teaching Hospital (JUTH), as the 
regional centre for the training of doc-
tors on cochlear implants.

A cochlear implant is an elec-
tronic medical device that replaces the 
function of the damaged part of the 
inner ear (cochlear), to provide sound 
signals to the brain.

Unlike hearing aids, which make the 
sounds louder, cochlear implants restore 
the lost activity of the affected part and 
naturally remove the impairment so as 
to restore the capacity to hear.

JUTH’s Chief Medical Director 
(CMD), Dr. Edmund Banwat, who an-
nounced this, said that a team from the 
College would soon visit the hospital’s 
temporal bone dissection centre, for 
final inspection and accreditation.

;After inspecting the facilities and 
the laboratory, the College will give 
the final accreditation and the training 
of physicians on cochlear will com-
mence,’ he said.

Twelve doctors are participating in 
the training that is being undertaken 
by Jacksonville Hearing and Balance 
Institute, Jacksonville, Florida, USA.

‘So, in the next few months, JUTH 
will serve as the hub for the training of 
West African surgeons on ear issues; 
it means we shall have more people 
trained to restore hearing to our deaf 
people,’ Dr. Banwat said.

Dr. Banwat said that the impact 
on healthcare would be massive as 
the rising number of human resources 
would reduce medical tourism and 
check capital flight.

Dr. Banwat thanked the Jackson-
ville Institute for donating the facilities 
for the cochlear implants last year, 
and noted that the partners, by com-
ing to train others, were replicating 
themselves through young doctors that 
could perform the surgery.

To test Zika vaccines, scientists 
need a new outbreak

FeatureNews

stillbirth and premature and low birth-
weight. While sulfadoxine-pyrimethamine 
has been thought to offer pregnant women 
protection against other infections, no 
evidence existed - until now. The findings 
show that IPTp-SP offers unrecognised po-
tential that extends beyond its life-saving 
protection against malaria.’

In the trial, researchers worked back-
wards to categorise women according to 
the number of doses of IPTp-SP each had 
received during the antenatal period. Ret-
rospective laboratory analyses confirmed 
that infections at enrolment, unknown to 
investigators and women, were equally 
prevalent across the treatment groups.

Women who went on to receive two 
or more IPTp-SP doses compared to 0-1 
dose had their odds of experiencing any 
adverse birth outcome (stillbirth, low 
birthweight, preterm delivery or intra-
uterine growth retardation) reduced by 
45%, and 13% further with three or more 
doses. Two doses of IPTp-SP, compared to 
0-1, reduced the incidence of preterm de-
livery by 58%, and 21% further if women 
received three or more doses.

The authors hope that these results 
will serve as a catalyst for scaling-up 
coverage of preventive treatment.

in Phase I clinical trials, which means 
they are being tested for safety in a 
small number of people. According to 
a review paper published in the jour-
nal Immunity, the vaccines represent a 
variety of scientific techniques to thwart 
the disease, ranging from inactivating the 
virus to manipulating its DNA.

The NIAID announced it is launch-
ing another Phase I trial for a vaccine 
made out of proteins found in mosquito 
saliva. The product is intended to trigger 
a human immune system response to 
the saliva and any viruses mixed with it. 
If successful, the product could protect 
humans against a number of mosquito-
transmitted diseases, including Zika, 
dengue and chikungunya.
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WaterAid-Ghana improves 
access to safe water

It is estimated that the lack of this es-
sential service leads to the death of 
500 000 children every year and costs 
sub-Saharan Africa more than the entire 
development aid the continent receives.

To help tackle the problem, and 
in line with efforts to help improve 
menstrual hygiene in schools and fight 
maternal mortalities in the country, 
WaterAid-Ghana, a non-governmental 
organisation committed to improving 
access to safe water and improving 
sanitation and hygiene in poor com-
munities, is extending more potable 
water supply systems to health and 
educational facilities in five districts 
across the country.

Mr. Abdul-Nashiru Mohammed, 
the Country Director of WaterAid-
Ghana, explained that most expect-
ant and lactating mothers often had 
challenges with water whenever they 
attended health facilities across the 
country for healthcare.

He added that making water avail-
able at health facilities would mini-
mise the burden on expectant mothers 
who had to trek in search of water 
during labour.

‘This project is just to make sure 
that pregnant women, who go to the 
clinics or the hospitals, would have 
access to water’, he said.

Mr. Nashiru said the provision of 
water in schools would promote men-
strual hygiene among female students. 
He was of the view that most female 
students did not go to school during 
their menstrual period due to lack of 
water and other sanitation facilities in 
their schools.

According to him, with the avail-
ability of water and sanitation facilities 
in schools, both teachers and students, 
especially the female students, would 
be encouraged to stay in school during 
their menstruation.

Mr. Nashiru said the project was 
targeted at improving sanitation facili-
ties for 89 904 people in its operative 
districts, but more than 150 000 
people would have access to potable 
water by the end of the project.

Malaria control can benefit 
from forecasting using satellites
Umeå University researcher Maquins 
Sewe has established links between 
patterns of malaria in Kenya and 
environmental factors (temperature, 
rainfall and land cover) measurable 
by satellite imagery.

In his doctoral dissertation, the 
researcher from the Swedish university 
shows that conducive environmental 
conditions occur before increases in 
hospital admissions and mortality due 
to malaria, indicating that the satellite 
information is useful for the develop-
ment of disease forecasting models and 
early warning systems.

‘When integrated 
with ‘on-the-ground’ 
malaria surveil-
lance and control 
strategies, forecast-
ing models that use 
satellite images can 
help policy makers to 
choose the most cost-effective re-
sponses to reduce malaria burden,’ 
says Maquins Sewe, researcher at 
the Department of Public Health 
and Clinical Medicine, Epidemiol-
ogy and Global Health Unit.

‘Since prevailing weather condi-
tions regulate the abundance of ma-
laria-transmitting mosquitos, assessing 
environmental risks can help predict 
a rise in malaria infections geographi-
cally and allow proactive control efforts 
to focus on hot areas.’

According to Sewe, satellite-based 
malaria forecasting might be especially 
useful in low-resource settings where 

The growing incidence of Western 
lifestyle diseases such as cardiovascular 
disease (CVD), cancer, diabetes and 
respiratory disease, in addition to infec-
tious and parasitic illness, will present 
the pharmaceutical industry in Africa 
with a business opportunity of US$40.8 
billion in 2019.

A report by Frost & Sullivan shows 
that there has been a paradigm shift in 
the burden of illness and non-commu-
nicable diseases (NCDs) across sub-Sa-
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data on weather conditions are limited 
or non-existent. The idea is that an early 
warning system, based on the use of 
weather monitoring and malaria surveil-
lance, can provide sufficient lead-time 
to launch geographically focused cost-
effective proactive interventions.

In his research, Sewe used data from 
the Health and Demographic Surveil-
lance System run by Kenya Medical Re-
search Institute and United States Centre 
for Disease Control. The data covered 
the Asembo, Gem and Karemo regions 
of Western Kenya. In these regions, ma-

laria accounts for 28% of all deaths in 
children under five-years-old.

The study provides evidence 
that a progression of changes 

in environmental con-
ditions and the sub-
sequent occurrence 

of malaria mortality 
follow the expected bio-

logic mechanism. Tempera-
ture determines both the 
development of the malaria 

parasite in the mosquito and 
the rate at which the mosquito 

develops from larva to adult, 
while precipitation provides the 

necessary breeding places. 
‘This study contributes to malaria 

early warning systems with several 
important components, including risk 
assessment, a model for integrating 
surveillance and satellite data for predic-
tion, and a method for identifying the 
most cost-effective response strategies, 
said Sewe.

African disease burden offers 
pharmaceuticals opportunity

haran Africa, which in turn is driving the 
demand for chronic prescription drugs.

‘An increase in health spending 
will encourage local manufacture of 
drugs,’ says transformational health 
research analyst, Saravanan Thanga-
raj. ‘We expect this increase in local 
formulation and filling to be protected 
by regulatory and tariff barriers, so 
international players will be looking for 
local contract manufacturers and other 
strategic partnerships.’
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What does it take to invest in the control 
and elimination of malaria?
William R Brieger summarises the current debate on where the emphasis 
should be in the battle to defeat malaria

William R Brieger is a Professor for the Department of 
International Health, the Johns Hopkins Bloomberg 
School of Public Health, and Senior Malaria Specialist, 
Jhpiego, an affiliate of Johns Hopkins University.

World Malaria Day is coming up in 25 April, and 
achieving the theme of ‘End Malaria for Good’ requires 
increasing and sustaining investment in malaria control 
and elimination continues. Progress has been made.1 
Global funding levels rose after the launching of the 
Roll Back Malaria (RBM) partnership, but have stagnated 
in recent years, leading experts to estimate that we may 
only be generating one-third of the support needed to 
finish the job that was formulated in the Abuja Declara-
tion of 2000.

Consideration of the issue of investment must occur 
on many levels. Herein, we will look at the investments 
ranging from multilateral agencies to the household and 
look at the implications for reaching global elimination 
targets in the next 20–30 years.

Major sources of financial support
Global support comes from international organisations, 
bilateral country donors, foundations and corporations. 
A report from the Kaiser Family Foundation showed that 
in 2013 US$2.6 billion in global funding was designat-
ed for malaria, up from US$871 million in 2005. While 
these amounts appear large, the most recent contribu-
tions cover around half of the estimated annual need of 
US$5.1 billion according to the RBM Partnership Global 
Malaria Action Plan.2

Most (43.2%) of the 2013 funding came from inter-
national organisations, most notably the Global Fund 
to Fight AIDS, Tuberculosis (TB) and Malaria (GFATM) 
(40.5%), and the World Bank (2.7%).3 National/domestic 
funding accounted for 20.4% (although it is not elabo-
rated whether this is governmental, private or a mix). Bi-
lateral donors provide a major share with 26.2% coming 
from USA and 6.9% from UK. The remaining 3% comes 
from other sources like corporations and foundations.

An example of bilateral financial support is the US 
President’s Malaria Initiative which started with three 
countries in Africa in 2005. Its first funding was US$30 
million in 2006. A decade later the programme had ex-
panded to 18 African countries and the Greater Mekong 
Region with an annual budget of US$619 million. Fund-
ing levels have remained steady over the past four years.4

The 2016 World Malaria Report (WMR)5 updates 
the figures. According to the report, ‘Total funding for 

malaria control and elimination in 2015 is estimated 
at US$2.9 billion, having increased by US$0.06 billion 
since 2010. This total represents just 46% of the GTS 
(Global Technical Strategy for Malaria 2016–2030) 
2020 milestone of US$6.4 billion.’ Again we see the 
gap between what maintains malaria efforts and what 
could accelerate them to reach goals of eliminating the 
disease in the next 20–30 years. The WMR 2016 also 
documents that the largest individual donor countries 
are the USA and Great Britain, but notes that much of 
their contributions are channeled through international 
organisations, particularly the Global Fund.

The WMR 2016 also breaks down national govern-
mental expenditure. Of the 32% of total funding in 
2015 coming from governments, US$612 million was 
direct expenditures through national malaria control 
programmes (NMCPs), while US$332 million was 
expenditures on malaria patient care. While domestic 
funding for malaria in African countries has increased in 
absolute terms over the years, it still remains a smaller 
proportion of total funding.6

FeatureMalaria investment
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The non-governmental sphere plays 
a relatively small but important role in 
malaria funding. The WMR 2016 notes 
that the Bill & Melinda Gates Founda-
tion contributed 1.2% of global financ-
ing to malaria in 2015. The Global 
Fund itself characterises nearly US$300 
million as contributions from founda-
tions, corporations and other entities. 
This accounts for approximately 6% of 
the total 2015 contributions.7 These are 
not differentiated among HIV, TB and 
malaria, tough in terms of disburse-
ments, malaria programmes received 
approximately 28% of the total.8

Households
Households are often said to bear the 
brunt of malaria financing through out-
of-pocket expenditure for both treatment and preven-
tion. This may vary from country to country based on 
whether there is effort to provide free or low-cost care 
to all as in Malawi, or whether a more mixed economic 
and healthcare system exists as in Nigeria. Usually it is 
difficult to get national estimates of such payments, and 
so the financial picture of malaria reflects mainly the 
contributions from governments and donors. While we 
do not have specific figures for malaria, we note that the 
overall out-of-pocket (OOP) expenditure by households 
in Nigeria for healthcare averaged 69.3% between 
2010 and 2014.9 In the same period the average OPP in 
Malawi was 10%.

Part of household expenditure derives from lack of 
access to safe and affordable medicines, and to nearby 
health providers. A three-country study in Burkina Faso, 
Nigeria and Uganda reported that, ‘Improving access to 
malaria diagnostics and treatments in malaria-endemic 
areas substantially reduces private household costs.’10 In 
this study household costs included consultation fees, 
registration costs, user fees, diagnosis, bed, drugs, food, 
and transport costs. The use of community health work-
ers led to the following statistically significant reduc-
tions in household costs:

• From US$4.36 to US$1.54 in Burkina Faso
• From US$3.90 to US$2.04 in Nigeria 
• From US$4.46 to US$1.42 in Uganda

Source of care influences how much costs are borne by 
a household for a malaria episode.11 Another study in 
Burkina Faso study investigated the level and correlates 
of expenditure among individuals with self-reported 
malaria episode. The following variations in household 
costs were documented: 

• Median cost for malaria treatment US$10
• Public primary care health facilities 

• US$8.4 for uncomplicated malaria
• US$15.2 for severe malaria 

• Private-for-profit facilities run by a medical doctor
• US$30.3 for uncomplicated malaria
• US$43.0 for severe malaria

Costs of fever/malaria episodes in Ghana were mainly 
covered by membership in the national health insurance 
scheme (which requires one to pay annual premiums) 
or through case payments.12 Care seeking was divided 
among chemical/medicine ships, private clinics and 
community health clinics. The mean direct costs for a 
fever case was US$2.76. The average indirect costs per 
case were estimated at US$11.84. 

A recent study from Mali examines the costs to preg-
nant women surrounding the supposedly free provision 
of intermittent preventive treatment 
(IPTp) for malaria. During focus 
group discussions, women de-
scribed a variety of experiences 
with some mentioning the 
fees for antenatal cards 
and consultation 
that preceded 
provision of 
IPTp, while oth-
ers explained 
that the cost of 
the sulfadox-
ine-pyrimeth-
amine used 
for IPTp was 
included in 
their overall bill 
for medicines.13

Funding 
research 
for new 
approaches
The Kaiser Founda-
tion also reports on 
research and develop-
ment (R&D). ‘In 2013, 
funding for malaria 
R&D activities totalled 
US$549 million. This 
represents a decrease of US$38 million 
(7%) from 2012 levels and the second 
consecutive year of declines in R&D 
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funding for malaria.’ This funding can be compared to a 
peak of $US602 million in 2009.

Research expenditures do not always reflect in 
the information shared on programming support. The 
WMR 2016 estimates that, ‘Spending on research and 
development for malaria was estimated at US$611 mil-
lion in 2014 (the latest year for which data is available), 
increasing from US$607 million in 2010,’ or 90% of 
annual investment target.

Part of the Bill and Melinda Gates Foundation’s 
support for malaria focuses on research. ‘Given 
sufficient global commitment, major investments in 
research and development, and transformative new 
tools and delivery strategies.’14 Another major driver 
of malaria research over several decades has been 
the UNICEF-UNDP-World Bank-WHO (World Health 
Organization) Special Programme for Research and 
Training in Tropical Diseases (TDR). A strength of TDR 
has been its focus on implementation research, and 
for malaria the focus is on helping low- and middle-
income countries scale-up their efforts to diagnose 
and treat malaria and prevent illness and deaths.15 
Of great benefit has been the targeting of grants to 
malaria endemic countries themselves.

Conclusions
While malaria funding has been increasing over the 
years, it has recently stagnated at a level; approximately 
45% of that level targeted to eventually eliminate the 
disease. In many countries households still bear the brunt 
of malaria costs, both for treatment and prevention.

While research support has been maintained, there 
are still serious operational research questions about 
the best ways to eliminate the disease in low-resource 
environments. Benefits have been seen in studies on 
interventions like community health workers.16 More 
financial support is needed to scale these up, especially 
by mobilising in-country governmental, corporate and 
non-governmental resources.
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Integrated community health pilot
A holistic approach to improving community health in Guinea

To learn more about eHealth Africa and implementing 
an integrated community health programme, contact 
Taylor M. Snyder, MPH, Senior Technical Advisor: 
taylor.snyder@ehealthafrica.org

eHealth Africa (eHA) is driven by the philosophy that 
focusing on improving the overall basic standard of 
healthcare, rather than using a disease-based model 
of healthcare, can lead to population-wide health im-
provements that achieve value for money. 

eHA Guinea’s Integrated Community Health Pilot 
(ICHP) implemented connected reforms in order to 
improve community health at scale through sustainable 
platforms. ICHP was funded by The Paul G. Allen Fam-
ily Foundation, and its project realisation phase was less 
than one year. The Guinean Ministry of Health (MOH) 
was critical to the project’s success, as they were en-
gaged from ICHP’s onset and selected the subprefecture 
of Timbi Touni as the pilot’s site.

Continuously engaging the Timbi Touni commu-
nity to collaboratively implement evidence-based and 
locally-adapted solutions was key to achieving health 
infrastructure and medical supply improvements, con-
nectivity and the digitisation of health data, and health-
care worker (HCW) capacity building.

Infrastructure and Supplies
In order to provide electricity, running water and sanita-
tion systems to nine selected health facilities for the first 
time, buildings needed to be created and upgraded. 
Infrastructure improvements included constructing 
one health centre, one larger health post, nine waiting 
areas, and several homes for HCWs. Seven additional 
health posts were renovated and expanded to each in-
clude three new tiled bathrooms with sinks, toilets, and 
one shower. A combined water, sanitation and health 
and waste management system was created for every 
facility. These were inclusive of solar water pumps, 
solar autoclaves and incinerators. Solar power systems 
were locally constructed to provide sustainable solar 
power for every facility and solar fridges were installed 
to improve cold chain storage. All facilities received an 
improved supply of specific and necessary medicines, 
medical supplies and medical equipment.

Connectivity and digitisation 
In order to become the first subprefecture in Guinea to 
send monthly digital health reports from health posts 
directly to the MOH, the digitisation of health records 
was prioritised. After Timbi Touni’s paper-based medical 

records and reporting systems were analysed, data col-
lection alternatives were considered, and a data man-
agement platform (Guinea Connect) was created. WiFi 
enabled smartphones, laptops, phone credit, and internet 
connectivity were provided to HCWs. The resulting digi-
tal health records are health facility monthly reports and 
patient-level consultation records. Health record digitisa-
tion aims to simultaneously decrease HCWs’ workloads, 
improve data quality, and advance health outcomes. Ad-
ditionally, geographic information systems (GIS) analysts 
conducted a micro census of the area, which provided 
useful geographic and population-level data.

Capacity building 
In order to decrease the global HCW shortage and 
prepare for programme sustainability, HCWs’ capaci-
ties needed to be strengthened in skills ranging from 
diagnosing diseases to utilising ehealth tools. Thus, 
training for HCWs was comprehensive, individualised, 
and included follow-up. A medical doctor trained 
HCWs on disease diagnostics, administering medicines, 
medical supply usages, sanitation practices, and medi-
cal procedures. These courses were tailored to HCWs’ 
levels of education and knowledge gaps, local disease 
prevalence, and local customs. Capacity building also 
included trainings from health informatics specialists on 
IT equipment, data collection tools, and digital health 
reporting tools. Follow-up visits provided individual 
support, information retention monitoring, and answers 
to HCW’s skills and knowledge questions.

Community engagement
In order to improve population health through imple-
menting best practices in global public health tailored to 
local needs, engaging the Timbi Touni community was 
essential. Since inception, geographically and culturally 
diverse community members and community leaders 
were involved in the decision making processes. This 
occurred through frequent consultations, community-
member labor, local capacity building, and continuous 
project updates. Community members were essential to 
leveraging flexible-funding to implement solutions (eg 
building perimeter fences to improve security) before 
obstacles arose and as community needs changed.

The ICHP model highlights an integrated approach 
in which infrastructure and medical upgrades, connec-
tivity and digitisation, capacity building, and commu-
nity engagement work together to improve service de-
livery in health structures. Each component individually 
impacts health service delivery, and collectively they 

have the potential to generate a larger positive 
impact on community health.

Feature FeatureeHealth case study
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Non-communicable diseases pose an 
increasing threat to the developing world
Strengthening research capacity to better understand these diseases is 
essential to ensuring effective and context-specific responses to the 
growing epidemic

Lorelei Silvester is Programmes Manager in the Capacity 
Research Unit, Department of International Public Health, 
at the Liverpool School of Tropical Medicine.

Non-communicable diseases (NCDs) are responsible for 
38 million deaths per year worldwide. Low- and middle-
income countries (LMIC) are disproportionately affected, 
bearing nearly three-quarters (28 million) of these 
deaths.1 There is also significant overlap and interaction 
between communicable and NCDs; for example type 2 
diabetes increases the risk of incident tuberculosis (TB) 
by around threefold, while HIV-infected adults on treat-
ment have higher than expected risk of cardiovascular 
disease and kidney disease.2

In addition to this increased burden, the epidemiol-
ogy of some NCDs is different in poorer regions from 
elsewhere; for example, in Africa there is an apparent 
higher prevalence of treatment-resistant hypertension 
and aggressive breast cancers in younger women.3 This 
highlights the need to generate national or regional evi-
dence to address gaps and to refine existing knowledge, 
both in the causes of NCD and in terms of how best to 
intervene, particularly in the context of LMIC. Despite 
increasing visibility of NCDs on the global agenda, 
research into NCDs in Africa is still in its early stages. 
Investment in research skills, equipment and infrastruc-
ture is essential in order to accelerate an increased 
understanding of region-specific NCDs and develop 
appropriate prevention and treatment strategies.

Strengthening research capacity to 
address challenges
The Capacity Research Unit (CRU) at the Liverpool 
School of Tropical Medicine is a research group spe-
cialising in the development and application of tools 
and approaches to facilitate, monitor and evaluate more 
effective research capacity strengthening in LMIC. 

CRU’s published five-step approach4 to research 
capacity strengthening has been applied in a vari-
ety of settings and conceptualises research capacity 
strengthening as occurring at three levels—individuals 
(e.g. training in techniques, managing data), institu-
tions (e.g. strengthening research management systems 
within a university), and national/international (e.g. 
establishing new networks and collaborations, uptake 
of research outputs). The approach involves developing 
an evidence-based description of the optimal capacity 

required to achieve the agreed capacity strengthening 
goal, working with partners to identify existing strengths 
and gaps against this benchmark and using the results to 
facilitate the development of a prioritised action plan to 
address key gaps and challenges.5

Partnerships to support NCD research 
CRU’s five-step approach was implemented in the NCD 
context in sub-Saharan Africa, in collaboration with 
GlaxoSmithKline (GSK). Under their Africa NCD Open 
Lab project,6 GSK were seeking to build a picture of the 
research capacity of institutions in sub-Saharan Africa 
with existing or potential expertise to undertake re-
search into NCDs. With an aim of identifying gaps that 
might potentially be addressed through collaboration 
and sharing of expertise, GSK engaged CRU to under-
take research into better understanding the capacity for 
NCD research across the continent. 

The CRU study team reviewed published and grey 
literature, consulted with laboratory specialists and 
adapted their existing review tools to generate a list of 
indicators that described what an ‘optimal’ research 
system should look like for an institution to effectively 
conduct research into NCDs. This was used to design 
a web-based survey to canvas over 70 institutions and 
data collection tools for site visits. The survey results 
were considered by GSK and used to identify two con-
trasting institutions to be visited to gain a more in-depth 
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understanding of the current capacity for NCD research. 
At these two institutions, a university in Uganda and a 
research institution in Tanzania, key stakeholders were 
interviewed by the CRU team to obtain an institutional 
picture of interests, systems, priorities, and capacity in 
relation to NCD research.

Opportunities for international support
The in-depth analysis of the two institutions visited iden-
tified key gaps relating to capacity to undertake high 
quality NCD research. Many of these were common 
across both institutions and also corroborated by the re-
sults of the survey. These gaps were also notably similar 
to those that have been identified during the course of 
CRU’s previous research on institutional research capa-
city in sub-Saharan Africa.

The findings of both the survey and the in-depth site 
visits, combined with CRU’s previous experience, point 
to key areas where there is potential for international 
funders or the private sector to collaborate with national 
research institutions to strengthen capacity for NCD 
research. This could be through long-term partnerships – 
collaborating with LMIC research institutions to identify 
and address their priority capacity gaps with a combina-
tion of financial and technical support – or providing 
targeted technical assistance in areas identified by the 
research institution. Potential areas for support include 
NCD-specific technical assistance, as well as wider 
institutional support to strengthen research management 
and systems. These are outlined below:

Expertise for NCD research 
• Despite increased interest in NCDs in Africa in 

recent years, there are 
significant gaps in 
the amount of 
NCD research 
that has been 
conducted in 
Africa and 
hence there 
exists an 
opportunity 
to map and 
prioritise 
the key gaps, 
including 
through public-
private partnerships.

• The institutions 
visited reported 
that there 
are far fewer 
leading 
researchers in 
NCDs than 
in infectious 
diseases. 
Institutions 
were 
keen for 
these to be 

developed by supporting post-graduate and post-
doctorate level research in key areas. While funding 
would be essential for these, international skills 
and expertise in supervising or collaborating on 
research are also required.

• International collaborations are important 
in strengthening NCD expertise at national 
and institutional level. Supporting or creating 
opportunities that facilitate such collaborations, 
(e.g. participation in international networks and 
conferences), would be beneficial to institutions that 
are building their NCD research capacity.

•  Institutions reported very little NCD-specialist 
expertise in the cross-cutting disciplines that support 
NCD research—for example in bio-statistics, 
bioinformatics, health economics, translation, 
biomedical technology, bioengineering, genomics 
and ethics. There was interest in the potential of 
developing tailor made courses to adapt infectious 
disease expertise to support NCD research.

Research facilities
•  Few laboratories have international accreditation, 

although there is interest in working towards these 
standards. Many laboratories require additional 
support to improve their systems and processes for 
accreditation. Providing technical support to develop 
laboratory systems to the standard of ISO15189 
is considered the most constructive way to direct 
support towards laboratories in the first instance. 

• Staff and equipment in laboratories are primarily 
focused on and led by the needs of infectious 
disease research. NCD research staff felt they 
would benefit from laboratory staff having some 
‘re-orientation’ towards the specifics of NCDs. 
This could take the form of short training courses 
to familiarise laboratory staff with the differing 
requirements of NCD research. In the longer term, 
some institutions are looking towards dedicated 
NCD laboratories, which would require facilities, 
staffing and equipment dedicated to NCD research, 
which highlights the benefits of building national 
research networks, to facilitate sharing of resources 
and expertise. 

• There is a lack of immunology procedures undertaken 
within laboratories across surveyed institutions, 
particularly for immunodiffusion, luminex assays and 
immunochemistry. This echoes a recent finding of a 
lack expertise in immunology in Africa7 and highlights 
a need for developing curricula, delivering taught 
and practical courses and investing in people and 
technology to support this area.

• Many institutions lack some key equipment needed 
to support NCD research, such as sequencers, 
fluorescent microscopes and flow cytometers. 
However, provision of equipment must take into 
account capacity for operating and maintaining it, as 
well as the availability and accessibility of necessary 
reagents or supplies. 

Institutional strategies 
• At the strategic and management level, institutions 

Feature FeatureDisease threat
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or departments need sound 
strategic and operational planning 
systems, including processes to 
support their ongoing monitoring 
and implementation. This ensures 
they have the necessary structure 
and procedures to identify 
organisational challenges and 
monitor the implementation of 
activities to resolve these. While 
not necessarily NCD specific, 
technical support in strategic 
planning and management can 
help institutions sustainably 
strengthen their research systems 
more broadly.

• Although many institutions 
reported a growing interest in 
NCD research, very few have an 
action plan specifically for how they will focus on 
and strengthen this area. Support to develop and 
implement such a plan will help organisations identify 
how they might adapt their networks, partners, donor 
relations and expertise towards NCDs. 

• National and international partnerships are 
critical in assisting institutions to develop and 
acquire new research projects and strengthen their 
reputation for high quality research. Supporting 
or creating opportunities for institutions to attend 
conferences or visit partner institutions would be 
strategically beneficial.

Institutional support services for research 
(not NCD specific)
• A Research Support or Grants and Contracts Office 

can provide valuable support pre- and post-award, 
removing a significant administrative burden from 
researchers and enhancing the quality of grant 
applications and project management. Thirty percent 
of the institutions in the survey did not have such 
an office, indicating a significant gap in this area. 
Funding and skills to sustainably introduce such 
an office has the potential to strengthen research 
support and management. 

• A Finance Office providing expertise in research 
grants and providing adequate and appropriate 
financial support to researchers both pre- and post-
award appears to be a notable gap across a number 
of institutions, indicating a need for training and 
skills in this area.

• While career paths for research staff are in place in 
many institutions, those for support staff are generally 
less clear. The development of job descriptions and 
promotion processes (for both research or support 
staff) is a common gap that could be addressed 
at a low financial costs to the institution, with the 
commitment of the appropriate time and expertise.

External promotion of research/research uptake 
• Although some training in academic writing and 

grant proposal writing is provided at most institutions 
in this analysis, this is repeatedly identified as an 

FeatureDisease threat

area of need across all research levels and needs to 
be revisited regularly.

• The opportunity to present at international 
conferences is considered key in disseminating 
findings and developing researchers’ skills and 
networks. However, funding for this is limited so 
opportunities for financing conference attendance 
are popular.

• Most institutions have a website, but largely they 
could be used better to describe projects and 
research interests and disseminate research findings. 
However, it is commonly found that website 
development and content is not a priority, so 
specific focus on this could help institutions attract 
collaborators and funders.

Despite increased interest in and support for NCD 
research, there are still numerous gaps that institutions 
wish to address to take their NCD research forwards. 
Development partners have the opportunity to sup-
port country-specific NCD research in Africa through 
the provision of appropriate skills and expertise and by 
fostering national and regional networks. Where this is 
done as part of a long term partnership, led and owned 
by LMIC institutions, this can also strengthen research 
systems for sustainable long term development. 

References
1. The World Health Organization non-communicable diseases fact 

sheet. http://www.who.int/mediacentre/factsheets/fs355/en/
2. Oni T, Unwin N. Why the communicable/non-communicable 

disease dichotomy is problematic for public health control strate-
gies: implications of multimorbidity for health systems in an era of 
health transition. Int Health 2015; 7 (6): 390–399. DOI: https://doi.
org/10.1093/inthealth/ihv040.

3. Huo D, Ikpatt F, Khramtsov A, et al. Population differences in breast 
cancer: survey in indigenous African women reveals over-representa-
tion of triple-negative breast cancer. J Clin Oncol 2009; 20; 27 (27): 
4515–4521. DOI: 10.1200/JCO.2008.19.6873.

4. Bates I, Boyd A, Smith H, et al. A practical and systematic ap-
proach to organisational capacity strengthening for research in the 
health sector in Africa. Health Res Policy Syst 2014; 12: 11. DOI: 
10.1186/1478-4505-12-11

5. For more information see http://www.lstmed.ac.uk/research/centres-
and-units/capacity-research-unit-cru/our-approach

6. http://www.gsk.com/en-gb/research/open-innovation/africa-ncd-
open-lab/

7. Cose S, Bagaya B, Nerima B, et al. Immunology in Africa. Trop Med 
Int Health 2015; 2 (12): 1771–1777.



Announcing the new 
Africa Health website
The website includes:

Here is a free database which gives you 
access to millions of articles, all indexed and 
uniquely ranked.

Content is entirely evidence-based and peer-
reviewed, and in addition to the scientific 

Search the TRIP database for free

The latest issue, and the back issues of 
Africa Health

Latest news

The TRIP searchable database for evidence 
based articles and guidelines

Continuing Professional Development courses

Conference and meetings calendar

An insight into African scientific publishing

Subscription information

Banner advertisements

articles on every medical subject you can 
imagine; the database also includes a 
host of guidelines on treatment and 
management protocols. 

Crucial in the use of the database is the 
need to understand the filtering options (see 
image to the right) or you will find yourself 



www.africa-health.com

Subscribe for free to the 
Africa Health e-alerts. 
This enables you to read 
every edition online as 
soon as they are available

View the latest edition 
and back issues of the  
Africa Health journal

with a ‘selection’ of several thousand 
papers. Having carefully chosen the 
search words (be as specific as you can) 
you will then see (down the right hand 
side) a number of refinements that you 
can make to your search. You’ll then 
have a much more manageable and 
relevant search outcome.

The new Africa Health app is available to 
download. You can now read the latest edition 

and archived editions of Africa Health on the go.

The team at Africa Health are pleased to
announce the launch of the new Africa Health
app, available for both iPhone and Android via

the app store.

The app and it's content is completely free to 
download from the app store.

Please note that the app currently shows a 
couple of years worth of journals. More of 

the archive will be added in due course.

The new Africa Health 
app has arrived!



March 201722  Africa Health

Drug interactions
Cormac Kennedy

Linda Brewer

David Williams

Abstract
Drugedrug interactions (DDIs) arise when the effects of one drug are
altered by the co-administration of another. The clinical response de-
pends on many factors, including individual patient characteristics
such as age, co-morbidities and pharmacogenetics. The number of
potential DDIs is extensive, but the incidence in published studies im-
plies that many of these are not clinically relevant. Interactions are
classified as pharmacokinetics-related, where drug absorption, distri-
bution, metabolism or excretion is affected, or pharmacodynamics-
related, when drugs with similar pharmacological actions are co-

prescribed. The mechanism underlying drug interactions are now bet-
ter understood, notably those involving the family of cytochrome P450
isoenzymes, as well as those related to P-glycoprotein and organic
anion transporter polypeptides, which act as drug transporters in the
liver and kidneys. These molecules exhibit genetic polymorphisms
that influence the likelihood of clinically relevant DDIs following drug
co-administration. With an ageing population, an increasing number
of new drugs and more polypharmacy, increasing efforts are needed
to avoid DDIs. Although computerized programs can reduce the num-
ber of DDIs, a riskebenefit evaluation by the prescribing physician is
also required. This article outlines the main mechanisms involved in

clinically relevant DDIs.

Keywords Cytochrome P450; drug interactions; P-glycoprotein;
pharmacodynamics; pharmacokinetics; polypharmacy

Introduction

Drugedrug interactions (DDIs) represent a significant problem

for prescribers and, with ever more drugs available and guide-

lines recommending multiple drug therapies for common

conditions, the potential for interactions increases. Many theo-

retical DDIs are not clinically relevant as they do not result in a

clinically significant adverse outcome (see Table 1 for classifi-

cation by severity). Although some adverse drug reactions, such

as first-dose anaphylaxis, can be unpredictable, DDIs can often

be identified and prevented. Clinically relevant adverse outcomes

are more likely if DDIs involve drugs with a low therapeutic

index and patients who are more vulnerable because of age or

disease (e.g. renal impairment). With an ageing population, more

polypharmacy and an increase in the number of people taking

alternative therapies, there is an increasing potential for drug

interactions. Therefore, there is a growing need for clinical vig-

ilance, surveillance and reporting of adverse reactions to the

relevant drug safety authorities.

Frequency of drug interactions

The number of potential DDIs far outweighs the number of

adverse reactions related to them that are actually encountered in

clinical practice. The proportion of clinically relevant DDIs

ranges from 3% to 20% and is related to the number of drugs

taken by the patient. In a large prospective study of 18,820 pa-

tients, 6.5% of hospital admissions were related to an adverse

drug reaction, of which one in six was caused by a DDI. In a

recent analysis of community prescribing in Scotland between

1995 and 2010, the proportion of adults prescribed ten or more

medications tripled, while the proportion of potentially serious

DDIs more than doubled.1 These figures are likely to increase

without preventive measures including prescriber education and

clinical decision support tools.

Key points

C Drugedrug interactions (DDIs) account for around a sixth of all

adverse reactions to drugs

C Many potential DDIs are involved, although only a small pro-

portion are relevant in clinical practice

C Pharmacokinetic interactions occur when one drug alters the

handling of another by altering its absorption, distribution,

metabolism or excretion

C Pharmacodynamic interactions occur when two drugs act on

the same drug target (e.g. cell surface receptor, enzyme) or

physiological system (e.g. blood clotting, blood pressure,

central nervous system, plasma electrolyte concentration)

C DDIs can be minimized if prescribers are aware of them

(especially when prescribing high-risk drugs), avoid poly-

pharmacy where possible, use appropriate reference re-

sources, monitor drug therapy appropriately, take advice from

clinical pharmacists and use decision support systems where

available
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New approaches to identifying DDIs involving translational

bioinformatics are under investigation.2 These novel methods

involve computational techniques such as data-mining of

adverse reaction databases and text-mining of medical records,

online literature repositories and internet search logs to identify

data signals. Results of interest can then be further examined

using more traditional methods. These approaches should iden-

tify a large proportion of adverse events caused by DDIs that are

currently unknown, missed or unreported. Common examples of

DDIs are shown in Table 2.

Principal mechanisms underlying drug interactions

There are three mechanisms by which drugs interact with each

other.

Pharmaceutical interactions
These are uncommon and occur when drugs are mixed inap-

propriately in syringes or infusion fluids before administration

(e.g. phenytoin precipitates if mixed with a glucose solution

before administration). Most DDIs are related to altered phar-

macokinetics and/or pharmacodynamics.

Pharmacokinetic interactions
These account for most commonly encountered DDIs and occur

when one drug affects the absorption, distribution, metabolism

or excretion of another. This results in an increased or decreased

exposure to one or other drug. Most involve impaired drug

elimination because of interference with hepatic metabolism,

renal excretion or transcellular transport.

Absorption: although altered stomach acidity or binding of a

drug to another substance in the stomach can affect drug ab-

sorption, most drug absorption interactions occur in the small

intestine, because of a change in intestinal blood flow or intes-

tinal motility, or an alteration in the bacteria that reside in the

intestine. Common examples include the following:

� metoclopramide increases stomach emptying and the rate

of delivery of co-administered drugs (e.g. ciclosporin,

modified-release theophylline) to the small intestine

� colestyramine and other binding agents can impair the

bioavailability of other drugs (e.g. furosemide), and

ferrous sulphate can chelate levothyroxine.

Distribution: alterations in blood flow caused by, for example,

reduced cardiac output or vasoconstriction can affect drug dis-

tribution. Many medications bind extensively to plasma proteins

such as albumin in the bloodstream and can be prevented from

reaching their site of action. However, a drug bound in this way

can be displaced from its binding site by another with greater

binding affinity, increasing the amount of (unbound) drug

available to cause an effect. For example, diazepam displaces

phenytoin from plasma proteins, resulting in an increased

plasma concentration of unbound phenytoin and an increased

risk of adverse effects. The effects of protein displacement are

usually of limited clinical significance as the metabolism of the

affected drug usually increases in parallel with the increased

concentration of unbound drug, so that any effects of the inter-

action are normally short-lived.

Hepatic metabolism: DDIs related to hepatic metabolism are

common. This is because many drugs are broken down by spe-

cific microsomal isoenzymes of cytochrome P450 (CYP). CYP3A4

is responsible for most DDIs, and its activity can vary by >50-

fold in the general population. These enzymes are subject to

relatively specific induction or inhibition by other drugs; exam-

ples of common substrates and their inducers and inhibitors are

shown in Table 3.

The metabolism of a substrate drug can be altered by a sec-

ond, interacting drug. The interacting drug can induce the for-

mation of new isoenzymes, leading to increased activity of that

pathway and metabolism of the substrate drug. This in turn re-

duces the plasma concentration and activity of the substrate

drug. For example, the plasma concentration of novel oral anti-

coagulants (NOACs) apixaban, dabigatran and rivaroxaban is

reduced by 50% when co-administered with carbamezapine,

phenytoin or rifampicin, increasing the risk of

thromboembolism.

Alternatively, the activity of cytochrome enzymes can be

inhibited, reducing the elimination of the substrate drug and

increasing its activity, with resulting exaggerated effects. For

example, terfenadine, a non-sedating antihistamine, ismetabolized

by CYP3A4 to fexofenadine. Ketoconazole inhibits the metabolism

of terfenadine, leading to its accumulation and the blockage of

potassium channels in the heart, with consequent QT prolongation

and potentially fatal arrhythmia known as torsade de pointes.

Another common CYP3A4 interaction is inhibition by macrolide

Classification of drug interactions by severity

A life-threatening or contraindicated combination

Dosage adjustment or close monitoring is needed

Give guidance about possible adverse effects and/or consider some

monitoring

No interaction, or no interaction of clinical significance

Source: Stockley’s Drug Interactions, 11th ed. Claire Preston (Ed.) London:

Pharmaceutical Press; 2011.

Table 1

Drug interactions commonly leading to hospital
admission

Drug combination Adverse event

Warfarin and aspirin GI bleeding

NSAIDs and aspirin GI adverse effects

Warfarin and interacting drugs Bleeding (GI and non-GI)

Diuretic combinations Renal failure

Diuretics and ACE inhibitors Renal failure

Digoxin and interacting drugs Digoxin toxicity

ACE, angiotensin-converting enzyme; GI, gastrointestinal; NSAID, non-steroidal

anti-inflammatory drug.

Table 2
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antibiotics (e.g. clarithromycin) causing increased exposure to

hydroxymethylglutaryl co-enzyme A reductase inhibitors (e.g.

simvastatin) and a risk of myopathy or rhabdomyolysis.

DDIs involving metabolism have the opposite effect if the sub-

strate drug depends on cytochrome P450 isoenzymes for trans-

formation into its active form. Interacting drugs that induce

metabolism increase the pharmacological actions of the substrate

drug, while those that inhibit isoenzymes reduce pharmacological

activity. For example, CYP2D6 metabolizes the pro-drug codeine

into morphine, which is required for its opioid activity, and drugs

that inhibit CYP2D6 reduce the analgesic response. Conversely,

CYP3A4 inducers such as carbamazepine increase the risk of

bleeding with the antiplatelet agents clopidogrel and prasugrel, by

increasing the rate of metabolism of these pro-drugs to active

compounds.

The likelihood that these metabolism related DDIs lead to

significant adverse effects is related to the steepness of the dose

eresponse curve of the substrate drug and the dosage of the

interacting drug. Most interactions resulting from inhibition of

metabolism occur relatively early after taking the combination of

drugs, and the effects of inhibition are usually short-lived once

the inhibitor has been withdrawn. However, where there is

irreversible binding of an enzyme system, as with monoamine

oxidase inhibitors, it can take several weeks for the effect to

dissipate and for new enzyme to form. By contrast, drug

interactions caused by enzyme induction require new enzyme

formation, so the onset of effect is more gradual and may not be

maximal for 1e2 weeks. The half-life of the inducing drug in-

fluences the speed of metabolism, drugs with a shorter half-life

(e.g. rifampicin) inducing metabolism more quickly than those

with longer half-lives because they reach a steady-state concen-

tration more rapidly. Similarly, the effect of enzyme induction

can take a week or more to dissipate when the inducer is with-

drawn. It is important to note that stopping an interacting

medication can also cause an adverse effect. For example, an

increase in warfarin’s anticoagulant effect can occur when

stopping enzyme-inducing antiepileptics such as carbamazepine

or when a patient stops smoking (another inducer of enzyme

activity). Mutual induction and inhibition can also occur. For

instance, dose adjustment may be required when antiepileptic

drugs are used in combination because of mutual induction and

inhibition of the CYP3A4 isoenzyme.

Elimination: a relatively small reduction in renal elimination can

result in a disproportionate increase in drug exposure and

toxicity, especially in patients with a reduced glomerular filtra-

tion rate (GFR), such as elderly individuals. This is most likely

for drugs that are predominantly renally excreted and have a low

therapeutic index (e.g. digoxin, lithium, aminoglycosides). Drug

interactions involving renal mechanisms primarily involve

Examples of substrates of different CYP isoenzymes, with inducers and inhibitors of their metabolism

Substrates Inducers Inhibitors

CYP1A2

Clozapine, propranolol, theophylline Carbamazepine, phenytoin,

rifampicin, tobacco smoking

Cimetidine, ciprofloxacin, erythromycin

CYP2C9

Aspirin and most NSAIDs, diazepam,

(S )-warfarin

Carbamazepine, phenobarbital,

phenytoin, rifampicin

Amiodarone, cranberry juice, fluvoxamine

(other SSRIs are weak inhibitors),

metronidazole, omeprazole, ritonavir,

tolbutamide

CYP2D6

b-Blockers (several), codeine, flecainide,

phenothiazine, propafenone, TCAs

Amiodarone, chlorphenamine, fluoxetine,

haloperidol, ketoconazole, paroxetine,

phenothiazines, quinidine, ritonavir,

sertraline, TCAs, venlafaxine

CYP3A4

Apixaban, atorvastatin, calcium channel

blockers, ciclosporin, cisapride, codeine,

felodipine, midazolam, OCs, rivaroxaban,

sildenafil, simvastatin, terfenadine,

triazolam, verapamil, (R)-warfarin

Barbiturates, carbamazepine,

dexamethasone, ethosuximide,

phenytoin, rifabutin, rifampicin,

St John’s wort

Amiodarone, calcium channel blockers

(especially diltiazem), clarithromycin,

ciclosporin, cimetidine, danazol, erythromycin,

fluconazole, fluoxetine, fluvoxamine, grapefruit

juice, itraconazole, indinavir, lansoprazole,

ketoconazole, metronidazole, norfloxacin,

omeprazole, quinine, ritonavir, saquinavir,

sertraline, tacrolimus, tamoxifen, TCAs,

venlafaxine, voriconazole, zafirlukast

NSAIDs, non-steroidal anti-inflammatory drugs; OCs, oral contraceptives; SSRIs, selective serotonin reuptake inhibitors; TCAs, tricyclic antidepressants.

Adapted from Feely J, Barry M. Adverse drug interactions. Clin Med 2005; 5(1); 19e22.

Table 3
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interference with excretion by alteration of the GFR or competi-

tion for a common tubular transport system:

� aminoglycoside antibiotics can reduce GFR, particularly if

trough concentrations are elevated, leading to accumula-

tion of the aminoglycoside itself as well as a number of

other drugs that depend on renal excretion (e.g. digoxin)

� non-steroidal anti-inflammatory drugs (NSAIDs) increase

the risk of methotrexate toxicity because of competition for

renal tubular excretion.

Transcellular transport e P-glycoprotein is a drug trans-

porter protein that enables the transport of a variety of drug

substrates across cell membranes. It is expressed at high levels in

several normal tissues within organ systems that influence drug

absorption (intestine), drug elimination (liver and kidney) and

distribution to the site of action (central nervous system, hae-

matological cells). The complexity of this system is becoming

apparent with the recognition that it too exhibits genetic poly-

morphism and is subject to induction and inhibition interactions

in a similar way to the CYP drug-metabolizing enzyme system,

involving a similar range of inducers and inhibitors.

Table 4 lists some drugs that are substrates for P-glycoprotein,

including some anticancer agents, antibiotics and antihistamines.

If two or more of these substrate drugs are co-prescribed, they

may compete for P-glycoprotein transport, leading to an alter-

ation in their absorption, excretion and tissue distribution at sites

where this protein is expressed. For example, clarithromycin

inhibits P-glycoprotein, reducing the renal excretion of digoxin

and resulting in higher plasma concentrations and an increased

risk of digoxin toxicity. NOACs are substrates for CYP3A4 and P-

glycoprotein, and are frequently prescribed for patients with

atrial fibrillation who are also taking drugs such as verapamil,

amiodarone and dronedarone, which are also P-glycoprotein

substrates or inhibitors. To reduce the risk of bleeding, NOACs

should either be co-prescribed in a lower dosage (e.g. dabigatran

and verapamil) or avoided altogether (e.g. rivaroxaban and

dronedarone).3

Pharmacodynamic interactions
Pharmacodynamic interactions occur when co-prescribed drugs

act on the same target or physiological system. They can be a

particular problem in elderly patients and those taking drugs

affecting the central nervous system. These interactions can lead

to synergism (when two or more drugs with similar pharma-

codynamic effects are given) or antagonism (when drugs with

opposing pharmacodynamic effects are given). At the receptor

level, one drug can have a greater efficacy than another, and if

these drugs are co-prescribed the action of the more efficacious

drug may be antagonized (e.g. the partial opioid agonist

buprenorphine antagonizing the effects of the full agonist

morphine). Drugs that have actions on the same system by

acting on different targets can also interact (e.g. NSAIDs, aspirin

and anticoagulants can interact to cause gastrointestinal

haemorrhage).

Central nervous system depressants (e.g. benzodiazepines, ‘Z’

drugs) can interact to cause falls and hip fracture, especially

among elderly people.4 Other common pharmacodynamic in-

teractions include:

� a-adrenergic antagonists prescribed for benign prostatic

hyperplasia in men taking a calcium channel blocker for

hypertension resulting in orthostatic hypotension and falls

� diuretics causing hypokalaemia and thereby increasing the

effects of digoxin on the heart

� drugs that tend to increase potassium concentration (e.g.

angiotensin-converting enzyme inhibitors, spironolactone,

potassium supplements, trimethoprim) being co-prescribed

and causing hyperkalaemia.

Avoiding drug interactions

There are a number of ways in which prescribers can reduce the

risk of DDIs:

� Most serious DDIs involving commonly prescribed drugs

are predictable, so a combination of awareness of DDIs and

appropriate use of good reference resources (e.g. the

British National Formulary) helps when prescribing.

� Polypharmacy is a major cause of increased DDI risk and is

common because of the expanding indications for drug

therapy and an ageing population with multimorbidity.

Prescribers should be aware that guidelines do not always

consider the wider impact of polypharmacy and the po-

tential for DDIs among those with multiple co-morbid-

ities,5 and must take responsibility for assessing the risks

for individual patients. Careful consideration when using

high-risk drugs, in tandem with the avoidance of both

polypharmacy and frequent changes in drug prescriptions,

will help to minimize DDIs. Prescribing tools such as the

STOPP/START criteria, the updated Beers criteria and the

FORTA list are useful when prescribing common medica-

tions in the elderly.

� Medication reconciliation, review and de-prescribing can

further reduce the risk of drug interactions. It is important

to avoid a ‘prescribing cascade’. This occurs when a pa-

tient complains of symptoms suggestive of a side-effect of

their current pharmacotherapy. The patient is then pre-

scribed another medication to counter this effect rather

than undergoing a trial of stopping the offending

medication.

� Comprehensive drug histories are vital and should include

non-prescribed drugs such as over-the-counter

P-glycoprotein substrates

Cardiac drugs Digoxin, quinidine, losartan

Immunosuppressants Ciclosporin, tacrolimus

Calcium channel blockers Diltiazem, verapamil

Antihistamines Terfenadine, cimetidine

Central nervous system

drugs

Ondansetron, morphine, phenytoin

Anticancer drugs Dactinomycin, etoposide, doxorubicin,

vinblastine

Antibiotics Erythromycin, rifampicin

HIV protease inhibitors Indinavir, ritonavir

Anticoagulants Dabigatran, apixaban, rivaroxaban,

edoxaban

Table 4
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medications, herbal therapies and recreational drugs,

which may be involved in DDIs.

� Plasma drug monitoring of high-risk drugs, such as those

with a low therapeutic index, helps to detect an increased

concentration before it causes toxicity, or a decreased

concentration before it leads to therapeutic failure.

� In future, pharmacogenetics may help to guide individual

dosing regimens in patients following the identification of

gene mutations that are involved in the metabolism of the

drugs and increase the risk of DDI’s.

� Clinical pharmacists will be highly experienced at spotting

potential DDIs but it will remain the responsibility of pre-

scribers to decide whether the risk justifies avoiding or

stopping drug treatment.

� Electronic prescribing coupled with decision support tools

can help to alert prescribers to potential interactions,

although these must focus on moderate- or high-

probability interactions to avoid alert fatigue.

� Careful reporting of all adverse reactions that are sus-

pected of being related to a DDI will be important in

alerting the regulatory authorities and the wider medical

community to DDIs, which are unlikely to be discovered in

drug development because of the selected nature of the

trial participants. A
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Clinical Review
Clinical Review identifies issues in 
the medical literature of interest 
to clinicians in Africa. Essential 

references are given at the end of 
each section

STI Review
The World Health Organization: towards 

ending sexually transmitted infections 
2016–2021

The World Health Organization (WHO) recently 
updated their global strategy on responding to sexu-
ally transmitted infections (STIs) for 2016–2021, with 
specific goals, targets, guiding principles and priority 
actions.1 This strategy is aligned with the United Na-
tions 2030 Agenda for Sustainable Development, most 
specifically Goal 3: Ensure healthy lives and promote 
well-being for all at all ages.2 In addition to providing 
the current global status of STIs, the strategy presents 
three organising frameworks: Universal Health Cover-
age (UHC), a continuum of STI services, and the public 
health approach focusing on preventing disease, pro-
moting health, and ensuring quality of life among the 
population as a whole. It sets out specific measurable 
goals for 2020 and 2030, with the ultimate goal of end-
ing the STI epidemics as major public health concerns. 
This is defined in the strategy by the reduction in cases 
of Neisseria gonorrhoeae and Treponema pallidum, as 
well as by the elimination of congenital syphilis and of 
pre-cervical cancer lesions through the high coverage of 
human papillomavirus (HPV) vaccines.

Full achievement of the strategy by 2021 is estimated 
to cost US$18 200 million, almost all of which is for 
implementing priority interventions in 117 low- and 
middle-income countries, with $53million for global-
level technical support, research and advocacy by WHO 
and partners. The greatest expenditures are for STI vacci-
nation ($3260 million), STI screening ($3690 million), 
adolescent chlamydia screening ($2540 million), and 
antenatal syphilis screening ($1400 million). Clinical 
STI management is estimated at $3000 million, with 
$818 million for service delivery, and $1400 million for 
diagnostic testing for gonorrhoea and chlamydia. The 
$53 million for global-level activities funds the develop-
ment of point-of-care tests to improve affordable STI 
screening, operational research, and guidance on STI 
surveillance. Sub-Saharan Africa, which bears 40% of 
the global burden of STIs, is estimated to require 44% 
of the estimated services and 30% of the global control 
costs. The strategy relies on countries’ health systems 
to provide the funding for STI control programmes, 
with some support for HPV vaccination from national 
immunisation programmes. The strategy also recom-
mends that STI programmes leverage funds from HIV 

prevention, maternal, child and adolescent health and 
immunisation budgets.

Updated STI treatment 
guidelines – gonorrhoea

The WHO has also updated its guidelines for the treat-
ment of gonorrhoea, syphilis, chlamydia, and herpes 
simplex virus 2.3–6 These updates, the first on STIs since 
2003, provide treatment guidelines based on the latest 
data. New treatment protocols are needed in the face 
of increasing antimicrobial resistance to common STIs. 
Of all the new guidelines, perhaps the most urgent 
need is for updates in the treatment of gonorrhoea. 
While it is now widely known that the bacteria which 
causes the disease, rapidly develop resistance to the 
antibiotics commonly used for treatment (which have 
included sulphonamides, penicillins, cephalospo-
rins, tetracyclines, macrolides and fluoroquinolones), 
there is great need for all countries to update national 
treatment protocols that reflect local antimicrobial 
resistance (AMR). The new WHO guidelines no longer 
recommend the use of quinolones to treat gonorrhoea 
in any scenario. The updated guidelines provide six 
specific treatment recommendations for conditions 
caused by N. gonorrhoeae, including genital, ano-
rectal, and oropharyngeal infections in adults and 
adolescents, and ophthalmia neonatorum in new-
borns.3 Where local resistance data is not available, 
WHO recommends dual therapy treatment for genital 
or anorectal gonorrhoea in adults and adolescents 
with ceftriaxone 250mg intramuscular (IM) as a single 
dose PLUS azithromycin 1g orally as a single dose, OR 
cefixime 400mg orally as a single dose PLUS azithro-
mycin 1g orally as a single dose. If local data confirms 
susceptibility to the antimicrobial, single therapy can 
include ceftriaxone 250mg IM as a single dose, OR 
cefixime 400mg orally as a single dose, OR spectino-
mycin 2g IM as a single dose. There are further treat-
ment guidelines for retreating after treatment failure, 
for oropharyngeal infections, and for prophylaxis and 
treatment of ophthalmia neonatorum.

As indicative of how rapidly N. gonorrhoeae 
evolves, the US Centres for Disease Control (CDC) 
reported late in 2016 that a cluster of gonorrhoea 
infections from Hawaii showed decreased suscepti-
bility to ceftriaxone and very high-level resistance to 
azithromycin – the two-drug regimen currently advised 
for use by the CDC and WHO.7 However, those two 
drugs continue to be the recommended treatment pro-
tocol for gonorrhoea in the United States. Moreover, 
the CDC emphasised that the system in place is work-
ing: providers diagnosed and treated infection, public 
health officials quickly detected resistance, and cutting 
edge lab technologies were used to track spread of the 
disease and treat people linked to the cluster.

WHO has been supporting surveillance of gono-
coccal antimicrobial resistance since the 1990s, yet 
surveillance in sub-Saharan Africa is very limited.8,9 As 
syndromic management of STIs increased, the collec-
tion of genital specimens for testing declined, as did the 
skills needed by medical and laboratory staff to collect 
and process samples.8 WHO has invested in the Gono-
coccal Antimicrobial Surveillance Programme (GASP), 
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which supports a network of laboratories worldwide 
to coordinate gonococcal antimicrobial resistance 
monitoring and provide data to inform treatment guide-
lines.10,11 However, there has been no GASP laboratory 
in Africa since February 2012, and prior to that the only 
participating laboratory was the Sexually Transmitted 
Infections Reference Centre, National Health Laboratory 
Service, in Johannesburg, South Africa. 

While widespread surveillance in Africa is absent, 
there have been small studies that show the local status 
of gonococcal AMR. A cross-sectional study of 186 STI-
suspected patients at a hospital in Ethiopia found that 
11.3% tested positive by culture for gonorrhoea.12 Men 
were four times as likely as women to be infected. All 
N. gonorrhoeae isolates proved susceptible to ceftri-
axone and cefoxitin, but all were resistant to penicillin 
and tetracycline. A surprising 28.6% of isolates were 
resistant to ciprofloxacin. Such studies show the risks of 
prescribing antibiotics according to syndromic manage-
ment protocols without antimicrobial testing. 

Surveillance of gonococcal antimicrobial resistance 
is costly and dependent on laboratory testing. Treatment 
failures and untreated partners contribute to increasing 
antimicrobial resistance. Pharyngeal gonorrhoea, which 
is often asymptomatic, has been seen as the site of 
emerging antimicrobial resistance.13 Diagnosis of gonor-
rhoea infection is increasingly carried out using nucleic 
acid amplification (NAAT) testing of urine instead of 
culture of urethral or cervical/vaginal specimens, which 
severely limits the samples available for antimicrobial 
testing.14 Even where culture testing is available, it 
can take 48 hours to obtain results with antimicrobial 
susceptibility. There is need for rapid molecular tests 
that can detect antimicrobial resistance. There has been 
some progress in developing novel ways of detecting 
antimicrobial resistance from urine samples. One study 
extracted DNA from 13 N. gonorrhoeae NAAT-positive 
urine specimens and successfully sequenced the entire 
genome of the bacteria.15 Comparing the DNA found 
in the samples with a reference genome revealed 
mutations known to be associated with antimicrobial 
resistance. By sequencing the entire genome, novel 
mutations can also be identified. While this testing is 
far too expensive for routine public health surveillance, 
it demonstrates the potential for antimicrobial testing 
when culture is not available. 

Another study used molecular testing on DNA 
isolates to predict susceptibility to ciprofloxacin.16 Of 
76 six urine and swab specimens positive for N. gonor-
rhoeae, 71% were genotyped. Mutations in the gene 
known to confer ciprofloxacin resistance were identified 
in specimens and resistance was confirmed through 
culture. The molecular test took 1.5 hours to perform, 
which could enable healthcare providers to test and 
treat the same day. In the US, an estimated 19.2% of 
N. gonorrhoeae isolates are resistant to ciprofloxacin. 
Having rapid results of antibiotic-specific resistance 
or susceptibility would allow healthcare providers to 
prescribe alternative treatments, and potentially delay 
emergence of ceftriaxone resistant N. gonorrhoeae.

There is some good news on potential treatments for 
gonorrhoea. In Uganda, a study of leaf and root extracts 
of Cassia alata (Caesalpiniaceae) found both inhibited 

growth of N. gonorrhoeae isolated from a treatment 
resistant case.17 While this plant has been widely used 
in home remedies, and is known to have antimicrobial 
effects on bacteria, fungi and amoeba, this was the first 
test of the plant leaf and root activity on the bacteria in 
vitro. Further testing is needed to determine the active 
components of the extracts and how best to isolate them 
from the plant material. In another study, a novel oral 
antibiotic was tested on 179 participants with confirmed 
urogenital gonorrhoea.18 This phase II trial of ETX0914, 
the first of its class of antibacterial agents, inhibits DNA 
synthesis. The study found that all patients in the 3g 
ETX0914 arm (47/47) and 98% of patients in the 2g 
arm (48/49) were cured of the infection. Few patients 
(21/179) reported side effects, which were mostly mild 
and primarily gastrointestinal. ETX0914 is continuing 
through clinical trials.
Barbara C. Shane, MPH
International Health Consultant in Reproductive Health
Bainbridge Island, WA USA
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For one reason or another, a succession of articles that 
address a range of mental health issues caught my eye 
over recent months. This will thus be the major, but not 
exclusive focus of this review.

Intimate partner violence
Domestic violence, now more correctly called Intimate 
Partner Violence (IPV), which is part of a broader cate-
gory of Gender-based Violence (GBV), is a major global 
scourge, and particularly problematic in Africa, with an 
estimated one in three women globally experiencing 
physical or sexual violence.1 A recent US report of a 20-
year cohort follow-up study of women living with HIV 
found that 47% of women experienced IPV;2 the study 
highlighted the importance of screening for the prob-
lem. Also in 2016, a study from Kano in Nigeria found 
that 42.2% of women attending a general outpatient 
clinic reported that they experienced IPV in the preced-
ing year; this study also emphasised the importance of 
screening.3 A study published earlier this year amongst 
both men and women in an outpatient setting in rural 
Uganda demonstrated the co-occurrence of depres-
sion, IPV, and alcohol use, which in turn was associated 
with greater HIV risk,4 with a Tanzanian study showing 
that women living with HIV/AIDS who experience IPV 
show poor adherence to antiretroviral medication and 
attend the care and treatment clinics less frequently.5 
The association of IPV, HIV and mental health are well 
described.6 A wide range of broad-based interventions 
to address IPV in the context of HIV in Africa have been 
summarised in a recent review of the literature.7

Many women with IPV are missed in primary care 
clinics. As noted above, screening is essential. The 
challenge is to identify an appropriate screening tool 
that busy clinicians, especially in primary care, can 
incorporate into their daily practice. A commonly used 
validated screening tool in family practice is the Woman 
Abuse Screening Tool (WAST), which consists of eight 
questions.8 A recent study from South Africa evaluated 
a two-question version in the detection of IPV in a pri-
mary healthcare setting, known as the WAST-short.9 The 
authors assessed whether the first two questions of the 
longer tool, which have been successfully used in other 
contexts, could be used in their context. The questions 
used in the WAST-short are: 
1. In general, how would you describe your 

relationship with your partner? 
a) A lot of tension
b) Some tension
c) No tension

2. Do you and your partner work out arguments with...
a) Great difficulty
b) Some difficulty
c) No difficulty
They found that, while the specificity of the test was 

high (98%) its sensitivity was insufficient to be an ideal 
screening tool (45,2%), possibly because of how the 

Eurocentric questions were interpreted in the outpa-
tient context in South African primary care. There is a 
need for further validation in the African context, or the 
identification of an alternative short tool that clinicians 
can use; in the meantime, use of these questions, with 
appropriate local adaptation, would certainly be better 
than nothing.

Challenge of providing care to patients 
with mental health problems

Globally, mental, neurological, and substance use 
disorders represent a significantly high component of 
ill-health internationally, increasing between 1990 and 
2010 from 7.3% to 10.4% as a proportion of the global 
disease burden. Despite this, most African countries are 
taking relatively little action to address the healthcare 
needs of people with such disorders, given that 0.5% 
and 1.9% of the health budget goes to mental health in 
low-income and lower-middle-income countries respec-
tively, and less than 1% of the developmental assistance 
for health in such is allocated to mental health.11 In this 
context it is interesting to read a report just published 
on six low- and middle-income countries (LMICs) 
participating in the emerging mental health systems in 
LMICs (Emerald) project, four of which are in Africa, 
viz. Ethiopia, Nigeria, South Africa and Uganda (with 
the remaining two being India and Nepal). The authors 
looked at existing system level resources for integrating 
mental health into primary healthcare (PHC). Most of 
the countries were found to be allocating inadequate 
budgets for mental health, with South Africa (5%) and 
Nepal (0.17%), to be lacking robust policies to support 
mental health care, and to have inadequate resources to 
support integration such as human resources and health 
facilities for mental health services.12 

Confirming the above, a study on mental health 
nurses (MHNs) in rural South Africa found that in rural 
primary care facilities MHNs are employed at a rate of 
0.68 per 100 000 population compared to a national 
rate of 9.7 per 100 000 population, in a context of 
severe shortages of medical practitioners who focus on 
mental health and a near absence of specialist psychia-
trists in rural areas.13 This accords with a 2016 report 
from Nebraska in the USA where rural areas face signifi-
cant challenges in recruiting and retaining behavioural 
healthcare professionals, defined as psychiatric pre-
scribers, independent behavioural professionals, mental 
health practitioners, and addiction counsellors.14 It is 
vital that as clinicians we pay greater attention to mental 
health problems and develop the necessary skills to care 
for our patients more effectively.

In Australia, one approach to addressing mental ill 
health in rural and remote areas, recently described in 
the literature, was the Mental Health Academic (MHA) 
project, established in 2007 to ‘increase access to men-
tal health services, promote awareness of mental health 
issues, support students undertaking mental health 
training and improve health professionals’ capacity to 
recognise and address mental health issues’.15 There is 
certainly a need for such initiatives across countries in 
Africa, where limited services are highly concentrated in 
large cities.

Two papers published over the last six months high-
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lighted a key area of mental health in rural communities, 
viz. dementia in older people. One from Canada looking 
at healthcare provider perspectives notes the chal-
lenges of dealing with patients suffering from dementia 
and delirium in the emergency department. This paper, 
which is worth a read, concludes with the injunction to 
healthcare professionals to seek input from caregivers of 
elderly patients regarding any altered functional status, 
to change triage training to include knowledge of geriat-
ric care and to develop policies that create elder-friendly 
emergency department environments.16 The other, from 
Australia, describes a programme to train volunteers to 
provide personal support to these patients with demen-
tia and/or delirium. The authors conclude it is feasible 
to develop and sustain such a relatively inexpensive 
programme to improve quality of person-centred care for 
such people in a rural hospital.17

Two related snippets
Postnatal depression affects about 10–15% of mothers 
in the first year after giving birth. The Annals of Family 
Medicine late last year published a meta-analysis on the 
effectiveness of psychological interventions for postnatal 
depression. The authors screened 5919 articles to iden-
tify 10 studies that met their inclusion criteria, which 
studies used a range of intervention, including cognitive 
behavioural therapy, interpersonal therapy and counsel-
ling. The meta-analysis showed that such interventions 
resulted in lower depressive symptomatology than con-
trol both immediately after treatment and at six months 
of follow-up, without significant differences between 
the various types of therapy, AND led to improvements 
in adjustment to parenthood, marital relationship, 
social support, stress and anxiety.18 It is thus essential 
that patients with postnatal depression are not simply 
medicated, but are referred to whatever psychological 
support services may be available.

A study from Botswana on depression in caregivers 
of malnourished children piqued my interest because I 
remember as a medical student in the 1980’s being fas-
cinated by a movie where researchers had used highly 
innovative technology to splice 16mm film longitudinal-
ly and join it together so that one could see two mother-
child dyads at the same time, one with a malnourished 
child and one with a well-nourished child, in order 
to observe the interaction between mother and child, 
which was startlingly different. The recent Botswana 
study found that malnourished children in the six-month 
to five-year age group were significantly more likely to 
have depressed primary caregivers than non-malnour-
ished children (odds ratio = 4.33; 95% CI: 1.89, 9.89).19 
It is thus important to address the mental wellbeing 
of caregivers when dealing with malnutrition in their 
children. Clinically, how much is cause and how much 
effect is not important—it needs to be managed.

Chronic care and the diabetic foot
Chronic disease is a theme I return to repeatedly. Before 
addressing the topic of the heading, I wanted to men-
tion an interesting paper on an issue that is close to me, 
which is that of integrated chronic disease manage-
ment (ICDM). While this does not necessarily represent 
implementation of all the principles of chronic illness 

care that I have called for,20 it is an important attempt 
to address such issues at a systemic level. Mahomed 
et al describe the South African ICDM model, which 
consisted of four components (facility reorganisation, 
clinical supportive management, assisted self-supportive 
management, and strengthening of support systems and 
structures outside the facility) that were implemented in 
42 primary healthcare clinics, and which they evalu-
ated in terms of sustainability, with a view to improve 
the operational efficiency and patient clinical outcomes. 
They report significant challenges with implementation 
that threaten its sustainability, despite many perceived 
benefits, which included less than optimal involvement 
of clinical leadership (doctors and senior professional 
nurses), negative behaviour of staff, limited flexibility of 
the model, and infrastructural limitations.21 It is hoped 
that many such models could be developed and tested 
in Africa.

So I turn to one specific area of chronic illness care. 
Clinicians know that foot screening is an important 
part of the care of patient with diabetes mellitus, as 
it prevents significant morbidity, loss of function and 
mortality from complications. However, screening for 
foot problems in such patients is frequently neglected. 
Allen et al reported on a quality improvement project 
aimed at educating healthcare workers in a PHC to 
increase such screening practices. Confidence in con-
ducting foot screening improved markedly after train-
ing, and diabetic foot screening practices increased 
from 9% in 2013 to 69% in 2014 with a significant 
improvement in the number of diabetic patients 
screened.22 This demonstrates that focused attention 
by clinicians can make a difference. The paper also 
describes an approach to quality improvement, using 
strategic planning with appreciative intent based on a 
strengths, opportunities, aspirations and results (SOAR) 
analysis, that showed promise.

This study is particularly important, given the poor 
knowledge that most patients have of significant factors 
for all types of diabetic foot disease, according to a lo-
cal survey in Durban, South Africa, which also found, 
incidentally, the clinical management of the disease to 
be poor.23

Two final snippets
Very little is known about developmental screening 
amongst children in most of Africa, despite milestones 
being included on most road to health charts. It is 
thus interesting to read an audit of practices aimed 
at monitoring the development of young children in 
remote Aboriginal health services.24 Reviewing practices 
in two communities, the authors found that develop-
mental checks were more likely among children who 
attended services regularly, thus suggesting that the 
overall recorded prevalence of developmental difficul-
ties (21% and 6% ) is likely to be low, and that a sub-
optimal number of medical records had any evidence 
of a developmental check (79% and 59%), with little 
indication of how assessments were undertaken, and 
only one record noting the use of a formal developmen-
tal screening measure across both communities, despite 
this being recommended. One can only guess what 
the situation is across communities in Africa. Given the 
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major difference that early intervention can have on the 
future health, education and economic status of chil-
dren, it is time that serious attention was given to this. 
In order for that to happen, clinicians must take the lead 
and become agents of change.

A just published article by Mji et al describes four 
case studies of people with disabilities from four diverse 
low-resource contexts in South Africa (rural, semi-rural, 
farming community and peri-urban) looking at the 
challenges of access to health services experienced by 
people with activity limitations.25 The case studies dem-
onstrate that, despite primary care services being free in 
public health facilities, access to public health services 
can be difficult, with transport being a major challenge 
and costs such as transport, personal assistance and 
food (given that a visit to a health centre may take the 
whole day) also being a significant obstacle. This vulner-
ability of people with disabilities must be taken into 
consideration by healthcare professionals in planning 
ongoing care.
Professor ID Couper
Director, Ukwanda Centre for Rural Health
Stellenbosch University 
South Africa
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Managing ocular surface squamous neoplasia
The most common ophthalmic cancer in Africa is 
ocular surface squamous neoplasia (OSSN). This usually 
presents as a white or pink fleshy lesion at the limbus, 
and may well be encountered by PHC workers, as well 
as ophthalmologists and specialist eye health person-
nel. Researchers from Nairobi and the London School of 
Hygiene and Tropical Medicine have been conducting 
a clinical trial of the management of OSSN in Africa, 
which was published in 2016. I want to look at some of 
the research they have presented over the last few years. 

OSSN is more common in Africa than in any other 
region.1 The research team conducted a systematic re-
view to examine the reported incidence of the condition 
around the world. They caution that the results should 
be treated with a degree of scepticism, as the data 
comes mostly from cancer registries, which may not 
be completely reliable. The countries with the highest 
incidence are also the countries with the least access to 
histopathology facilities, which means that the tumours 
are not always diagnosed, or placed on the registry. 
However, despite these limitations, the conclusion of 
the review is very clear—the incidence of OSSN in Af-
rica is about 1.3/100 000 per year, compared to around 
0.05 in Europe and North America. 

In Africa, OSSN appears to occur at a much ear-
lier age, and occurs at a fairly similar rate in men and 
women. The disease most frequently occurs in people 
in their 30’s. In temperate and sub-tropical countries 
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(e.g. Australia) incidence is highest in men in their 60’s. 
Looking at historical data, this used to be the case in Af-
rica as well. In the 1960’s, the mean age of patients with 
OSSN was 48, and the majority were men. Today, the 
mean age at presentation is 38 in Kenya, 37 in South Af-
rica and 39 in Tanzania, compared to 64 in the US. The 
male:female ratio is at least 2:1 in the US and Australia, 
compared to about 1:1.2 in African countries. 

Not only does OSSN occur more frequently, and 
at a younger age in Africa, it is also becoming more 
common. One study from Kampala showed that the 
incidence in Uganda was ten times higher in the 1990’s 
than the 1980’s.

What is the explanation for the very different pattern 
of disease in Africa? One obvious risk factor is expo-
sure to sunlight. People who are working outdoors, in 
strong sunlight are more likely to develop OSSN. There 
does appear to be a weak link between the time spent 
in strong sunlight and the risk of OSSN. In Europe and 
North America, fewer people work outside, and there 
are fewer sunny days. 

However, the major reason for the difference in 
Africa is HIV. A meta-analysis of six case control stud-
ies showed that people infected with HIV were six 
times more likely to develop OSSN than non-infected 
individuals. About 60–70% of people with OSSN in 
Africa have HIV. HIV-related OSSN tends to be larger, 
and may be more likely to recur after excision. Although 
the evidence for a link with HIV is strong, there is no 
direct evidence linking OSSN and immunosuppression, 
as there does not seem to be a correlation between CD4 
counts and the risk of OSSN. Data from the US suggests 
that highly active antiretroviral therapy (HAART) does 
not affect the risk of developing OSSN. 

The first learning point of this article is that any 
patient presenting with OSSN should be encouraged to 
have HIV testing, as this may be the first manifestation 
of HIV/AIDS.

OSSN is usually unilateral. Patients may complain 
of irritation or foreign body sensation, caused by the 
irregular ocular surface. On examination there may be a 
raised pink fleshy growth at the limbus (the junction of 
the conjunctiva and cornea), or a white plaque of kera-
tinised squamous epithelium. There may be a prominent 
blood vessel (feeder vessel) leading to the lesion. In 
advanced cases, the entire globe may be replaced by a 
fungating orbital mass. It is most commonly found in the 
exposed conjunctiva between the upper and lower eye 
lids. It can look very similar to benign lesions such as 
pingueculum and pterygium. These benign lesions affect 
the nasal limbus, but OSSN can be found at any site. 

As part of the clinical trial, the authors recruited 496 
patients with ocular surface lesions from four eye clin-
ics in Kenya.2 All lesions were photographed, and then 
excised and sent for histopathology. Thirty-eight per cent 
(38%) were OSSN, 36% pterygium, and 19% actinic 
keratosis. Among patients with OSSN, over 70% had 
HIV. The authors identified a number of clinical features, 
such as lesion location, size, leukoplakia, feeder vessel, 
inflammation, pigmentation, gelatinous appearance, 
and corneal involvement. Six final year ophthalmology 
residents at Kenyatta National Hospital were asked to 
decide if these clinical features were present, absent, 

or difficult to determine. There was fair inter-observer 
agreement between the ophthalmology residents for the 
presence or absence of the clinical features.

Some of these features were strongly linked to ma-
lignancy. For example, lesions with feeder vessels (O.R. 
5.8), severe inflammation (O.R. 42.3), leukoplakia (O.R. 
2.6), or involving the cornea (O.R. 2.7) were significant-
ly more likely to be malignant than benign. However, 
there was considerable overlap, and all of these ‘high 
risk’ features were found in both benign and malignant 
lesions. Unsurprisingly, the ophthalmologists were not 
very good at distinguishing benign from malignant le-
sions on the basis of the clinical appearance. A clinical 
diagnosis of OSSN had a sensitivity of 86%, specificity 
of 60%, and a positive predictive value of 54%. 

The second important learning point is that it is very 
difficult to distinguish benign and malignant lesions 
purely on their clinical appearance. This means that all 
suspicious ocular surface lesions should be excised and 
sent for histopathology. 

The final paper in this series is the clinical trial of 
treatment for OSSN.3 The mainstay of treatment remains 
excision, with a 3mm margin and direct closure of the 
conjunctiva. This is usually done under an operating 
microscope. However, its effectiveness is limited by 
tumour recurrence, which has been reported to be as 
high as 67%. In order to reduce the risk of recurrence, 
a number of adjuvant treatments have been tried. These 
include cryotherapy, radiotherapy, mitomycin C and 
5-fluorouracil (5-FU). However, there is little evidence 
to support any of these adjuvant therapies. Furthermore, 
cryotherapy and radiotherapy are unlikely to be widely 
available in Africa. There is one randomised trial of 
mitomycin-C (MMC) in OSSN. This comes from Austra-
lia, and showed that MMC is effective as a treatment for 
OSSN. However, MMC is costly, and has to be kept at a 
low temperature. It is also toxic, and has been associ-
ated with scleral necrosis when used for pterygium. 
There are no trials of adjuvant treatment in patients who 
also have HIV. 

Patients with suspicious ocular surface lesions were 
enrolled from four clinics in Kenya. Only those with 
histologically proven OSSN were included in the trial. 
Other inclusion criteria were attendance for follow-
up at two months, and complete healing of the site of 
excision. Patients were excluded if they required more 
extensive surgery, if they had previously been treated 
with anti-metabolites, or if they were unable to return 
for follow-up.

Four weeks after surgery, patients returned to the 
clinic, and were given the results of the histology. Those 
with OSSN were randomised to either 1% 5-FU drops 
or methylcellulose drops. Patients, clinicians and study 
personnel were masked to the treatment allocation. The 
drops were given four times per day for four weeks from 
the date of randomisation, and this was monitored with 
a treatment diary recorded by the participants. Follow-
up visits were scheduled for one, three, six, and 12 
months after randomisation, and every effort was made 
to ensure complete follow-up. 

The primary outcome was lesion recurrence, which 
was confirmed by excision of the recurrent lesion. 
Secondary outcomes included adverse effects of the 5-FU. 
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One hundred and eighty-seven (187) patients had 
OSSN. Eighty-nine (89) were excluded. Forty-one (41) 
were unable to return for follow-up. Twenty-four (24) 
had extensive disease involving more than two quad-
rants, 16 did not return for surgery, and another eight 
patients were excluded for other reasons. Ninety-eight 
(98) patients were included in the trial. Forty-nine (49) 
were randomised to 5-FU or methylcellulose drops. Two 
patients were lost to follow-up in each group. The two 
groups were well-matched. The only significant differ-
ence in the baseline characteristics was that 42% of the 
placebo group were on HAART compared to 22% of the 
5-FU group.

Recurrence occurred in five (11%) of the 5-FU group 
and 17 (36%) of the placebo group (O.R. 0.21, 95% c.i. 
0.07 – 0.63, p=0.01). The relative risk reduction was 
71% and the absolute risk reduction was 25%, which 
means that one recurrence would be prevented for 
every four patients treated with 5-FU. Tumour size also 
influenced the recurrence rate, with larger lesions more 
likely to recur. However, tumour grade and complete-
ness of excision (confirmed by absence of tumour at the 
margins) did not affect the risk of recurrence. Adverse 
effected were more common in the 5-FU group than in 
patients treated with methylcellulose alone. Epiphora 

and irritation were common during 5-FU treatment, 
and a few patients developed irritation of the skin and 
eyelids. However, no adverse effects persisted after 
treatment was completed. 

The treatment 5-FU is on the World Health Orga-
nization essential drugs list. It is already widely used 
in ophthalmology to improve outcomes of glaucoma 
surgery. It is inexpensive and can be stored at room tem-
perature. Topical 5-FU treatment should be deliverable 
even in a healthcare system with limited resources. 

The final learning point is that all patients having 
OSSN lesions excised, should be given four weeks of 
1% 5-FU four times per day when the site of the lesion 
has healed.
Dr. David Yorston
Ophthalmic Consultant, Christophel Blinden Mission, UK
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Q1 (a), (b), (c). The vast majority of cases of back pain are muscular in origin, and active  
 exercise is the primary treatment. A small proportion of back pains are caused by   
 underlying disease, of which in men prostate cancer should not be missed. Paracetamol  
 alone is rarely enough to treat chronic back pain – it should be prescribed along with an  
	 NSAID	(non-steroidal	anti-inflammatory	drug).

Q2 (a), (e). Prostate spinal metastases must be ruled out in an older man with backache for  
	 the	first	time,	so	a	rectal	examination	and	a	blood	PSA	(prostate	specific	antigen)	level	are		
	 important.	Inflammatory	joint	disease	should	also	be	considered.	The	other	conditions	in		
 the list are much less frequent. 

Q3  (a), (d), (e), (f), and (g). All these actions are appropriate to begin with. Specialist   
 assessment is not necessary unless the pain is intractable and continuing despite your  
 initial efforts. A spinal X-ray is not indicated until initial treatment has failed and there  
 is good clinical evidence that there may be spinal involvement (which accounts for a very  
 small proportion of cases of back pain).

Q4 (a), (b), (c). It is common for back pain sufferers to be dispirited and worried by what  
 might be happening to them, so that a thorough explanation of its causes and treatment  
 often helps to raise their mood and to ease their pain accordingly. Guided exercise,  
 especially along with other people, is highly recommended – tai chi, for example helps  
 to retrain muscles and improve posture and balance. Manual therapy is only helpful if  
 performed along with an exercise regime. There is no basis for acupuncture, and rest is  
 likely to prolong the chronic problem. 

Q5 (a), (b), (c), and (d). Medicines for neuropathic pain have been shown to help   
 considerably when routine pain management has failed. If that doesn’t help then b) and  
 c) can be considered. CBT is often helpful, to help patients to understand their pain and  
 to deal with it rationally and effectively. 
Jayanti was given a series of stretching exercises to perform, and his pain receded within a few 
days.	His	rectal	examination	confirmed	that	his	prostate	gland	was	of	normal	size,	smooth	and	soft,	
and his PSA was normal at three units. He is back to his normal self.

Part
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Part
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Part
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Part
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Fish oils for childhood asthma

To follow-up the idea that a reduced 
intake of polyunsaturated fats may con-
tribute to the prevalence of wheezing ill-
nesses a study has assessed the effects of 
supplementation with n-3 LCPUFA (fish 
oil) when given to pregnant women on 
the wheezing profiles of their offspring. 
In a double-blind study 736 women at 
24-weeks’ gestation were given either 
fish oil or placebo (olive oil) every day. 
Persistent wheeze or asthma in offspring 
were primary endpoints. Just under 700 
children were followed up within a 
three-year period. During this time there 
was a significant risk reduction of per-
sistent wheeze or asthma in the fish oil 
group versus placebo totalling a relative 
risk reduction of 30% for those children 
of women given fish oils. A second-
ary outcome of lower respiratory tract 
infection was also significantly lowered 
in children born from women in the fish 
oil group.

Supplementation of fish oils given to 
women in their third trimester is associ-
ated with a lower risk of wheeziness or 
asthma in their children.
Bisgaard H, Stokholm J, Chawes BL, et al. Fish 
oil–derived fatty acids in pregnancy and wheeze 
and asthma in offspring. NEJM 2016; 375 (26): 
2530–2539.

Foetal alcohol 
syndrome prevalence

Drinking alcohol when pregnant can 
result in a spectrum of birth defects 
encompassed in the disorder foetal 
alcohol syndrome (FAS). One study has 
set out to estimate the global preva-
lence of alcohol use during pregnancy 
and FAS in the population with the 
outcome of estimating the number of 
alcohol-consuming pregnancies per one 
case of FAS. A systematic review and 
meta-analysis was conducted on 328 
studies for prevalence of alcohol use 
and 62 studies were used to assess FAS. 
It was estimated that just under 10% 
of pregnancies involved alcohol use. 
Prevalence of FAS in the population was 
calculated as 14.6 per 10 000 people. 
Analysis found that for every 67 alco-
hol-consuming pregnancies one child 
would be born with FAS. This translates 
to 119 000 FAS affected children born 
per year. FAS resulting from alcohol use 
during pregnancy is a prevalent issue 
and prevention strategies are needed to 
combat this preventable disorder. 

Popova S, Lange S, Probst C, et al. Estimation 
of national, regional, and global prevalence of 
alcohol use during pregnancy and fetal alcohol 
syndrome: a systematic review and meta-analysis. 
Lancet Global Health 2017. DOI: 10.1016/S2214-
109X(17)30021-9

Intra-uterine MRI for foetal 
brain abnormality

A study has been conducted to assess 
if there is any extra benefit from using 
an in-utero MRI (iuMRI) to further as-
sess potential diagnosis of foetal brain 
abnormalities, usually only assessed 
through ultrasound. The prospective 
cohort study based in the UK recruited 
women whose foetuses had ultrasound-
detected brain abnormalities at 18 
weeks. Following abnormal ultrasound 
an iuMRI was performed within 14 days 
and diagnostic accuracy and clinical 
impact were compared between the two 
imaging types. The participants were 
divided into two cohorts of gestational 
age 18–24 weeks (n=369) and 24 plus 
weeks (n=201). With iuMRI diagnostic 
accuracy was significantly improved by 
23% and 29% for 18–24 and 24 plus 
weeks, respectively. Overall diagnostic 
accuracy was 68% with ultrasound 
alone and 93% with the iuMRI. In 
addition, the iuMRI provided extra 
diagnostic information in 49% of cases, 
changed prognostic information in 20%, 
and changed clinical management for 
three cases. 

The use of iuMRI following abnor-
mal foetal brain ultrasound may im-
prove diagnostic accuracy and clinical 
decision making. 
Griffiths PD, Bradburn M, Campbell MJ, et al. Use 
of MRI in the diagnosis of fetal brain abnormalities 
in utero (MERIDIAN): a multicentre, prospective co-
hort study. The Lancet 2016. DOI: 10.1016/S0140-
6736(16)31723-8

Bleeding in patients with atrial 
fibrillation

To prevent the risk of thrombosis in 
patients with atrial fibrillation who 
have undergone percutaneous coronary 
intervention (PCI) with stent placement, 
a standard anticoagulation therapy of vi-
tamin K antagonist plus dual antiplatelet 
therapy (DAPT) of P2Y12 inhibitor and 
aspirin is usually given. However, this 
comes with risk of increased bleeding. 
The PIONEER AF-PCI trial has investi-
gated whether an oral factor Xa inhibi-
tor, rivaroxaban, might decrease risk 
of bleeding in this setting. Over 2100 
patients were randomly assigned either 

low-dose rivaroxaban plus a P2Y12 
inhibitor for 12 months; very-low-dose 
rivaroxaban plus DAPT for one, six, or 
12 months; or the standard therapy for 
one, six, or 12 months. Both rivaroxa-
ban groups significantly reduced the risk 
of major bleeding compared to the stan-
dard therapy vitamin K setting. Efficacy 
among all groups was similar although 
confidence intervals were wide.

Rivaroxaban given in either of these 
settings can reduce the risk of bleeding 
usually associated with vitamin K medi-
ated anticoagulation therapy in atrial 
fibrillation patients who have undergone 
a PCI with stent fitting.
Gibson CM, Mehran R, Bode C, et al. Prevention of 
bleeding in patients with atrial fibrillation undergo-
ing PCI. NEJM 2016; 375: 2423–2434.

A durable RNA inhibitor
of PCSK9

An emerging target for the lowering of 
low-density lipoproteins (LDL) is via 
the inhibition of proprotein conver-
tase subtilisin–kexin type 9 (PCSK9), a 
naturally occurring factor that limits the 
body’s ability to remove LDL-C from 
the circulation. Inclisiran is an agent 
that achieves this inhibition via long-
acting RNA interference, inhibiting the 
synthesis of PCSK9. Safety of this agent 
has been assessed in a phase 1 trial. 
Healthy volunteers with LDL values of at 
least 100md/dL were randomly assigned 
inclisiran or placebo in either single of 
ascending doses. Side effects associated 
with inclisiran included cough, head-
ache, diarrhoea and nasopharyngitis. 
These adverse events plus others associ-
ated were all moderate or mild and no 
serious adverse events were reported. 
When inclisiran was given at doses of 
300mg or more in both single and mul-
tiple dose settings both PCSK9 and LDL 
levels were significantly reduced for a 
period of at least six months.

Inclisiran has a good safety profile 
and can effectively lower LDL for some 
longevity compared to placebo.
Fitzgerald K, White S, Borodovsky A, et al. A Highly 
Durable RNAi Therapeutic Inhibitor of PCSK9. NEJM 
2017; 376: 41–51.

Evolocumab for coronary disease
PCSK9 inhibitors have already showed 
efficacy in reducing LDL-C in patients on 
statins. A double-blind randomised trial 
has been conducted to assess if a PCSK9 
inhibitor has any efficacy in reducing 
progression of coronary atherosclerosis 
in patients on statins. Over a 76-week 
period patients with coronary disease 
on statins were randomised to receive 
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additional monthly subcutaneous injec-
tions of a PCSK9 inhibitor evolocumab 
(n=484) or placebo (n=484). Reduction in 
both LDL-C levels and percent atheroma 
volume (PAV) were used as measurements 
of efficacy. PAV was measured using serial 
intravascular ultrasonography imaging. A 
significant reduction in LDL was found in 
patients receiving evolocumab. Atheroma 
volume was also significantly lower in the 
evolocumab setting compared to placebo.

Patients with angiographic coronary 
disease currently on statins may benefit 
with the addition of evolocumab.
Nicholls SJ, Puri R, Anderson T, et al. Effect of 
Evolocumab on progression of coronary disease in 
statin-treated patients: The GLAGOV randomized 
clinical trial. JAMA 2016; 316 (22): 2373–2384. DOI: 
10.1001/jama.2016.16951

Mosquito control 
Control of mosquito numbers remains 
one of the most effective methods for 
prevention of mosquito-borne diseases. 
Control using treatments that decrease 
mosquito numbers is an effective meth-
od in theory, yet in practice numbers 
are hard to control due to the tendency 
of mosquitoes to breed in inaccessible 
sites, thereby avoiding treatment reach. 
One study has looked at the potential of 
using an insecticide that can be carried 
around by mosquitoes themselves with 
the idea that they might carry the treat-
ment to these hard-to-reach breeding 
sites. Larvicide pyriproxyfen (PPF) was 
disseminated in a town in central Ama-
zonia, Brazil. To measure efficacy mos-
quito numbers were measured before 
and after dissemination. For the juvenile 
mosquitoes, the researchers observed a 
decreased catchment of up to 90% com-
pared to before PPF and adult mosquito 
numbers dropped by around 97%. 

The use of mosquito-disseminated 
PPF may be a useful tool in reducing 
mosquito numbers with the potential 
benefit of reducing spread of mosquito-
borne diseases.
Abad-Franch F, Zamora-Perea E, Luz SLB. Mosquito-
disseminated insecticide for citywide vector control 
and its potential to block arbovirus epidemics: 
entomological observations and modeling results 
from Amazonian Brazil. PLoS Med 2017; 14 (1): 
e1002213. DOI: 10.1371/journal.pmed.1002213

Antiviral therapy for hepatitis C
An important host factor for the replica-
tion and survival of hepatitis C virus 
(HCV) is miR-122 (a microRNA) and as 
such it is being investigated as a thera-
peutic target. A double-blind, placebo-

controlled randomised phase 1B study 
has assessed the safety and tolerability 
of an miR-122 antagonist, RG-101. 
HCV infected participants (n=32) were 
enrolled in one of two cohorts and in 
a 7:1 ratio randomly assigned either 2 
mg/kg RG-101 or placebo; or 4 mg/kg 
RG-101 or placebo. At four weeks both 
doses of RG-101 resulted in a decreased 
viral load and a sustained response was 
demonstrated in three of the 28 treated 
participants by 76 weeks. At least 
one treatment-related side effect was 
reported by 26 of the 28 participants in 
both treatment cohorts including fatigue 
and insomnia. Resistance was associ-
ated with relapse on or before week 12 
marked by resistance-associated substi-
tutions in the HCV genome. 

RG-101 was found to be well toler-
ated and show efficacy in reducing 
GCV viral load. 
van der Ree MH, de Vree JM, Stelma F, et al. Safety, 
tolerability, and antiviral effect of RG-101 in patients 
with chronic hepatitis C: a phase 1B, double-blind, 
randomised controlled trial. The Lancet 2017. DOI: 
10.1016/S0140-6736(16)31715-9

Ebola vaccine candidate 
Despite an intense research drive 
there are still no licensed Ebola virus 
vaccines. One promising candidate, 
rVSV-ZEBOV, has been assessed for 
Ebola prevention in a phase 3 efficacy, 
ring-vaccination trial in Guinea, west 
Africa. Contacts of laboratory confirmed 
Ebola cases were given either a single 
intra-muscular dose of vaccine imme-
diately after randomisation (n=2119) or 
a delayed vaccination at 21 days later 
(n=2041). The primary outcome as-
sessed was laboratory confirmed Ebola 
at 10 days or more following randomi-
sation. No cases of Ebola occurred at 10 
days or more for those immediately vac-
cinated versus 16 cases among the de-
layed group. Vaccination in additional 
non-randomised clusters also produced 
similar results. Mild adverse events were 
reported in 53% of the total number of 
vaccinated individuals and two serious 
adverse vaccination-associated events, 
one febrile reaction and one anaphy-
laxis, were reported. 

The results from the Guinea study 
show that the rVSV-ZEBOV vaccine may 
offer significant protection against Ebola 
virus disease and as such it is a promis-
ing vaccination candidate. 
Henao-Restrepo AM, Camacho A, Longini IM, et al. 
Efficacy and effectiveness of an rVSV-vectored vac-
cine in preventing Ebola virus disease: final results 
from the Guinea ring vaccination, open-label, clus-
ter-randomised trial (Ebola Ça Suffit!). The Lancet 
2016. DOI: 10.1016/S0140-6736(16)32621-6

Community-wide 
helminth control

Deworming strategies are the main meth-
ods for helminth control for children in 
at-risk populations. These campaigns are 
often aimed at children rather than com-
munity-wide. A meta-analysis and sys-
tematic review has investigated if there is 
any difference in helminth prevalence in 
children when deworming strategies are 
implemented at a community-wide level 
compared to children-directed strategies. 
The meta-analysis included 38 studies 
and concluded that strategies that were 
aimed at a community level significantly 
reduced both hookworm and Ascaris 
lumbricoides (giant roundworm) in chil-
dren compared to school-age children 
directed strategies. However, no effect 
was seen for Trich-uris trichuria (whip-
worm) and significant heterogeneity was 
found across studies. 

The meta-analysis suggests that 
community-wide deworming strategies 
are more effective at reducing the child-
hood burden of helminth infection com-
pared to childhood-directed methods. 
Clarke NE, Clements AC, Doi S, et al. Differential 
effect of mass deworming and targeted deworming 
for soil-transmitted helminth control in children: a 
systematic review and meta-analysis. The Lancet 
2017; 389: 287–297.

Problem-based therapy 
in primary care 

Mental illness is common in the 
population yet it can be ill recognised 
and treated in resource-poor settings. 
A Zimbabwe-based study has inves-
tigated the use of a lay health worker 
(LHW) delivered problem-solving based 
therapy for individuals with common 
mental disorders in a primary care set-
ting. The randomised trial investigated 
the use of the primary care based inter-
vention, which consisted of individual 
problem-based solving therapy given 
by a trained LHW plus education and 
continued peer support. Individuals with 
common mental disorders as defined by 
locally validated criteria were randomly 
assigned either the problem-solving 
therapy given by LHWs (n=286) or 
standard care enhanced with education 
(n=287) and followed up for six months. 
Those in the intervention group reported 
significantly lower symptom scores 
compared to the control and reported 
a significantly lower risk of depressive 
symptoms (both p<0.001). Individuals 
suffering with mental illness benefitted 

Infection

Mental health
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from LHW-provided problem solving 
therapy in a primary care based setting 
demonstrated by improved mental 
health scores at six months. 
Chibanda D, Weiss HA, Verhey R, et al. Effect of a 
primary care–based psychological intervention on 
symptoms of common mental disorders in Zimba-
bwe: A randomized clinical trial. JAMA 2016; 316 
(24): 2618–2626.

Counselling for alcohol problems
There is often poor access in primary 
care to appropriate psychological 
help for those who might benefit. One 
example is access to intervention for 
harmful drinkers. A study has assessed 
the cost and effectiveness of using a 
brief psychological treatment, Counsel-
ling for Alcohol Problems (CAP), that is 
delivered by lay counsellors to patients 
with harmful drinking behaviours. The 
randomised trial compared primary 
outcomes of remission and mean daily 
alcohol consumed between CAP with 
enhanced usual care (EUC) and EUC 
alone in male participants with harmful 
drinking behaviours in Goa, India. A 
total of 36% of 164 participants in the 
CAP plus EUC group achieved remission 
versus 26% of 172 in the EUC alone 
group. Abstinence over the past 14 days 
was significantly higher in the CAP plus 
EUC group. For harmful drinkers CAP 
plus EUC significantly reduced harmful 
drinking behaviour compared to EUC 
alone and was considered cost-effective 
in the study. 
Nadkarni A, Weobong B, Weiss HA, et al. Counselling 
for Alcohol Problems (CAP), a lay counsellor-delivered 
brief psychological treatment for harmful drinking 
in men, in primary care in India: a randomised con-
trolled trial. The Lancet 2017; 389: 186–195.

Continuous glucose monitoring
Continuous glucose monitoring (CGM) 
has shown efficacy in the management 
of blood glucose for those with type 1 
diabetes (T1DM) on insulin treatment. 
However, many of the studies demon-
strating this have involved participants 
using insulin pumps, whereas the use of 
insulin injections is far more common in 
adults with T1DM. A randomised trial in 
the United States has set out to establish 
whether this efficacy is repeated for 
T1DM patients who use insulin injec-
tions for glucose management. Haemo-
globin A1c (HbA1c) levels were used to 
assess glucose management in insulin-
injecting patients randomised to either 
personal continuous glucose monitoring 
devices (n=105) or usual care of home 

blood glucose monitoring (n=53). At 24 
weeks, there was a significant reduction 
in HbA1c compared to baseline in par-
ticipants in the CGM group versus the 
control group. Duration of hypoglycae-
mic episodes as a secondary outcome 
was also found to be significantly lower 
in the CGM group. For T1DM patients 
who inject insulin, continuous glucose 
monitoring helps with the management 
of glycaemic control. 
Beck RW, Riddlesworth T, Ruedy K, et al. Effect 
of continuous glucose monitoring on glycemic 
control in adults with type 1 diabetes using insulin 
injections. The DIAMOND randomized clinical trial. 
JAMA 2017; 317 (4): 371–378. 

Screen and treat for 
type 2 diabetes

To help combat the rising prevalence 
of type 2 diabetes mellitus (T2DM) 
‘screen and treat’ methods of screening 
and treating prediabetes are becoming 
common practice. 

A systematic review and meta-
analysis has looked at the accuracy of 
screening and efficacy of interventions 
in preventing the onset of T2DM. The 
analysis reviewed 49 screening studies 
and 50 intervention trials. The review 
concluded that the use of HbA1c for the 
detection of prediabetes was neither sen-
sitive nor specific enough for use in this 
setting. Fasting glucose was not sensitive 
but it was considered specific for predia-
betes detection. The analysis also found 
that glycaemic abnormalities such as a 
deviant HbA1c may present in the ab-
sence of other abnormal measurements. 
Analysis of interventions demonstrated 
that lifestyle changes were effective in 
delaying progression to T2DM. However, 
the researchers suggested that the inac-
curacy of screening diagnoses may result 
in incorrect diagnosis and subsequent 
intervention data may be implicated.

The findings suggest that ‘screen and 
treat’ regimes alone are not sufficient to 
impact the T2DM epidemic. 
Barry E, Roberts S, Oke J, et al. Efficacy and effec-
tiveness of screen and treat policies in prevention 
of type 2 diabetes: systematic review and meta-
analysis of screening tests and interventions. BMJ 
2017; 356: i6538.

Bihormonal bionic pancreas 
for type 1 diabetes

A study has investigated the safety 
and efficacy of using a bihormonal 
pancreas in an at-home setting in 
type 1 diabetics. The device regulates 
automatic subcutaneous release of 
insulin and glucagon with only the 
patient’s body mass index used to for 
calibration. Participants (n=43) were 

randomly assigned to receive either the 
bionic pancreas or their usual glycaemic 
control methods for 11 days, and then 
switch to the opposite for a further 
11 days and were told to participate 
in their usual daily activities. Mean 
glucose concentrations were assessed 
via continuous glucose monitoring. 
The bionic pancreas resulted in a 
significantly lower mean glucose 
concentration compared to the usual 
control setting. There was also a shorter 
duration of time spent in hypoglycaemic 
periods for those when in the bionic 
pancreas period. Nausea was reported 
at a higher mean score in the bionic 
period but there were no serious adverse 
events associated.

The bihormonal bionic pancreas re-
sulted in superior glycaemic control for 
type 1 diabetics when in a home setting.
El-Khatib FH, Balliro C, Hillard MA, et al. Home use 
of a bihormonal bionic pancreas versus insulin pump 
therapy in adults with type 1 diabetes: a multicentre 
randomised crossover trial. The Lancet 2017; 389: 
369–380.

Subclinical hypothyroidism 
in pregnancy

Fifteen percent (15%) of pregnancies in 
Europe present with subclinical hypothy-
roidism, in line with current diagnostic 
criteria. A retrospective cohort study has 
looked at the safety of thyroid hormone 
treatment in pregnant women with 
subclinical hypothyroidism. Over 5400 
pregnant women with untreated thyroid 
stimulating hormone (TSH) at 2.5–10 
mIU/L were included in the study. The 
primary outcome was pregnancy loss. A 
total of 843 women were given treat-
ment for their hypothyroidism (mean 
baseline TSH of 4.8 mIU/L) during their 
pregnancy, and the remainder of women 
who weren’t given treatment had a mean 
baseline TSH of 3.3. The study found 
that there was a significantly lower rate 
of pregnancy loss in treated women 
versus the untreated group (p<0.01). 
However, it was also observed that pre-
term delivery, gestational diabetes and 
pre-eclampsia were all at higher odds for 
women in the treated groups. Subclini-
cal hypothyroidism in pregnancy may 
benefit from treatment to reduce risk 
of pregnancy loss; however, other risks 
require further research. 
Maraka S, Mwangi R, McCoy RG, et al. Thyroid 
hormone treatment among pregnant women with 
subclinical hypothyroidism: US national assessment. 
BMJ 2017; 356: i6865.
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Uterine relaxants for external 
cephalic version

Breech birth occurs in 4% of pregnancies 
and can result in complications. External 
cephalic version (ECV) is a method that 
involves turning the foetus to a head first 
position before labour begins. Uterine 
relaxants are needed for this and often 
fenoterol is used. However, this class of 
drug is associated with adverse maternal 
cardiovascular effects. A randomised trial 
has compared the efficacy of fenoterol 
with an oxytocin receptor antagonist that 
has fewer cardiac side effects, atosiban. 
Women at 34 plus weeks’ gestation with 
a foetus in breech were given either 
fenoterol (n=414) or atosiban (n=416) for 
uterine relaxation prior to ECV. The inves-
tigation compared numbers of cephalic 
presentations 30 minutes after ECV and 
at delivery. There were no differences 
in adverse neonatal outcomes between 
groups. Atosiban resulted in a significant-
ly lower number of cephalic positions 
30 minutes after ECV versus fenoterol, 
but no significant difference was found 
between cephalic presentations at birth 
between the groups.

The study concluded with continued 
support for the use of fenoterol for exter-
nal cephalic version. 
Velzel J, Vlemmix F, Opmeer BC, et al. Atosiban 
versus fenoterol as a uterine relaxant for external 
cephalic version: randomised controlled trial. BMJ 
2017; 356: i6773.

Pelvic floor muscle training 
for prolapse

There is a known association between 
pelvic floor muscle exercise and re-
duced prolapse severity and symptoms. 
One study has looked at whether pelvic 
floor exercise intervention can reduce 
the risk of second prolapse and need 
for future treatment. The study included 
women of any age who had experienced 
prolapse before, but not sought treat-
ment. Participants were randomised 
to receive either personal pelvic floor 
physiotherapy sessions plus extra pelvic 
floor training classes and a DVD for 
intervention (n=207) or a leaflet for 
lifestyle advice for those with prolapse 
(n=207). Participants were assessed for 
self-reported prolapse symptom scores 
two years. The study found that the 
intervention group did result in a statisti-
cally significant reduction in prolapse 
symptoms. However, the researchers 
considered the reduction in symptoms 
‘small, but probably important’.

Pelvic floor muscle exercise and 
training can help with the reduction of 
secondary prolapse symptoms.

Hagen S, Glazener C, McClurg D, et al. Pelvic 
floor muscle training for secondary prevention of 
pelvic organ prolapse (PREVPROL): a multicentre 
randomised controlled trial. The Lancet 2017; 
389:393-402.

Clinical remission in 
Crohn’s disease

Crohn’s disease is a chronic inflamma-
tory bowel disease that can be debili-
tating. One method for alleviating the 
disease burden is to tackle the inflam-
matory response involved, one com-
ponent of which is the janus kinase-1 
(JAK-1) pathway. One study has looked 
at the effect on Crohn’s activity using 
selective inhibition of JAK-1 by the drug 
filgotinib. The FITZROY randomised 
phase 2 study compared filgotinib with 
placebo to assess efficacy in reduction 
of Crohn’s disease activity. Participants 
were active Crohn’s sufferers who were 
given either filgotinib at 200 mg once 
a day (n=130) or placebo (n=44) for 10 
weeks. At week 10, 47% of the fil-
gotinib patients achieved clinical remis-
sion versus 23% in the placebo group 
(p=0.0077). A further observational pe-
riod of 10 weeks with participants given 
either placebo, 100mg or 200mg of the 
drug based on responder status was per-
formed. Within the total 20 weeks, 9% 
of filgotinib treated participants versus 
3% of placebo receiving participants 
reported serious adverse effects. 

Filgotinib was associated with a sig-
nificantly higher rate of clinical remis-
sion in Crohn’s sufferers than placebo. 
Vermeire S, Schreiber S, Petryka R, et al. Clinical remis-
sion in patients with moderate-to-severe Crohn’s dis-
ease treated with filgotinib (the FITZROY study): results 
from a phase 2, double-blind, randomised, placebo-
controlled trial. The Lancet 2017; 389: 266–275.

Prevention of 
recurrence

The most common cause of infectious 
diarrhoea in hospitalised patients is 
Clostridium difficile infection. The infec-
tion is usually treated with antibiotics; 
however recurrences following therapy 
are common. Two double-blind ran-
domised trials have looked at the effi-
cacy of C. difficile directed monoclonal 
antibody therapies actoxumab and be-
zlotoxumab that target C. difficile toxins 
A and B, respectively. Over 2600 adults 
receiving standard-of-care antibiotics for 
a C. difficile infection were given either 
bezlotoxumab, actoxumab plus bezlo-
toxumab, or placebo and were assessed 
for recurrence at 12 weeks. Recurrent 

infection was significantly lower in the 
bezlotoxumab alone group versus pla-
cebo and in the combined drug group 
versus placebo. Actoxumab addition 
did not improve efficacy of treatment. 
Sustained cure (no recurrence) was 
highest at 64% for the bezlotoxumab 
alone group. Safety profiles were similar 
across all groups. Addition of bezlotox-
umab to standard antibiotic intervention 
for C. difficile infection can help reduce 
rate of infection recurrence. 
Wilcox MH, Gerding DN, Poxton IR, et al. Bezlotox-
umab for prevention of recurrent Clostridium dif-
ficile Infection. NEJM 2017; 376: 305–317.
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FeatureSelf-assessment

Were you paying attention? Test your retentive capacities on issues raised in this edition of Africa Health. You can 
quietly test yourself, or – and we're particularly keen on this – you could make it a part of the foundation of a Journal 
Club in your department or health institution. Life-long learning is a collaborative exercise and the whole health team 
can be positively stimulated by being involved in such discussion.

Q1. eHealth case study
i)  As part of the digitisation, what was provided to the 

healthcare workers (HCWs)?

ii)  What did a medical doctor train the HCWs on?

Q2. Clinical Review: STIs
i) What new strategies and guidelines on sexually 

transmitted infections has the World Health 
Organization (WHO) produced?

ii) Why are new guidelines needed for treatment 
 of gonorrhoea?

iii) What is being done to make sure gonorrhoea can 
 be effectively treated?

Q3. Clinical Review: Family Medicine
i) For each of the following statements indicate 

whether it is true or false:
 a) Intimate partner violence (IPV) relates specifically    
         to sexual violence. 
 b) There is good evidence of an association between 
         IPV, HIV and mental health.

 c) The WAST-Short is a good screening tool with high 
         sensitivity.
 d) IPV is associated with greater HIV risk and poorer    
         adherence to ARV medication.

ii) The burden of disease of mental, neurological 
and substance abuse disorders globally increased 
between 1990 and 2010 by what per cent?

iii) How can clinicians better assist their patients in 
a context of severe shortages of mental health 
practitioners?

Q4. Clinical Review: Ophthalmology
i) Which of the following statements about OSSN in 

Africa are true?
 a) OSSN is strongly linked to HIV infection.
 b) OSSN occurs mostly in elderly men in Africa.
 c) A four-week course of 1% 5-FU drops reduces the 
         risk of recurrence following excision.
 d) The prevalence of OSSN is lower in Africa than in 
         other parts of the world.

ii) What is the best way of distinguishing OSSN from 
benign ocular surface lesions?

Q1. 
i) The HCWs were provided with WiFi-enabled 

smartphones, laptops, phone credit, and Internet 
connectivity.

ii) The HCWs were trained on disease diagnostics, 
administering medicines, medicine supply usage, 
sanitation practices, and medical procedures.

Q2.
i) The WHO recently adopted a ‘Global health sector 

strategy on Sexually Transmitted Infections, 2016-
2021’ which provides the global status of STIs, outlines 
a framework for addressing infections, and defines 
measurable goals for 2020 and 2030. The WHO has also 
developed new treatment guidelines for gonorrhoea, 
syphilis, chlamydia, and herpes simplex virus 2.

ii) Neisseria gonorrhoeae, the bacterium that causes 
gonorrhoea, evolves rapidly and develops microbial 
resistance against many of the drugs used to treat the 
disease. As antimicrobial resistance spreads, there 
is need to test for local resistance, and to prescribe 
antibiotics that are effective against the bacteria.

iii) Laboratory tests that enable molecular testing for 
gonorrhoea as well as determine the antimicrobial 
resistance of the bacteria are being developed. 
Knowing the specific antimicrobial resistance of N. 
gonorrhoeae in a patient at diagnosis would enable 
targeted prescribing of effective drugs. A new class 

of antibiotics to treat gonorrhoea is also undergoing 
clinical trials.

Q3.
i) a) False
 b) True
 c) False
 d) True

ii) 3.1% (from 7.3 to 10.4%).

iii) Develop the necessary skills to offer good mental 
health care and pay greater attention to mental 
health issues.

Q4.
i) Which of the following statements about OSSN in 

Africa are true?
 a) True – OSSN is much more common in patients 
         with HIV.
 b) False – In industrialised countries, this is true, but 
         in Africa, it is slightly more frequent in women   
         and occurs at a much earlier age. 
 c) True.
 d) False – OSSN is more common in Africa.

ii) Excision biopsy and histopathology. OSSN cannot 
be distinguished from benign conditions on clinical 
grounds alone. All suspicious lesions should be 
removed and sent for histopathological examination.

Answers

CPD Challenge
Questions
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Feature FeatureClinical Quiz

Taking a back seat (answers on page 34)

Jayanti, a 60-year-old businessman, has developed low back pain for the first time in his life. He 
puts it down to the fact that his life has changed recently. His son Manu took over the reins of their 
business a year ago, letting Jayanti to take a back seat, with fewer worries and more time for leisure.  
Friends introduced him to a sports club, where he is playing tennis a few days a week. About a month 
ago he started to have pain across the lower back and radiating down his right leg. Assuming that it 
was just muscular, he took paracetamol and rested, and stopped his physical activities until, he as-
sumed, the pain resolved. But it didn’t lessen, so he arrived at his doctor’s office, a little apologetically, 
as he ‘didn’t want to waste his time’. He feels otherwise very well, and has not gained or lost weight 
in the last ten years. He is of normal weight for his height, and is walking normally.

Q1 Which of the following initial thoughts about this history are correct?
 (a) Your patient is right – the pain is almost certainly due to the new use of his  
  muscles.
 (b) Stopping the exercise was probably wrong – it could have been exercised away:  
  resting won’t really help.
 (c) Although it is almost certainly nothing to worry about, you have to consider that  
  there may be a serious underlying reason for the pain.
 (d) He needs specialist imaging to make the diagnosis.
 (e) Paracetamol alone is usually enough to deal with muscular back pain, so that its  
  failure to do so probably means that there are underlying problems. 

Q2 Considering alternative diagnoses of back pain, which of the following do you think  
 most likely?
 (a) Spinal metastases – specifically from the prostate.
 (b) Low grade infection in the pelvis or deep tissues.
 (c) Trauma to a vertebral articular process.
 (d) A spinal disc lesion.
 (e) Inflammatory disease such as spondyloarthritis.

Q3 Physical examination does not reveal any obvious cause for his pain. Which of the  
 following are essential to the next stage of Jayanti’s management?
 (a) Digital rectal examination.
 (b) Referral for specialist investigation.
 (c) Spinal X-ray.
 (d) Advise a programme of active exercise.
 (e) A thorough psychological assessment.
 (f) A short course of a non-steroidal anti-inflammatory drug (NSAID).
 (g) A weak opioid if the NSAID is ineffective or not tolerable.

Q4 Which of the following have been shown to be helpful to chronic back pain 
 sufferers?
 (a) Comprehensive explanation of the causes and nature of back pain.
 (b) Encouragement to continue with normal physical and social activities.
 (c) Group exercise programmes.
 (d) Manual therapy such as manipulation and massage.
 (e) Acupuncture.
 (f) Complete rest for at least two weeks

Q5 Jayanti has since, under his doctor’s supervision, recovered from his back pain, but  
 if he had not, and his sciatica had proven intractable, which of the following 
 additional treatments would you consider?
 (a) Neuropathic pain medication.
 (b) Epidural injections of local anaesthesia and steroids.
 (c) Surgical spinal decompression.
 (d) Cognitive behaviour therapy (CBT).
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Despite its failings, the national Health insurance Scheme (nHiS) 
in nigeria is still considered as one of several useful mechanisms 
through which the country can make progress towards achieving 
the goal of universal health coverage (UHC). However, due to the 
way and manner the nHiS has been implemented so far, many 
stakeholders doubt if it could live up to its promise. 

Fundamentally, after over a decade of existence and the invest-
ment of huge amounts of resources, this programme has not ad-
vanced beyond catering for Federal government (Fg) public sector 
employees and their dependants—less than 5% of the population. 
Several factors have been attributed to this state of affairs. 

First, there is still poor understanding of operating an insurance-
based health system by the implementers of the scheme. While the 
general public and many stakeholders perceive the ‘nHiS’ as the 
‘system of health insurance’ that is backed by Decree 35 of 1999—
consisting of a regulator, health plans or health funds, programmes 
and operators; the administrator of the scheme tends to portray 
the ‘nHiS’ as the organisation set-up by the Fg to administer the 
scheme—also called the nHiS (a misnomer). Consequently, the ad-
ministrator of the scheme (the governing Council and the adminis-
trative structure) has not only micromanaged the national health in-
surance system but also contravened many parts of the enabling law. 
For example, as opposed to its oversight functions, the administrator 
of the scheme has become a direct-implementer of the Fgs public 
sector formal programme by taking on the role of a ‘supra’ prepaid 
health plan (more like a ‘grand’ Health Maintenance Organisa-
tion (HMO)), leaving the regular HMOs that are meant to mobilise 
contributions, pool contributions and risks, and manage the risks; 
as ‘third-party administrators’. This in effect distorts the institutional 
arrangement set-up by the Decree to manage the scheme properly.

Second, for more than half of the period the nHiS has been 
operating, the nHiS administrator has been without the governing 
Council that is supposed to, ‘have general control of the Scheme…
and manage the Scheme in accordance with the provisions of this 
Decree’. This situation has left successive executive Secretaries who, 
‘subject to the general direction of the Council, be responsible for 
day-to-day administration of the Scheme’; turn themselves into ‘Sole 
administrators’. The implication of this is that the nHiS for most of 
its life is likely to have been managed by the impulses of the persons 
occupying this position. Therefore, the core objective of the scheme, 
aimed at protecting families from financial hardship of huge medical 
bills, suffers from the lack of effective public policy execution and 
poor corporate governance. 

Third, the States in nigeria do not feel that they could take part 
in the nHiS as designed. nigeria is a federal country where the 36 
States (with considerable political and financial autonomy) equally 
derive their authority from the Constitution as the Fg. However, the 
Fg decreed the nHiS with virtually no inputs from the States. as 
such, there are no specific roles for State governments in the nHiS, 
except the mention of setting up State Health insurance arbitration 
Boards (by the nHiS administrator) to help resolve conflicts 
that may arise among aggrieved parties involved in the scheme. 
Shortly after the promulgation of the enabling law, the Forum of 
Commissioners of Health from the States pointed out this anomaly 
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of non-involvement of the States in the order of things 
and called for a review of the national health insurance 
system, administratively. But up until this moment, the 
nHiS administrator has rather been antagonistic to the 
efforts of many States who are desirous of providing 
social risk protection for their citizens, in relation to 
healthcare access. Many State authorities are emphatic 
that given their poor experience (contribution without 
benefits) with previous nationally run programmes by 
the Fg such as the national Housing Fund, the national 
Social insurance Trust Fund etc.; they are not prepared 
to send health insurance contributions of their public 
sector employees to be managed by yet another Fg-
sponsored programme. This failure to adhere to the 
principles of political economy as obtained in nigeria, 
would continue to pose a major risk to the country’s aim 
of achieving UHC at the shortest possible time. 

and fourth, there are still lots of on-going imple-
mentation challenges, which among others would 
include: lack of organisational capacity in the 
management of an insurance-based healthcare 
service at all levels of operation—health facilities 
(providers), HMOs (pre-paid schemes) 
nHiS administrator, (regulator); 
poor knowledge about health 
insurance both among 
policy/decisions makers (as 
a tool for rapid national 
economic growth), and in 
the general population (as 
a financial instrument that 
can significantly improve 
healthcare access); and 
unresolved ambiguity on the 
roles and responsibilities of the 
major players—nHiS adminis-
trator, HMOs, providers, employers, 
employees, and ordinary consumers. Set-

tling these issues is critical to ensuring that the nHiS 
survives now and thrives in the coming years ahead.  

Meanwhile, there is concern that the nHiS adminis-
trator rather fix what ills the national Health insurance 
Scheme, in order to reassure the nigerian public of 
the programme’s effective supervisory mechanism, the 
scheme’s administrator has chosen to have a face-off 
with the Health and Managed Care association of nige-
ria—the body of HMOs; in the media. as the ‘blaming 
game’ between these two major actors becomes more 
acrimonious, the very notion of health insurance as a 
veritable means of financial-risk protection for citizens, 
for healthcare purposes is now in question. Stakehold-
ers are now not only calling for restraint on the part of 
both parties to reduce the negative impact on the image 

of health insurance industry as a whole; but 
have also expressed the need for intense 

dialogue among all interest groups 
across the country, in order to find 
common solutions to advancing the 
health insurance agenda in nigeria. 

On the basis of the operations of 
the numerous private health plans 
promoted by HMOs, the Fg public 

sector formal programme being 
implemented by the nHiS, 
and several pre-paid health-
care schemes supported 
by various organisations 
across the country; the fact 
that health insurance can 

work in nigeria has been 
proven. What is needed is to 

bring all these approaches up to 
scale to achieve UHC. This would 

require concerted efforts by everyone ‘working together’ 
to attain this laudable national health goal. 

Tarry Asoka

nigeria
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There are 3500 named species of mosquito in the world. 
They have existed for about 100 million years, much 
longer than humans, and can be found in most but the 
coldest habitats. in the food chain, mosquitoes are eaten 
by migratory birds in the tundra, spiders, salamanders, 
lizards, frogs, bats, and some aquatic animals, like the 
mosquito fish (Gambusia offinis) depend on mosquito 
larvae for survival. in turn, mosquitoes are reputed to 
suck about 300 millitres of blood from each caribou in 
the herd in the tundra. i have not seen any estimation of 
the quantity they drink from humans, but the by-product 
of that activity is the diseases transmitted, and the 
figures are horrendous.

about 200 species of mosquito bite humans; some 
even live in and around human habitation for that 
purpose. They transmit malaria though plasmodia, 
and through viruses they give us yellow fever, dengue, 
chikungunya, West nile fever, Japanese encephalitis, 
and rift Valley fever. according to WHO,1 mosquitoes 
infected 214 million people with malaria in 2015 with 
238 000 deaths, the disease being particularly lethal 
to children and pregnant women. To drive home such 
statistics, one expert described malaria mortality as 
equivalent to six 747 Jumbo jets full of children under 
five and pregnant women crashing every day.2 The death 
toll is more than the two world wars combined and, 
though decreasing, the end is nowhere in sight and is 
even getting worse in some countries.3

Search for vaccines for these diseases has not 
yielded great successes except for yellow fever. The Zika 
virus, which causes severe brain damage to babies in 
utero, is transmitted by Aedes aegypti. its incidence has 
greatly increased in Brazil with fear of spread to other 
countries. With these tragedies, the intensification of the 
war on mosquitoes is inevitable. The choice of weapons 
is fortunately wide.

reduction of exposure to bites can be done by 
insect-proofing of houses, sleeping under insecticide 
impregnated nets for the night biting anopheles, air-
conditioning, protective clothing and insect-repellent 
creams will, in addition be necessary to protect against 
the Aedes species that bite during the day. These 
expensive measures are of limited value and not easily 
achieved in developing countries.

Many countries have eliminated malaria through 
good environmental sanitation and insecticide 
spraying around human habitation. These measures 
are often neglected or poorly done in african States, 
classified as low-income countries, forcing us to 

endure unacceptable toll in human life and the adverse 
economic consequences for our nations.

insecticides are also toxic to plants and animals 
including humans and persist for long periods in 
the soil and water, contaminating vegetation and 
harming domestic and wild life. Furthermore, over 
time, mosquitoes eventually develop resistance to 
them, necessitating expensive research to continually 
develop new ones. Moreover, with increasing global 
warming and rapid air travel, the range of arboviral 
diseases previously regarded as problems of the tropical 
and subtropical climates have assumed worldwide 
importance. it would be ideal to have the silver bullet 
that picked out specific mosquitoes with no collateral 
damage. Such weapons have loomed into view.

a bacterium, Wolbachia pipientis, infects about 
60% of insects including mosquitoes as an intracellular 
symbiont, but is not found in the mosquitoes 
responsible for transmitting diseases to humans. Just 
at the beginning of the millennium, it was found 
that Aedes species infected with a certain strain of 
this bacterium results in assorted effects favourable 
to insect control, depending on which species of 
the bacterium is involved. it shortens their lifespan 
and diminishes their ability to transmit the viruses of 
Zika, dengue chikungunya, and Anopheles infected 
with the bacterium become resistant to plasmodia. 
Some strains of Wolbachia also generally hinder the 
mosquito’s fertility and render their progeny sterile. 
Once introduced, Wolbachia infection is transmitted 
from parents to progeny and spreads rapidly among the 
mosquitoes, dramatically diminishing their population. 
The bacterium does not infect human beings. The 
strategy is to rear large numbers of Wolbachia-infected 
male mosquitoes and release them in the environment. 
For the public, it is counterintuitive to release crowds 
of mosquitoes in order to kill the insects, so the strategy 
has to be explained, adding that in any case male 
mosquitoes don’t bite. Trials have been conducted in 
Brazil, australia and Singapore to see if the incidence of 
the diseases they carry also diminish.

advances in genetics have made it possible to 
edit the genome of the mosquitoes and achieve the 
desired outcome without doing any collateral damage 
to other living species or the environment. it has 
been particularly facilitated by the discovery of a 
‘molecular scissors’, which bacteria evolved to fight 
virus infections. Scientists have now made it widely 
available and cheap. Called Clustered regularly 
interspersed Short Palindromic repeats (CriSPr), it 
works in association with an rna guided nuclease 
enzyme Cas9, and enables scientists to cut Dna at a 
predetermined site and if necessary insert a gene. Once 
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gene editing in the war against mosquitoes
It is controversial territory, but Shima Gyoh adds his voice (and argument) to 
the need to consider gene mutation in the war against malaria
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the genes that code for a particular 
attribute are located, alteration 
becomes relatively easy.

anti-plasmodium effector gene, 
when inserted into the appropriate 
chromosome of Anopheles, the 
salivary glands of the infected 
mosquito do not contain the 
sporozoite, the stage that infects 
its victim during blood sucking. 
The CriSPr/Cas9 causes automatic 
copying of the transgene onto its 
allelic chromosome pair (gene drive), 
making the insect homologous for 
the character and all its progeny 
will inherit it. it has been done for 
Anopheles stephensi,4 the vector for 
malaria in india, and A. gambiae the 
vector in sub-Saharan africa.

Other methods of genetic 
modification can turn off the gene for 
laying eggs, or confine hatching to only 
male eggs. The mosquito is drawn to 
human beings by the carbon dioxide 
we exhale, body heat and body odour, 
and the genes for sensing body odour 
can be inactivated. These are first done 
to insects in the laboratory, and by 
gene drive can be introgressed into the 
wild insects and rapidly inherited by 
the entire population.

Oxytec, a British company has 
developed a gene which, when 
inserted into the male A. aegypti 
prevents the expression of certain other 
genes, and when it mates, 95% of the 
offspring die before reaching maturity. 
The transgenic mosquitoes are kept 
alive in the laboratory on a special 
diet, and when released die after some 
days during which they would have 
fertilised females with the lethal gene 
and started a chain of such ‘death 
inheritance’ which should decimate the 
population. The company claims to have achieved 90% 
population reduction in field trials.5 The best achieved 
using insecticides is 50% with the additional undesirable 
side effects of environmental contamination. Companies 
develop and market these mosquitoes. 

The technology has unsurprisingly drawn some 
concern and opposition from some members of the 
public as it often happens when unfamiliar practices 
are introduced into people’s culture. Life started on 
earth eons ago, they reason, and has taken that long 
to achieve a delicate balance and interdependence 
between the various living things, and ‘unnatural’ 
alteration could precipitate a chain reaction with 
perhaps unpredictable harmful consequences. This is, 
admittedly, a good principle, but if applied blindly, 
could stymie innovation and progress. Mosquitos do 
pollinate some plants, but if they were eliminated from 
the ecosystem, it would adjust without major upsets. it 

is difficult to imagine what possible ecological damage 
their decimation could cause that would exceed the 
devastating human suffering mosquito-borne diseases 
presently impose on humanity. The gates Foundation 
that has committed US$2 billion6 to fighting malaria 
since its inception, understands this well, and Bill gates 
supports the inclusion of genetic modification in the war 
against mosquitoes. So should the developing world.
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Towards the end of the year, government-owned 
medical centres in Oyo State would compile figures 
that would give an insight into what they did in the year 
ending. But in December last year, workers in several 
of the government-owned hospitals were in dire need 
of direction on what to do to cater for the period during 
which they were on strike since the data would not be 
accepted if found to be incomplete—so they did what 
they often do—extrapolation.

‘We know it is not right, but it is not wrong either. 
We examined the dataset for previous month and the 
one before it. Then we gave an estimate for the month 
under review. even though you can say that the figures 
were not accurate, they could still serve the purpose of 
guiding in policy formulation,’ said a laboratory officer 
at adeoyo Teaching Hospital.

government hospitals are not the only ones that 
are involved in the act. Tens of kilometres away from 
the teaching hospital in ibadan, a similar development 
was playing out at a primary health centre in ejioku. 
a postgraduate medical researcher, Bayo Onipede, 
used the community as study site revealed how those 
in charge of the facility modify the figures to achieve 
various ulterior motives.

‘i remember a month that only 22 patients were 
admitted but when i checked the data they sent to the 

State Ministry of Health, they added one to the figure 
to give the impression that they admitted 221 patients,’ 
said Bayo.

according to him, the nurse said they had to do 
that so that the government would know that people 
were visiting the hospital and in return, they would be 
provided with more materials needed to run the centre. 
He added that the act is the same at several other 
primary healthcare centres in the region.

Probably the more impactful data alteration is the 
one that is happening at facilities conducting HiV/aiDS 
tests and whose results are reflecting in the national 
HiV/aiDS report. a laboratory scientist in abuja said 
many of the figures collated are not reflective of the true 
state of the pandemic in nigeria.

a few years ago, we were asked to collate the 
number of HiV-positive cases reported in the laboratory 
over a given period by the sponsors of our free HiV 
diagnosis initiative. When we took a closer look at the 
figures we saw that we had very few positive cases. 
While we, the young scientists, were happy at the 
development and couldn’t wait to share the news with 
our peers elsewhere, our senior colleagues warned 
the management against sending the positive figures 
across to the sponsors claiming it would threaten the 
sponsorship of the HiV testing initiative,’ said Onipede.

‘One after another, 
they convinced us 
that we should send 
data that will convince 
the sponsors to keep 
sponsoring. i remember 
they said many things 
were at stake—including 
our jobs and the bonuses 
we were receiving for 
carrying out the free tests. 
Since no one wanted 
their jobs and bonuses to 
be taken away from them, 
we all cooperated and 
wrong dataset was sent,’ 
he said.

Misleading data 
epidemic
experts believe that 
fake data has become 
an epidemic in nigeria 

and it has made several health figures to be entirely 
unreliable. Commenting on this development, 
consultant to nigeria Healthwatch, Dr. ifeanyi nsofor, 
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argued that there are problems with nigeria’s health 
data because of how the datasets have become.

‘What we do is we design questionnaires and people 
go around to fill it, there is always errors with that. What 
technology does is that it cuts out the errors and makes 
the process of transferring data fast because it’s done 
electronically,’ he said.

This practice has been the foundation of many 
confusion and contradiction in health data and this 
is not peculiar to nigeria alone as the World Health 
Organization (WHO) found itself enmeshed in 
arguments over the representative nature of its health 
data on tuberculosis (TB) in West africa.

Last november, Dr. Matteo Zignol who works with 
the WHO (in a letter to The Guardian), responded to 
a claim made in a report that multidrug-resistant TB 
(MDr-TB) rates in West africa are actually higher than 
estimates published by the WHO.

‘These claims are misleading and unhelpful. The 
study is based on data collected from selected referral 
centres located in the capital cities of eight west african 
countries which typically have a concentrated level 
of the most difficult TB cases, including MDr-TB. 
To extrapolate nationwide resistance rates from such 
focused data is misleading and does not present an 
accurate picture of the problem,’ Zignol said.

Economy factor
This was not the first time that validity of data would 
be argued but there are similar trends that are being 
associated with unreliable data—poor economy as 
reflected by the gross Domestic Product.

according to Morten Jerven, who is an associate 
professor at Simon Fraser University in Vancouver, 
Canada, a poorer economy will have relatively fewer 
available resources to fund an official statistics office. 

‘The quality and availability of data, and therefore 
the cost of collecting robust statistics, depend on 
individuals 
and companies 
keeping formal 
records of 
economic activity 
or filing taxes—
which are less 
likely in poorer 
countries. This 
information is 
only occasionally 
collected in 
surveys,’ Jerven 
said.

He also argued 
that although 
some funds are 
becoming available 
for data collection, 
the circumstances 
surrounding the 
funds had made 
them unreliable 
and skewed.

Jerven said: ‘These are generally adhoc funds that 
support data collection for a donor-funded project. 
in practice, many statistical offices operate as a data-
collection agency for hire, not an office that provides 
objective information needed for day-to-day politics 
or policy planning. This system means that donors 
distort data production rather than expand statistical 
capacity. and it stretches resources for manpower and 
infrastructure.’

according to the expert, this arrangement poses the 
challenge of lack of coordination.

‘Many countries have national strategies for 
statistical development, but, more often than not, 
donors break with these plans’ priorities and demand 
the data they need, thus adding to the fragility of 
statistical offices under increasing pressure.’

The intention factor
The abundance of datasets has made it even more 
difficult to know which data is correct as there are 
datasets skewed to achieve any purpose. Take for 
instance a frantic search to find data that supports the 
claim that malaria is on the decrease in nigeria. a simple 
google search will reveal several results one of which is 
that of a 2015 nigeria Malaria indicator Survey, which 
revealed that one in four children under five years tested 
positive for malaria, representing a 35% decline since the 
last Malaria indicator survey in 2010, when more than 
40% of children tested positive for the disease. 

it is worthy to note that the survey was carried out by 
was implemented by the national Malaria elimination 
Programme, the Federal Ministry of Health, the national 
Population Commission, and the national Bureau of 
Statistics. On the other hand, anyone interested in 
arguing that malaria is on the rise in nigeria would also 
get supporting datasets for the claim including research 
articles from various sources including journal articles 
revealing national, regional, State, and local datasets.
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Making sense of data
experts believe that for datasets to be reliable and 
trusted, they should give a true reflection of the situation 
under review and not just the view of people gathering 
the data to achieve certain objectives. 

‘People gathering the data cannot give you reliable 
ones when they know that their jobs or benefits would 
be threatened if the dataset goes in a certain way. Until 
they can be rest assured that their jobs and bonuses are 
not threatened in anyway, we will continue to deal with 
this issue,’ said health economist Fisayo akanji.

However, several experts believe that akanji’s 
recommendation may not be entirely feasible as the 
goal of reliable data is to direct the usage and allocation 
of resources—mobilising them to where they are much 
needed. instead, they recommended that there should 
be aggressive monitoring of the data collection process 
from one step to the other.

‘We are in this situation because of the fact that 
those in charge of collating data are doing a very lousy 
job with it. Let me say most of the doctored data could 
be identified if we have better monitoring in place,’ said 

public health expert, ayo akinbusola.
Jerven also alluded to the fact that monitoring is 

central to ensuring that available datasets are verifiable, 
applicable and reliable.

‘in the Millennium Development goal discussions, 
for example, targets were identified first, but less thought 
was given to where the data needed to monitor them 
should come from. a new agenda for development data 
in sub-Saharan africa is required—one that puts local 
demand, incentives and applicability at the centre.’ 

Prof. Ben Kiregyera, author of the book ‘The 
emerging Data revolution in africa - Strengthening the 
Statistics, Policy and Decision-Making Chain’, argued 
that health data add-up is not just something that is 
peculiar to nigeria, it encompasses the entire african 
continent and to achieve recordable improvements 
would require a data revolution.

‘The data revolution in africa will be brought about 
by african countries themselves through dedicated 
capacity and institutional building. The data revolution 
in africa has taken root, but its sustainability will 
require a robust domestic debate,’ he said.
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Dear editor, 
i commend you and your team for the marvelous work 
you have been doing to spread the message of healthcare 
especially primary health care in africa. i have been 
reading the journal since it came into existence.

i wish to comment on a write up in May edition of this 
journal this year (2016) on life expectancy in africa.

From the data released by the World Bank there has 
been a remarkable rise in life expectancy between 2000 
and 2015.

according to the latest World Health Organization 
(WHO) data published in 2015 life expectancy in 
nigeria is: Male 53.4, female 55.6 and total life 
expectancy is 54.51 Following this, it is believed that 
various governments have been doing something to 
increase the longevity of the people. Kudos to the 
donor agents and countries in their attempts at reducing 
maternal and child morbidity and mortality while 
vigorously fighting the HiV/aiDS scourge and other 
communicable diseases. 

One would be happy that life expectancy has 
increased between 2000 and 2015, 20–42% in 
sub-Saharan africa according WHO. However, 
going through the list of african countries that made 
significant increase nigeria was not there. The World 
Bank quoted life expectancy for nigeria at position 
177th, just above the bottom eight countries.2

The Financial Times noted that the africa rising 
narrative has increasingly been called to questions in the 
past year with the international Monetary Fund predicting 
economic growth will slow 3% in 2016.3

However, that is really not the issue. i was 
bewildered when i went through the list of the countries 
where this rise in life expectancy was between 20% 
and 42% and nigeria was found. The last World Bank 
data i can remember life expectancy in nigeria at 47 
years before 2000. With the frustration and increase in 
poverty in the last five years, and the well known poor 
(or even non-) reporting and recording of births and 
deaths in nigeria, we may have gone further down the 
World Bank report for 2000–2015. i have no data to 
support this assumption, but most nigerians can testify 
to the biting economic environment of the past decade. 

Deaths from non-communicable diseases (nCDs) 
and trauma, do contribute significantly to the low 
life expectancy in nigeria. going by data from WHO 
trauma is the leading cause of death world-wide 
followed closely by cancers. nonetheless, nCDs 
get little or no mention when primary health care is 
discussed. Our national Health insurance Scheme 
(nHiS) representative at the 2nd national Cancer Summit 
in abuja (5–6 October 2016), informed the public that 
nHiS (a scheme established to assist poor patients who 

take care of their healthcare needs) only pays for basic 
investigations and surgical care. Yet these are the people 
that need the support of the nHiS most, considering the 
high cost and protracted nature of cancer management.

Breast oncologists in the field can confirm this. i 
am actively practicing in one of the poorest states in 
nigeria—Cross river State. This is the tip of the iceberg 
if you have ever been involved in caring for a breast 
cancer patient. Few non-government organisations that 
initially are enthusiastic to collaborate with me to take 
on a breast cancer patient often abandon the patient 
when the need for radiotherapy and chemotherapy are 
discussed. Many a patient has started chemotherapy 
but could not sustain for financial reasons and lack 
of psychological support, which most people take for 
granted. So the data brandished by the World Bank 
may not be completely correct as most information 
on world deaths are considered with non-reporting or 
wrong reporting of deaths even in cities. Most people 
deny the state their relatives died due to stigmatisation 
and the cultural isolation they are likely to face in the 
community either directly or indirectly. a few young 
people have been unable to find life partners because 
the community is aware they have had relatives who 
have died by any of these dreaded ailments, which is 
widely believed to run in families. They would hide 
the information by enticing the junior physicians 
in the teams to issue death certificates like ‘died of 
cardiorespiratory arrest’. The true cause of death of a 
person is always known among a few (but do not tell 
any other person). i will specially request the Federal 
Ministry of Health in general and the particular agency 
concern to tell nigerians how old they are expecting 
to live and intensify their efforts at educating the rural 
dwellers in particular the increasing trend in cancer 
and those diseases we were taught in the medical 
schools four decades ago were very rare in africa. We 
can no more pertain; the world is now a global village. 
ebola outbreak in Liberia can reach the americas or 
europe in a matter of hours just yellow fever can enjoy 
a free ride across the atlantic Ocean and surfaces in 
Houston, Texas, United States of america. The West is 
better prepared to handle epidemics of communicable 
diseases, cancers and trauma than most developing 
nations like nigeria. Sadly our life expectancy will 
continue to lag behind.

Mark Umoh
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A consideration of the ethical challenges 
raised by healthcare worker strikes
Kenya’s long running strike by doctors has concentrated minds on all sides. 
Pre-eminent physician, Dr. J A Aluoch, considers the dynamics involved

 ‘I am staring death in the face; we are dying one by 
one.’ That was the heartfelt cry of a doomed patient at 
a Kenyan public hospital at the height of the ongoing 
doctors’ strike. 

‘My friend, a cancer patient like me was buried 
today! I am stuck in this private hospital now with 
astronomical bills that I cannot pay!’ This was yet 
another desperate cry. Whence will it all end?

These sad tales of suffering and desperation in 
Kenyan hospitals have been repeated by many patients 
during the ongoing strike by doctors in public health 
institutions in Kenya that started in early december 
2016. As the strike continues, patients are forced daily 
to languish without hope, abandoned in run-down 
public hospitals unattended, or to raise huge sums of 
money to access treatment in private institutions. And 
doctors are forced to scrounge to make ends meet. 
Looks like a dead giveaway lose-lose situation to me!

Medical doctors’ strikes are a common global 
phenomenon. In the recent past, a number of strikes 
have been reported in various countries in Africa. In 
Kenya, the first strike by doctors in the post-independent 
era occurred in 1971. The writer was among those who 
took part and were crammed into police vehicles and 
unceremoniously bundled into police cells for three days 
without any pretence at judicial niceties. now, as then, 
the doctors claim that access to acceptable healthcare 
in Kenya has seriously deteriorated due to massive 
corruption in the sector. But that’s just part of the story.

Strikes are collective actions that occur in all 
democratic societies, where organised interest groups 
are both recognised and entertained by the state for the 
pursuit of common goals of a professional- or trade-
related nature, among others. Professional associations 
and trade unions are among such forms of collective 
interest organisation meant to consolidate power for 
the purpose of negotiations with government. health 
is a very important human value and hence healthcare 
is a paramount ‘social good’. In a general sense, social 
goods, also known as collective or public goods, 
are goods or services that benefit the largest number 
of people in the largest possible way. Some classic 
examples of social goods are clean air, clean water 
and literacy; in addition, many economic proponents 
include access to services such as healthcare in their 
definition of the social or common good.

In many countries, especially in the African 
continent, healthcare workers (hCWs), including 
doctors, are often dissatisfied with their working 
conditions and terms of service. This includes monetary 
aspects such as payments and non-monetary factors 
such as healthcare policy issues, security and safety, 
better working conditions, and hospitals’ physical and 
administrative infrastructure. doctors argue, and rightly 
so, that they are often compelled to take forceful action 
to make their voice heard and have their needs or 
demands met, and that strike action may legitimately 
be deployed as one of the ultimate resorts. Such 
collective actions by practicing doctors are occurring 
with increasing frequency across the African continent, 
perhaps pointing to a deeper malaise in the general 
public service system that is crying out for reform. 

This lack of proactive engagement with healthcare 
workers, of not responding until people’s lives are at 
stake, is a major concern in healthcare, where both 
human dignity and life are among the first casualties, 
however unintended. Sadly, for the disgruntled hCWs 
of Africa, strikes are perhaps the only real bargaining 
chip remaining, the others having been steadily whittled 
away by state interference and runaway economic 
pressures. Faced with intractable and unresponsive 
African governments whose stock in trade to the raising 
of any grievances is heavy-handed repression, arrests, 
threats, and intimidation, doctors are either forced to 
stay put and lose whatever power they have to shape the 
realities and future of their profession, or to dissent and 
face the full wrath of the state, both judicial and extra-
judicial. After many years of forbearance, it looks like 
the Kenyan doctors have finally resolved to take the bull 
by the horns.

doctors’ strikes, regardless of the reason behind 
them, receive a lot of media attention and meet with 
a great deal of public commentary. This censure often 
holds among the intelligentsia as well, and even the 
medical profession itself is commonly divided as well 
on such an emotive and consequential step. At the root 
of this debate lies fundamental issues and concerns 

Dr. Joe Aluoch, FRCP, is one of Kenya’s most senior doctors. He 
is a former Chair of the Kenya Medical Association, President 
of the Kenya Association of Physicians, and Chair of the 
National Health Insurance Fund. He still practices. He can be 
contacted at: aluochj@gmail.com
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about the ethical and philosophical meaning and 
consequence about medical professionals failing to 
prioritise human life and dignity, for whatever reason. 
Why can’t the doctors find other less harmful ways of 
negotiating for their own needs and interests, without 
harming those of their patients? This is an emotional 
response, but it is also understandable. For humans 
treasure life above all else, and no sane living person 
would ordinarily welcome the yawning mouth of the 
abyss; the unknown darkness that looms large at the end 
of life as we know it.

not surprisingly, therefore, doctors’ strikes seldom 
get the same rational and critical consideration that 
other issues, say the teachers strike, may be accorded. 
In reality, it is quite difficult to separate fact from fiction 
or half-truth from hyperbole in discussions of the 
doctors’ strikes due to media hype and the diversity of 
players, interests and perspectives involved. What is 
beyond doubt is the fact that, in most instances, medical 
services are badly affected by the doctors’ strikes. 
objections against hCWs strike range from arguments 
about causing harm to patients, deterioration of the 
physician-patient relationship, and decrease of public 
approbation for the medical profession. Indeed, the 
impact of hCWs strikes is very destructive, especially in 
Africa, where medical insurance and healthcare systems 
are very poor and precarious. Thus, although the doctors 
and their union leaders are often at pains to justify their 
strikes, their actions still call for close ethical scrutiny.  

Proximity to life and death, and contractual 
obligations are often cited as some of the reasons why 
doctors are judged by standards higher than ordinary 
mortals. And then there is the hippocratic oath, 
whereby doctors are guardians of good health and 
abiding friends of the sick and infirm. Thus, are doctors’ 
strikes ever ethically justifiable?

There are ongoing discussions and debates 
regarding the ethical justification of doctor’s strike 
around the world. Most early literary writings on the 
ethics of physician strikes were analysed in terms of 
justice, rights, or moral duties. In addition to these, 
recent debates and literature on doctors’ strikes put 
more emphasis on the need to maintain the trust-
relationship, non-maleficence, autonomy, and medical 
professionalism. however, the bedrock ethical basis for 
these arguments can be found in the formulation of the 
categorical imperative: always treat other persons as 
having individual moral worth and dignity, and never 
treat them merely as a means to one’s own ends. 

Thus, at all times and regardless of the 
circumstances, adherence to a few basic ethical 
principles is required for any protest action that impacts 
patient care. otherwise, the lay individual cannot be 
expected to empathise with the notion that highly 
educated and literate individuals, such as medical 
doctors, deign to take industrial action. In theory, the 
medical profession fundamentally differs from others in 
that their primary goals is (or ought to be) not making 
money, but safeguarding the very lives, health, and 
welfare of patients with whom they have a fiduciary 
commitment. Therefore physicians should serve the 
interests of their patients according to their professional 

commitments above and beyond their own personal 
and immediate interests. In that case, the event of a 
physicians’ strike for personal financial gain, even if 
it were possible to delude patients that such a strike 
was really for ‘their own good’, would go against the 
collective conscience of the profession.

no one can reasonably argue that healthcare 
providers do not deserve fair terms of employment, 
nor can it be disputed that the treatment of the sick 
and the infirm should always be paramount for those 
charged with their care. At the same time, the failure of 
a hospital or other healthcare institution to act ethically 
(by unfairly or inadequately providing for its employees) 
cannot be corrected by serving injustices to patients. 
only when the benefit of the patient is the ultimate 
goal, and only after all other avenues of negotiation 
have been exhausted, can healthcare providers ethically 
leave their patient’s bedsides to go on strike. If we as a 
society allow, abet or force those who care for our sick 
to abandon their oaths and their duties as readily as 
this, then we too have absconded our solemn duty and 
abandoned our sick. The entire social contract must be 
dangerously teetering on the edge of a precipice.

healthcare providers are entitled to a voice in the 
terms of their employment, just as employees in any 
industry are. however, much like firefighters and police 
officers, these workers provide an essential public 
service that can hardly sustain a disruption, no matter 
how short. In fact, the doctors’ service is even more 
critical than these, for it is in continuous need, and any 
interruption can only lead to disastrous consequences 
on a geometric scale. Without hospital staff to care for 
them, patients may languish in their pain and suffering 
with nowhere to go. Accident and assault victims may 
face a worsening of their condition, or find their injuries 
becoming irreversible or vastly more complicated. Why, 
then, are medical strikes and industrial action by other 
unionised hCWs not only legal but even commonplace?

rather than delve into the nuances of labour law 
in the face of rampant public suffering and worsening 
healthcare outlook, it is far better for all of us to explore 
the ethical dilemmas presented by the decision of 
hCWs to go on strike and seek foundational and 
durable solutions. on one hand, the unjust treatment 
of employees is intolerable and indefensible, and this is 
aggravated if duplicity and outright bad faith is thrown 
into the mix. on the other hand, using innocent patients, 
who are not even parties to the industrial disputes, as 
pawns in the game is both inhuman and unprofessional 
and, for enlightened leadership in a democratic society, 
suicidal. In the healthcare context, unjust treatment often 
means understaffing, overworking, and underpaying 
employees not only to their detriment, but also to the 
detriment of patients who depend on the attentive care 
of their medical providers. Thus, without compromise, 
nurses, doctors, and other healthcare providers must 
abide by recognised ethical guidelines. one ethical 
principle in particular is imposed universally on all 
healthcare providers in all jurisdictions: their first duty 
is to care for the patient. We must insist on the doctors 
holding aloft this defining ideal, even as we work 
together in helping them sustain it.
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From high-tech bunkers to best-buys: why 
African countries should prioritise primary 
prevention of non-communicable diseases
Catherine Kyobutungi reports on how poor life style choices are bringing an 
epidemic of non-communicable disease to the region

In late 2015, a state of panic gripped Kenya after the 
country’s lone functioning radiotherapy machine at 
the national referral hospital broke down, leaving 
hundreds of cancer patients without access to 
treatment in the public system. one year later, the 
same crisis confronted Kenya’s neighbours in uganda 
after a decades-old machine gasped its last breath. 
Fortunately, both governments acted swiftly; in Kenya, 
a new, high-tech machine was installed in Kenyatta 
national hospital at a cost of KES 300 million (about 
uS$3 million), while in uganda, the government 
released a whopping uGX 30 billion (approximately 
uS$9 million) to build seven bunkers to house even 
more sophisticated machines, each with a price tag of 
millions of dollars. 

The need for these machines indicate that, 
unfortunately, cancer is becoming commonplace 
in the region; few households can claim to not be 
touched by the disease. Whether celebrity or politician, 
grandmother, uncle or child, the chronicles of pain, 
struggle, hope and triumph end with frightening 
similarity: too few of these stories have a happy ending. 

of the thousands of cancer cases recorded annually 
in Kenya and uganda, the vast majority (70–80%) are 
diagnosed at either stage 3 or stage 4, when they have 
spread too far or into other organs, too late for a chance 
at a cure. This late diagnosis can partially explain why 
sub-Saharan Africa has the worst cancer survival rates 
in the world: another deplorable topping of the global 
charts for a region in dire need of improved investment 
in stronger health systems, improved health education 
and awareness, better data systems to capture what 
really ails its people and better understanding of the 
epidemiology of diseases.

But with cancer, like with many other non-
communicable diseases (nCds), there are things that 
we can do to slow its relentless march into our homes 
and communities. Cancers, diabetes, cardiovascular 
diseases, and chronic respiratory diseases are the Big 
Four, accounting for more than 70% of deaths and 
disability caused by nCds. The Big Four, fortunately, 
share a set of risk factors. Mitigating the common 
risk factors of unhealthy diets; tobacco use; misuse 

of alcohol, and inadequate physical activity can go a 
long way in turning the tide of nCds. By committing to 
changing these behaviours we have the chance to hit 
four big birds with one big stone. 

newly released nationwide surveys in both Kenya 
and uganda on nCd risk factors provide an opportu-
nity to reflect and, more importantly, to act. The 2015 
Kenya STEPs Survey and 2014 uganda STEPs Survey 
paint a shocking picture of how we are exposing our-
selves to mounting risks of nCds; we eat and drink 
more, we move less and we are taking up smoking in 
far greater numbers. 

These surveys must be a wake-up call for the citizens 
and, more importantly, for the two governments to 
find better solutions to the growing crisis of nCds. The 
cost of doing nothing, or of only investing in expensive 
end-stage treatments, is too high for our populations. 
The pipeline of people with early and late stage nCds 
is too big to expect that countries will afford the kind 
of investments in tertiary care to significantly improve 
clinical outcomes and population health in general. 

So where should we start? If we know that mitigating 
the risk of nCd starts with healthy and smart choices, 
we might have to go back to the beginning, back to 
when our mothers wouldn’t let us up from the table 
until we finished our veggies. 

These days we have replaced healthy with tasty 
and, most often, with easy. Grabbing food on the run 
means that an anaemic 6% of Kenyan adults get their 
recommended five-a-day fruits and vegetables. In 
uganda the figure is 13% for women and 12% for men. 

Maintaining that healthy diet can help to reduce the 
risk of some cancers, as well as the chances of being 
obese, which itself is a precursor for other nCd, includ-
ing heart disease and diabetes. 

A healthy diet also entails restricting salt intake, 
which for Kenyans is even more of a challenge than 
eating enough fruits and vegetables. one in four 
Kenyans and ugandans add salt to their food before 
they even taste it. Every shake of that shaker carries with 
it a risk of high blood pressure and in the long-term, 
damage to heart, kidneys and brain.

high consumption of alcohol can also have an effect 
on weight and the organs most vulnerable to disease: the 
heart, the liver, the stomach and the pancreas. one in 
four Kenyan men drink alcohol daily and one in eight are 
heavy drinkers: so half of men who are daily drinkers are 
heavy drinkers. Beyond the long-term damage of over-

Catherine Kyobutungi (MBChB, MSc, PhD), Director of 
Research, African Population and Health Research Centre, Inc., 
Nairobi, Kenya.
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consumption, heavy drinking can also mean you—and 
others who share the road with you—are at higher risk of 
traffic accidents leading to serious injury or death.

Another risk factor is tobacco—smoking or being 
around smokers. The Tobacco Control Act in Kenya has 
been around since 2013, yet one in four Kenyans is still 
exposed to tobacco in the workplace or in the home. 
Passive smoking—when you’re with someone who 
smokes, even if you don’t smoke yourself—has been 
found to be equally dangerous in terms of heightening 
the risk of cancer, chronic respiratory conditions or heart 
disease. The Tobacco Control Act in uganda is more 
recent and was enacted after the latest risk factor survey. 

What all these figures mean is that we as individuals 
have the responsibility to remove the risks from our 
lifestyles, but that our governments also have the 
responsibility to develop systems to help us mitigate these 
risks. Without concerted action at the systems level, the 
burden on our overstretched health services will be even 
greater, and the costs of inaction will stymie economic 
growth and development. damage to a person’s health 
and body happens over the long-term; it may manifest 
itself as a treatable condition, such as overweight 
and obesity, high blood pressure or diabetes. These 
conditions, if left untreated silently damage the body until 
diseases that can only be managed, not cured, emerge.

The STEPs surveys in both countries also showed 
that the population is not getting the regular health 
check-ups and screenings to make sure they are healthy. 
More than half of adult Kenyans have never had their 
blood pressure tested, yet one in four have high blood 
pressure. The same holds true in uganda. diabetes 

screening was even worse—with only one in 10 adults 
having ever been tested. While close to half of women 
in the reproductive age were aware of cancer screening 
services, only about 10% had been screened for 
cervical cancer in the months leading up to the survey. 

There is a danger that these undetected and hence 
untreated conditions will over the next few years 
develop into untreatable diseases. Cancers that could 
be detected at treatable stages will develop into the 
stages 3 and 4—where chances of survival are slim. 

The World health organization has developed a list 
of best buys: tried, tested and feasible interventions with 
the strongest potential to save lives. These aren’t high-
tech machines or radiotherapy bunkers, larger intensive 
care units or dialysis units: they are regular screenings; 
immunisation against hepatitis B; higher so-called 
‘sin taxes’ on alcohol and tobacco to reduce access; 
and education and awareness about healthy lifestyles. 
In all these, individuals have a responsibility to make 
the right choices, but the government has an even 
greater responsibility to provide the right legislative 
frameworks, regulation and enforcement that lead to 
a conducive environment within which individual 
choices can be exercised. 

Better investment in education, awareness and 
prevention is a best buy for government; buying a 
bicycle, and throwing away the salt shakers is a best 
buy at home. We owe it to ourselves to live healthier 
lives, and to demand better from our governments. It’s 
a better deal than expecting salvation from a high-tech 
machine that is likely to breakdown right when you 
need it the most.  

Table 1. The World Health Organization best-buys for Non-Communicable Disease prevention and control

Tobacco use

Harmful alcohol use

Unhealthy diet and physical inactivity

Cardiovascular disease (CVD) and diabetes

Cancer

• Tax increases
• Smoke-free indoor workplaces and   
   public places
• Health information and warnings
• Bans on tobacco advertising, promotion 
   and sponsorship

• Tax increases
• Restricted access to retailed alcohol
• Bans on alcohol advertising

• Reduced salt intake in food
• Replacement of trans fat with 
   polyunsaturated fat
• Public awareness through mass media 
   on diet and physical activity

• Counselling and multi-drug therapy for 
   people with a high risk of developing   
   heart attacks and strokes (including 
   those with established CVD)
• Treatment of heart attacks with aspirin

• Hepatitis B immunisation to prevent 
   liver cancer (already scaled up)
• Screening and treatment of pre-cancerous 
   lesions to prevent cervical cancer

Risk factor/disease Interventions
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Exceptional progress in pushing back the 
hIV tide
Columbia University study finds that current antiretrovirals are providing 90 
per cent viral suppression

national surveys in Zimbabwe, Malawi and Zambia 
reveal exceptional progress against hIV, with decreasing 
rates of new infection, stable numbers of people 
living with hIV, and more than half of all those living 
with hIV showing viral suppression through use of 
antiretroviral (ArV) medication. For those on ArV 
medication, viral suppression is close to 90%. Thirty-five 
(35) years into the global hIV epidemic, these findings 
are a clear sign of progress and source of hope for the 
rest of the world.

These data are the first to emerge from the 
Population hIV Impact Assessment (PhIA) Project, 
a unique, multi-country initiative funded by the uS 
President’s Emergency Plan for AIdS relief (PEPFAr). 
The Project deploys household surveys, which measure 
the reach and impact of hIV prevention, care and 
treatment programmes in select countries. ICAP at 
Columbia university is implementing the PhIA Project 
in close collaboration with the uS Centers for disease 
Control and Prevention (CdC), and in partnership with 
the respective Ministries of health (Moh).

Importantly, the data positively demonstrate that 
the 90-90-90 global targets set forth by unAIdS in 
2014 are attainable, even in some of the poorest 
countries in the world. According to these ambitious 
targets for 2020, the goal is for 90% of people with 
hIV to be diagnosed, 90% of those diagnosed to 
receive hIV treatment, and 90% of those on treatment 
to be effectively treated and achieve suppression of 
their infection. This would translate to 73% of all hIV-
positive people being virally suppressed. The data 
showed that once diagnosed, individuals are accessing 
treatment, staying on treatment, and their viral load 
levels are suppressed to levels that maintain their health 
and dramatically decrease transmission to others.

‘The effects of hIV have been far-reaching. But 
these outcomes affirm that global, country, and uS-
supported hIV efforts have been successful to date, 
and that strong progress is being made across the entire 
hIV continuum of care, including excellent durability 
of first line treatment regimens with high adherence 
to medications,’ said Ambassador deborah Birx, uS 
Global AIdS Coordinator.

The PhIA Project surveys describe national hIV 
epidemics by looking at hIV incidence (the rate of 
new infections), hIV prevalence (the percentage of 
the population living with hIV), and the prevalence of 
viral load suppression (a measure of a well-controlled 
hIV infection), all through a nationally-representative 
sample of the population. Additional measures in the 
surveys look at the proportion of those with 

hIV who have been tested and who are on treatment.
The household surveys of approximately 80 000 

adults and children in Zimbabwe, Malawi and Zambia 
were conducted in 2016. results show that the rate of 
new infections is less than one percent per year. hIV 
prevalence, at 10–14%, is similar to 2010 estimates, 
and more than half of all adults living with hIV have 
viral load suppression. Compared to 2003 incidence 
estimates for the same three countries of between 1.3–
1.5% per year, the current rate of new hIV infections 
has been cut in half during the past 13 years, when 
effective hIV treatment became available in sub-
Saharan Africa largely through support from PEPFAr. 

‘The survey was designed to identify the rate of new 
infections at the national level, as well as to estimate 
the number of people living with hIV,’ said dr. Jessica 
Justman, PhIA Principal Investigator and Senior 
Technical director at ICAP. ‘This information is critically 
important to determining future resource needs.’

Preliminary data analysis show that, as of 2016:
•	 In	Zimbabwe,	among	adults	aged	15–64,	

hIV incidence is 0.45%; hIV prevalence 
is 14.6% (16.7% among females and 
12.4% among males); 60.4% of 
all hIV-positive people are virally 
suppressed, and 86% of those on 
treatment are virally suppressed.  

•	 In	Malawi,	among	adults	aged	
15–64, hIV incidence is 0.37%; hIV 
prevalence is 10.6% (12.8% among 
females and 8.2% among 
males); 67.6% of all hIV-
positive people are virally 
suppressed, and 91% of 
those on treatment are 
virally suppressed.  

•	 In	Zambia,	among	
adults 
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aged 15–59 years, hIV incidence is 0.66%; hIV 
prevalence is 12.3% (14.9% among females and 
9.5% among males); 59.8 percent of all hIV-positive 
people are virally suppressed, and 89% of those on 
treatment are virally suppressed.
‘The partnership with the Moh has been fundamental 

to the success of the surveys,’ said dr. Shannon hader, 
director of the division of Global hIV and Tuberculosis 
at CdC. ‘This kind of information has not been available 
before and the ministries are eager to use the survey 
results to inform their policies and programmes.’

With high hIV prevalence estimates of 10–14%, 
these three countries continue to bear a substantial 
hIV burden. nonetheless, with prevalence stabilising 
and incidence falling, the PhIA survey results suggest 
that people living with hIV are living longer thanks to 
effective and accessible treatment.

‘It is heartening to see the impressive viral 
suppression noted in the three countries among those 
on treatment,’ said dr. Wafaa El-Sadr, Global director 
of ICAP. ‘Viral suppression is critical for the well-being 
of people living with hIV and for preventing hIV 
transmission to others.’

The results from the first three PhIA surveys compel 
the global community to strengthen its efforts to reach 
those who have yet to receive an hIV test and to 
engage, support, and enable those who test hIV-positive 
to start and stay on effective treatment in order to 
achieve long-term viral suppression.

‘Importantly, the PhIA surveys point to what still 
needs to be done, who we need to reach, and where 
we must focus our efforts, in order to build on these 

achievements,’ Ambassador Birx added. ‘The findings 
will guide an effective response to the epidemic.’

detailed data are available in country-specific 
summary sheets released by the Moh in each country 
and available on the PhIA Project website: 
phia.icap.columbia.edu.

About the PHIA Project
The PhIA Project is a five-year, multi-country initiative 
funded by PEPFAr through the CdC, and conducted 
by ICAP at Columbia university, CdC, and local 
governmental and non-governmental partners. The 
PhIA Project consists of household-based, population 
surveys that will collect information related to hIV in 
13 countries.

About ICAP
ICAP was founded in 2003 at Columbia university’s 
Mailman School of Public health. now a global leader 
in hIV and health systems strengthening, ICAP provides 
technical assistance and implementation support to 
governments and non-governmental organisations in 
more than 21 countries. ICAP has supported work at 
more than 5300 health facilities around the world. More 
than 2.3 million people have received hIV care through 
ICAP-supported programmes and over 1.3 million have 
begun ArV therapy. online at icap.columbia.edu

This project is supported by the PEPFAr through 
the CdC under the terms of cooperative agreement 
#u2GGh001226. The contents are the responsibility 
of ICAP and do not necessarily reflect the views of the 
uS Government.
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Annual Scientific Conference 

& 
1st African Head and Neck Society Annual Scientific Conference

Date: 25th to 27th May 2017      Venue: Pride Inn Hotel, Mombasa

Theme: 
Strides in Head and Neck Surgery in Africa

CALL FOR ABSTRACTS
Oral papers and poster  presentations will be accepted  provided they meet  the criteria of  originality, quality
of presentation and topic  relevance. The structured  abstracts should  not exceed 300 words. 
The deadline  for  abstract  submission  is  31st  March  2017  and  abstracts  should  be submitted by email 
to Dr. Karuga email - drkaruga@prodigykenya.com  cc draipatel.patel55@gmail.com 

Medics Management Services (MMS)  
Arkod Apartments (next to Buffet Park) Flat No. 12 off Argwings Kodhek Road, Hurlingham 

P.O Box 29727 - 00202, Nairobi, Kenya   Cell: 0726 830 732 
E-mail: info@mmskenya.co.ke, www.mmskenya.co.ke

Conference Fees
Registration                                              Before 31st March        After 31st March
Full Members                                                  Kshs 15,000                 Kshs 20,000
Associate Members                                        Kshs 10,000                 Kshs 12,000
East Africa Region delegates                         Kshs 20,000                  Kshs 25,000
International Delegates                                        $250                             $300

Poster Courtesy ofEvent Organizer

Conference Organising Committee: 
KENTS Chairperson - Dr. Joyce Aswani, Conference Chairperson -  Dr. Asmeeta Patel, Secretary - Dr. Karuga Gakuo, Treasurer - Dr. Wahome Karanja.

Caring for you and your Healthcare needs

                   Pre-conference Workshop: Head & Neck Surgery
     Venue: Nairobi Surgical Skills Centre, Nairobi           Dates: 21st - 23rd May 2017
                        :                                    Full Course                     Lectures Only
     Course Fee:     Consultants            Kshs 20,000                      Kshs. 10,000
                              Residents               Kshs 10,000                       Kshs. 7,500






