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I attended the African Platform on Hu-
man Resources for Health with a very 
deliberate intent of introducing a few 
hornets into the room. I’ve become 
convinced that trying to deal with the 
issue from a purely African perspective is 
simply a waste of time. We can have all 
manner of policies and plans, road-maps 
and codes, but ultimately it is not in 
Africa’s hands because with limited cash 
in the health system, instability remains 
strong, and Africa will continue to haem-
orrhage staff to richer countries.

The forces are getting stronger and the 
following evidence is hard to counter. 
I quote from the preface to the recently 
published Global Strategy on Human 
Resources for Health: Workforce 2030 
published by the World Health Organiza-
tion (WHO).

‘Realistically, the scale-up required 
in the coming decades to meet increas-
ing demand, address existing gaps and 
counter expected turnover is greater 
than all previous estimates. Projections 
developed by WHO and the World Bank 
point to the creation of approximately 40 
million new health and social care jobs 
globally by 2030, and to the need for 18 
million additional health workers primar-
ily in low-resource settings, to attain high 
and effective coverage of the broad range 
of health services necessary to ensure 
healthy lives for all’.

The bulk of the 40 million are going to 
be needed to care for the ageing popula-
tions in the global North. Will they be 
able to train these people themselves? 
From the evidence I can see, the answer 
is a simple ‘no’. They’ll train more, but in 
no way will they be able to train numbers 
of this magnitude.

So where will the additional work-
ers come from? Well… I think it is 
inevitable that it is going to be the 
global South, and a significant part 

of that, from Africa. The International 
Code on Human Resources for Health 
tries to persuade against recruitment of 
health workers from Africa, but whilst its 
reporting remains compulsory its adher-
ence remains voluntary. I fear it is not fit 
for purpose.

Instead, we need to start exploring 
new avenues. Looking at how Africa can 
support its friends in the North, and do so 
in an equitable fashion. It costs US$290 
thousand to train a physician in the UK; 
while it is just $85 thousand in Nairobi. 

There really does need to be a realign-
ment of where we are going. African 
educational institutions can revitalise 
themselves by training a percentage 
of their output literally for export. But 
a mechanism must be found to then 
ensure that they are paid for their work. 
It should not be a matter of reparations 
or compensation, better it should be 
mutual and consensual cooperation, 
planned in supportive partnership to the 
Northern neighbours. At well under half 
price, the value of the African Human 
Resources for Health proposition is 
crystal clear. And if there can be global 
consensus allowing for the training cost 
to be refunded to the training institution, 
it will not only be equitable, it also has 
the potential to be game changing for the 
currently cash-starved institutions.

Happily, the hornets stung no-one, but 
their presence was keenly noted by those 
present. Change is in the wind.

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. 

Cannabis: wrong road to 
medicine
Prescriptive use yes; social use no. Shima Gyoh surveys the 
evidence in the marijuana debate

The path a chemical compound takes to become a 
medically prescribed drug is to first get tested on labora-
tory animals to define its physiological properties and 
safety in mammals. The substance might be a mixture of 
chemical compounds; if so they are separated and indi-
vidually tested to determine which is the most active, or 
whether they work best in combination. The laboratory 
phase gives us the substance that proceeds to the next 
stage: the human drug trial.

The drug companies work with doctors. These doc-
tors prepare the research protocols and submit them 
to ethical committees who would approve them only 
if the welfare of human participants is well protected. 
The most rigorous is the randomised double-blind trial 
designed to eliminate bias. Favourable outcomes are 
published in appropriate medical journals, followed by 
peer review, and if others working in the same disci-
pline confirm the results, the drug’s place in therapeu-
tics is assured. A drug whose safety margin between the 
therapeutic dose and physiological danger is narrow has 
to be prescribed and administered under medical super-
vision. There should be no political, social, religious or 
public media campaign involved.

‘Recreational drugs’ are those taken by people who 
are not sick and do not need any treatment. All they 
want is the effect it has on their physiology and their 
perception of the world. Life has been evolving for 
billions of years and the human mind perhaps for one 
million. Such recreation is physiologically unnecessary 
and most unlikely to confer any biological advantage, 
but more likely to upset the delicate balance of the 
body’s chemistry. Two well-established ones are alcohol 
and tobacco. We now know that they are both harmful. 
The war to eliminate them is proving very difficult as 
they have both become part of human culture and many 
individuals would rather risk the dangers than give 
them up. The fight against tobacco is more intense, with 
little success, but the future is hopeful. However, that 
against alcohol is weak and hopeless, partly because 
most of the damages it causes are usually subtler and 
not assigned to it, and the message that its harm can be 
avoided by moderation. The truth is humanity does not 
need these drugs but is stuck with them.

There is now strong pressure to add Marijuana to 
this list. From evidence available, it has useful thera-
peutic properties in the treatment of glaucoma, com-

bating nausea and appetite loss during chemotherapy 
for malignancy and in severe AIDS sufferers. Its useful 
muscular relaxation and pain relief have been utilised 
in multiple sclerosis and other brain disorders. The drug 
should undergo trials and take its place among the alter-
native therapies available.

But for recreation, the red flag is up! The main ac-
tive component, tetrahydrocannabinol, is active even 
at minute blood levels. While it causes general relax-
ation and introspection, it impairs short-term memory, 
attention, concentration and motor coordination. It 
also impairs alertness, time and distance perception, 
making it highly dangerous for pilots and drivers. Be-
cause of its high lipid solubility, its activity is sustained 
for weeks and months by high levels in the membranes 
of neurons and in the blood fed from the body’s fat de-
posits. Unlike alcohol, roadside tests are not possible 
as analysis can be done only on blood samples in large 
laboratory machines.

Marijuana has serious effects on the growing brain 
of young people. It is associated with depression of 
the intelligence quotient and a higher rate of develop-
ing psychotic disease. These associations have resulted 
in a hot debate as to which is the cause, which is the 
effect. Similar controversy arises in the theory that it is 
a ‘gateway’ drug that leads abusers to the ‘harder’ ones 
like opiates and cocaine. It may well be that underlying 
predisposing factors explain these associations. Whatev-
er additional role cannabis plays, its elimination should 
be most important in prophylaxis.

Cannabis dependence and intoxication do occur. Its 
prolonged release from adipose tissue may explain the 
unusual pattern of dose demand and withdrawal syn-
drome. All these facts suggest that humanity should not 
make the mistake of adding yet another dangerous drug 
to the socially acceptable recreation. The philosophy 
that legalising cannabis would not increase abuse can 
qualify other more noxious civil offences for accommo-
dation. Moreover, experience with alcohol and tobacco 
indicate that, by the time the adverse effects of long-
term use become obvious, the drug would have already 
carved itself a niche in the people’s culture practically 
impossible to remove. 

‘Medicinal cannabis’ shouldn’t be determined by 
legislation or pressure from the mass media, but should 
take the normal route to becoming a prescription drug. 
This must be a separate issue from ‘decriminalising’ it, 
which is the same as licensing it for social consumption 
being promoted by drug liberalists, many with obvious 
conflict of interest.
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Fifth Forum of the African HRH 
Platform Call to Action
The human resources for health challenge is only too evident. 
Francis Omaswa rounds up the outcome of the latest policy 
and action review

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

The Fifth Forum of the African Platform on Human 
Resources for Health took place at the Speke Com-
monwealth Resort, Munyonyo, Kampala, Uganda, from 
19th to 21st April 2017 bringing together a wide range of 
participants from across the African continent and sev-
eral international partners. The Forum was held under 
the theme: Positioning the African Health Workforce 
(HWF) for the Sustainable Development Goals (SDGs) 
and explored the need to produce and retain adequate 
numbers of skilled, motivated and supported health 
workers (HWs) for every person in every village, and 
of the challenges and opportunities presented by new 
HWF global developments and commitments. 

These include the transition of GHWA to the Global 
Health Network (GHWN), the Global HWF Strategy 
2030, the follow action on the report of the High Level 
UNSG Commission on Health Employment and Eco-
nomic Growth, the Regional Road Map for Scaling up 
the Capacity of the HWF in the African Region, and the 
African Union (AU) Health Strategy 2016.There was a 
special discussion on the proposed ‘Nursing Now’ cam-
paign and reports of two separate global Commissions 
on Epidemic Preparedness and Response that were 
launched during the Forum.

The presentations and discussions at the Forum were 
of very high quality and affirmed the following as criti-
cal to achievement of our aspirations and SDGs (i) in-
vesting in Africa’s people by developing human capital, 
(ii) Africa needs to believe in and invest in home grown 
solutions, (iii) ensuring that more domestic resources are 
mobilised, (iv) leadership at all levels including in HWF 
is needed as ‘the future is in our own hands’, and (v) we 
shall leave no one behind.

The Forum agreed that it will require evidenced 
needs-based comprehensive Human Resources for Health 
(HRH) planning for requisite recruitment, training, deploy-
ment, utilisation, motivation and retention of health pro-
fessionals in the right mix where their services are needed. 

The Forum took note of the resources challenges 
within African countries and noted the evidence pre-
sented that African countries will not have the resources 
to employ the needed HWF. The Forum further noted 
the global shift towards reliance on domestic resources 
and called for more efficient and effective utilisation of 
available resources, including HRH, to ensure that more 
was done with the available resources. This will entail 
innovative utilisation of existing resources, through 

inter-professional, inter-disciplinary collaboration.
The Forum appreciated the progress made in a number 

of areas during the Millennium Development Goals era, 
and to build on those gains will require high level political 
engagement, with the realisation that health is a leading 
economic and labour sector, that health is not only a de-
velopment issue, but a human rights issue and an issue of 
global security. This will require the constant engagement 
of communities and civil society with the governments 
taking the leading role.

The Fifth Forum of the African Platform on HRH 
made the following calls to action:
• To the Ministries responsible for health to provide 

leadership, and to initiate and engage in high level 
political dialogue to accelerate domestication, trans-
lation and implementation of the various global and 
continental commitments.

•  To the World Health Organization (WHO), the UN 
family, and GHWN to be assertive in their respective 
roles especially international coordination.

•  To WHO to support the full implementation of the 
WHO Global Code on the International Recruitment 
of Health Personnel, including building the capac-
ity of countries to report on this code. To promote 
mechanisms for responsible and equitable sharing of 
the burden of training and retaining HWs between 
regions and countries.

• To community actors, civil society and other non-
state actors to intensify the advocacy efforts to ensure 
that HRH remains high on the global agenda.

•  To training institutions, regulatory bodies, profes-
sional associations to scale-up and advocate for 
transformative approaches to the production of 
skilled health workers.

• To the Global HRH movement and the global devel-
opment community to keep a focus on Africa, and to 
forge partnerships around the African HRH and the 
realisation of the SDGs.

• To the African Platform on HRH Board of Directors 
and Secretariat to intensify efforts to mobilise resources 
for the implementation of the outstanding HRH 
agenda for Africa, to ensure that the health workforce 
migration remains a topical issue in the global arena. 
The Forum committed to participating effectively 

at the 4th Global Forum on HRH in Dublin, Ireland in 
November 2017.

The Forum concluded with a General business meet-
ing of Forum members which directed the Board and the 
Secretariat to update the Constitution of the Platform, 
develop a new advocay and business plan and organise 
elections for a new Board within the next six months.
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The new Africa Health 
app has arrived!
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Encouraging investment in 
the West Africa health sector
In order to encourage more investment 
into the health sector to offer the high-
est level of healthcare and protection 
to communities in the West African 
sub-region, the West African Health 
Organization (WAHO), in collabora-
tion with the United States Agency for 
International Development (USAID), 
have held a forum on Public Private 
Partnerships (PPP) in the Health Sector.

The forum was organised to en-
able the Public and Private sectors 
to communicate and share ideas 
for sustainable collaboration in the 
health sector.

Public Private Partnerships (PPP) in 
health is vital because when epidemics 
break out in the region it often leads to 
restricted movement of people, goods 
and services. This leads to closure of 
businesses, which goes a long way to 
negatively affect private enterprises. 
Additionally, the health sector is a cli-
ent of the private sector, which supplies 
inputs, equipment and health technol-
ogy, the organisers noted.

It is against this backdrop that the 
WAHO 2016-2020 Strategic Plan con-
sidered the development of a health 
PPP Framework Document for the 
ECOWAS region.

At the moment, all countries have 
registered their health policy, medium-
term health development plans and 
guidance for the development of a 
partnership framework between the 
private and public sector.

Additionally, countries are commit-
ted to the implementation of national 
policies for universal health coverage. 
But a study by WAHO shows that the 
key challenges to the development of 
the private sector are regulation, taxes 
and challenges in accessing credit.

In a speech read on his behalf 
by the Deputy Health Minister, Tina 
Mensah, Kwaku Agyemang Manu, the 
Minister for Health noted that health-
care providers have to find innovative 
ways to generate money including 
PPP arrangements as the economic 
challenges and burden placed on the 
national economy is high.

Mrs Rachel Cintron, Director of 
Health, USAID, West Africa noted 
that the forum is important given the 
region’s experiences during the recent 
Ebola outbreak, which put the spot-
light on the state of national health 
systems in the region.

Meningitis epidemic kills 
hundreds in Nigeria
A meningitis outbreak in Nigeria 
has killed over 800 people, officials 
said, sounding the alarm over the 
feared epidemic.

‘We need all hands on deck,’ said 
Chikwe Ihekweazu, head of the Nigeria 
Centre for Disease Control (NCDC) as 
the Federal Government announced the 
latest toll from the outbreak, which has 
mostly affected children.

The flare-up of Cerebrospinal Men-
ingitis (CSM) serotype C cases is con-
centrated in northern Nigeria, where 
authorities convened a meeting of 
governors and traditional leaders from 
all states in the region, said a govern-
ment statement.

‘State governors reaffirmed their 
commitment to immediate and 
concrete actions towards halting the 
outbreak,’ said the statement after the 
meeting, held in collaboration with 
the Federal Health Ministry and 
national agencies.

Over 8000 suspected cases of the 
disease have been reported across 
the country over the past five months, 
some 93% of which occurred in five 
northern states. 

The mass outbreak has mostly af-
fected children, prompting a large-scale 
vaccination programme.

Three African countries have been 
chosen to test the world’s first malaria 
vaccine, the World Health Organiza-
tion (WHO) announced. 

Ghana, Kenya and Malawi will 
begin piloting the injectable vaccine 
next year with hundreds of thousands 
of young children, who have been at 
highest risk of death.

The vaccine, which has partial 
effectiveness, has the potential to save 
tens of thousands of lives if used with 
existing measures, the WHO Regional 
Director for Africa, Dr. Matshidiso 
Moeti, said in a statement. 

The vaccine will be tested on chil-
dren aged five to 17-months-old to see 
whether its protective effects shown so 
far in clinical trials can hold up under 

Three African countries chosen 
to test first malaria vaccine

Feature FeatureNews

Meningitis is caused by differ-
ent types of bacteria, six of which 
can cause epidemics. It is transmitted 
between people through coughs and 
sneezes and facilitated by cramped 
living conditions and close contact. The 
illness causes acute inflammation of the 
outer layers of the brain and spinal cord, 
with the most common symptoms being 
fever, headache and neck stiffness.

Nigeria lies in the so-called ‘meningi-
tis belt’ of sub-Saharan Africa, stretching 
from Senegal in the west to Ethiopia in 
the east, where outbreaks of the disease 
are a regular occurrence.

The five northern states hit are Zam-
fara, Sokoto, Katsina, Kebbi, and Niger.

The Federal Government said raising 
awareness of the disease among ordinary 
people was crucial.

Action to counter the outbreak is 
being coordinated by the CSM National 
Emergency Operations Centre at the 
NCDC, and involves rapid response 
teams across the region.

‘We are grateful to all rapid response 
team members, including government 
agency and partner staff who have 
remained at their different field posts, 
through the Easter period working on 
this outbreak response and control,’ said 
incident manager John Oladejo.

real-life conditions. 
These African countries were chosen 

for the vaccine pilot because all have 
strong prevention and vaccination 
programmes, but continue to have high 
numbers of malaria cases.

WHO is hoping to wipe out malaria 
by 2040 despite increasing resistance 

problems to both drugs and 
insecticides used to kill 

mosquitoes.
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Increasing caesarean sections 
could save more mothers’ lives
Caesarean sections have been lifesaving 
procedures for hundreds of thousands of 
women across the world that experience 
complications during labour.  

Globally, it’s estimated that just under 
20% of births take place via caesarean 
section – a percentage that’s gone up 
over the last three decades. This has 
raised concerns, particularly in high-
income countries, where generally too 
many caesarean sections are performed.

But in many African countries women 
who are medically required to have 
caesarean sections are not able to access 
them. This is due to several reasons, 
the most prominent being weak health 
systems and a lack of resources.

Women in sub-Saharan African suf-
fer from the highest maternal mortality 
ratio in the world. Close to 550 women 
die for every 100 000 children that are 
born. This amounts to 200 000 maternal 
deaths a year – or two thirds of all ma-
ternal deaths per year worldwide.

Some of these deaths could be 
prevented if skilled health personnel 
were able to perform caesarean sections 
safely. But this would require proper 
equipment and supplies including drugs 
and blood transfusions.

Research shows that low-income 
countries with the lowest caesarean sec-

Health experts who attended the World 
Health Organization’s 2nd global partners’ 
meeting on neglected tropical diseases 
(NTDs) in April have said that easy-to-use 
innovations are needed to combat NTDs. 

To help fight NTDs there is a need to 
combine simple community experiences 
and innovations from sciences, says David 
Molyneux, a senior professorial fellow at the 
UK’s Liverpool School of Tropical Medicine.

According to Molyneux, mobile 
phones have become important for map-
ping and surveillance of diseases such as 
guinea-worm and trachoma through the 
use of SMS in affected areas.

Molyneux says that empowering 
communities, including affected villages, 
to acquire drugs is an important method 
for combating diseases.

Uganda celebrates African 
Vaccination Week

World Health Organization Regional 
Office for Africa (WHO AFRO) has 
launched the 7th African Vaccina-
tion Week (AVW) (www.African-
Vaccination-Week.afro.who.int), to 
raise awareness of the importance of 
vaccination in reducing child mortal-
ity and renew efforts around universal 
vaccination coverage. 

One in five African children still 
lacks access to all the necessary and 
basic vaccinations. Uganda is among 
the top 10 countries with highest num-
ber of un-immunised children in Africa.

Uganda joined other African Heads 
of State that endorsed the Addis 
Declaration on Immunisation (ADI), a 
historic pledge to ensure that everyone 
in Africa receives the full benefits of 
immunisation. 

To support Member State implemen-
tation of the ADI, a roadmap has been 
developed in close collaboration with 
WHO and other immunisation partners.

Uganda joins other African coun-
tries to celebrate AVW 2016 with 
various country-specific programmes, 
including vaccination, provision of a 
range of life-saving health activities, 
health promotion, community out-
reach, media activities, and more.

The Ministry of Health, through 
the Uganda National Expanded 
Programme on Immunisation, has 
strengthened the immunisation system 
through various initiatives, including 
New Vaccine Introduction, supple-
mentary immunisation activities, 
strengthening vaccine supply chain 
– buying new equipment, training 
health workers, enhancing awareness 
on benefits of immunisation, and ad-
vocacy and communication including 
the 2016 immunisation act.

Develop easy-to-use 
innovations to tackle NTDs

FeatureNews

tion rates also have the highest maternal 
mortality rates.

Improving the access and availability 
of caesarean sections on the continent is 
therefore pivotal to reducing the number 
of maternal deaths and to achieve the 
sustainable development goal on maternal 
health of reducing maternal deaths to less 
than 70 per 100 000 live births by 2030.

The World Health Organization has 
found that in countries where at least 
10% of women have caesarean sections 
the number of maternal and newborn 
deaths decrease.

While reducing unnecessary cae-
sarean sections may be a priority in 
high-income countries, access to it will 
save more lives, particularly in countries 
where deliveries in a healthcare facility 
are considered a luxury.

Many African countries are trying to 
increase the number of women deliver-
ing in a health care facility by a skilled 
birth attendant. In Africa, more than 
40% of births are not attended by a 
skilled health provider.

Inequities in access to caesarean sec-
tions across different parts of sub-Saharan 
Africa and other low-income countries 
need to be addressed. And soon if the 
continent wants to reduce its unaccept-
ably high maternal mortality rates.

According to Bernard Pécoul, 
Executive-Director for the Geneva-head-
quartered Drugs for Neglected Diseases 
initiative (DNDi), adapting easy-to-use 
innovations to the condition of people 
living in remote places can change the 
dynamics of the diseases control.

Joseph Ndung’u, head of the human 
African trypanosomiasis and other ne-
glected diseases diagnostics programme 
at the Switzerland-based Foundation 
for Innovative New Diagnostics, says 
innovations are only important if they go 
beyond product development.

These technologies, he says, need to 
be delivered to those communities living 
in impoverished areas to help shorten 
the distance being travelled by patients 
in those areas.
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Test may spot glaucoma 
before symptoms begin, 
study says

It might be possible to treat the 
main cause of permanent blindness 
before people notice any loss of 
vision, say University College 
London (UCL) researchers.

They have developed a new kind 
of eye exam that might spot glaucoma 
a decade before symptoms appear.

It uses a fluorescent dye that sticks 
to the cells in the retina that are about 
to die. But it has been tested on just 
16 people in safety trials and far more 
research is needed, the study says.

The disease is usually caused by 
changes to the pressure inside the eye 
that kills the retina’s nerve cells. As 
these cells become stressed and sickly, 
they start to change their chemistry 
and more fatty structures move to the 
outside of the cell. This is what the 
fluorescent dye, which is injected into 
the bloodstream, sticks to. Then all an 
optician has to do is look at the back 
of the eye and if the retina is illumi-
nated in white fluorescent dots then 
the patient has a problem.

In Phase I clinical trials – the earli-
est form of trial designed to check new 
treatments are safe – the technique 
could spot the difference between 
they eyes of healthy patients and those 
with glaucoma.

Prof Francesca Cordeiro, from the 
UCL Institute of Ophthalmology said: 
‘For the first time in humans we have 
a test that identifies glaucoma disease 
activity before the disease develops.’

Current treatments to control the 
eye’s internal pressure can stop or 
slow down the progression of the 
disease, although they cannot reverse 
the damage already done.

Prof Philip Bloom, from the West-
ern Eye Hospital in London, added: 
‘Treatment is much more successful 
when it is begun in early stages of the 
disease, when sight loss is minimal.’

UCL’s study, published in the 
journal Brain, says more research is 
‘clearly needed’.

After Ebola, Liberians slowly 
embrace mental healthcare
The trauma of the world’s deadliest 
Ebola outbreak, which killed more than 
11 300, has left many survivors fighting 
a battle some worry will never end.

But Liberia, one of the world’s poor-
est countries and with just one psy-
chiatrist, has announced the ambitious 
goal of expanding access to mental 
healthcare to 70% of its population in 
the next few years.

The World Health Organization 
declared an end to the Ebola outbreak 
in June 2016, estimating that more than 
10 000 infected people have survived 
in the three West African countries, 
including more than 4000 in Liberia.

Liberia’s government has announced 
its ambition to expand mental health-
care access to its more than 4.2 million 
people, with help from the US-based 
The Carter Centre. 

‘After the civil war, people didn’t go 
through enough counselling. You have 
people already going through post-
traumatic depression. Then Ebola came, 
and that built on what was already 
going on,’ said Dr. Francis Kateh, Libe-
ria’s Deputy Health Minister and Chief 
Medical Officer.

The Carter Centre is helping to train 
Liberia’s healthcare workers to identify 

South African Health Minister Dr. Aaron 
Motsoaledi says despite achievements 
in prolonging lives through a massive 
rollout of antiretroviral (ARV) treatment, 
Africa still has a long way to go in com-
bating HIV/AIDS. 

Motsoaledi addressed delegates from 
China and various African countries at a 
China-Africa Health Ministers’ confer-
ence in April.

The multinational gathering is aimed 
at promoting the South Africa-China 
high-level cultural People-to-People 
Exchange programme.

Under the theme Commitment To Ac-
tion, Motsolaedi said the heightened em-
phasis on prevention, treatment and care 
over the last decade has seen the rate of 
new HIV infections is slowing down. 

‘More infected people are receiving 

A long way to go in fight 
against HIV/AIDS
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mental health issues.
In March, 21 clinicians specialising 

in child and adolescent mental health 
graduated from the training. They join 
187 mental health professionals who 
have been trained by the centre to work 
in prisons, with refugees or in other 
settings, and are based in primary care 
clinics and hospitals around the country.

‘There are many people living with 
mental health problems in Liberia with-
out knowing they are,’ said one of the 
new specialists, Theophilus A. Joe.

Ebola survivors often have hear-
ing and vision problems, joint pain or 
chronic fatigue, according to the medi-
cal aid charity Doctors Without Borders. 
Many also are shunned by their commu-
nities and family members, making them 
vulnerable to mental health issues.

Children left orphaned by Ebola or 
who watched family members die are 
especially challenged, said Fallah with 
Liberia’s survivors’ network, which has 
about 1800 members.

Some of Liberia’s newly trained 
mental health workers have been placed 
in schools and orphanages to lessen the 
chances of stigma, said The Carter Cen-
ter’s mental health programme director, 
Eve Byrd.

ARV drugs. We must move forward to 
implement some of our flagship projects, 
including the production of generic drugs 
for HIV/AIDS, tuberculosis (TB), and 
malaria (among other things),’ Motsoaledi 
said, adding while the Continent was 
now stronger than ever in joining forces 
and promoting excellence in healthcare, 
it could not afford be complacent.

 ‘New diseases have emerged at 
unprecedented rates, while old diseases 
such as cholera and TB have made ag-
gressive comebacks,’ he said.

He applauded the country’s strong 
relations with China and said the confer-
ence should be used by African countries 
to reflect on their aspirations in improving 
the livelihoods of its people through the 
rapid eradication of hunger as set out in 
the African Union Agenda of 2063.
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Where is chloroquine now?
It was called ‘the magic bullet’ in its heyday, but resistance issues led to it 
being replaced with combination drugs centred on artemisia annua, or at 
least that is what was supposed to happen. But as William R Brieger reports, 
it remained in use in some countries and studies are once again seeing value 
in the old medicine

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.

For decades chloroquine (CQ) served as the mainstay 
for malaria case management. It was cheap, easily avail-
able and had minimal side effects aside from itching 
in a small portion of patients. Being cheap and avail-
able CQ was used for presumptive treatment of people 
with malaria-like symptoms in settings with minimal 
laboratory investigative capacity. The common path for 
differential diagnosis then was that if the patient did 
not recover after three days of CQ regimen, healthcare 
providers would start to look for other potential causes 
of febrile illness. 

In the 1990s, malaria treatment became a bit more 
systematic under integrated management of childhood 
illness (IMCI) regimens.1 Algorithms helped guide the 
health worker through signs and symptoms that could 
quickly distinguish between suspected malaria and 
febrile illnesses like pneumonia. Microscopy investiga-
tions were reserved for more severe presentations or 
patients that did not recover in three days.

This led to a natural inclination for health workers 
to depend on their ‘clinical judgement’ in determining 
whether to treat for malaria. If they were mistaken, the 
cost of the medicines was minimal. They also were told 
that it was better to presume malaria and save a life, 
especially in your children. This was especially true in 
Africa where Plasmodium falciparum dominates.

The evolution from chloroquine to 
artemisinin-based combination therapy
Since CQ required a three-day regimen, compliance 
issues were common. This may have one of the trig-
gers that started development of CQ-resistant parasites 
in Southeast Asia and spread across the world. Thus 
between 1978 and 1988 CQ resistance arose across 
all African countries. In the 1990s malaria endemic 
countries in Africa began a series of CQ efficacy trials. 
Experts noted that, ‘The dramatic impact of CQ-resis-
tance on malaria mortality has long been underestimat-
ed’ pointing to the fact that, ‘There is an urgent need to 
change treatment policies in Africa’.2 This led initially to 
a switch from CQ to sulfadoxine-pyrimethamine (SP) in 
the 1990s, but ultimately SP met the same fate in terms 
of P. falciparum resistance.

The scientific community offered two important 
insights for next steps. First, the herbal medicine Arte-
misia annua was found to be a stronger medicine, and 

secondly, if it was combined with another antimalarial 
drug, resistance could be delayed. The most common 
of these combination regimens, known as artemisinin-
based combination therapy (ACT) were artemether-
lumefantrine (AL) and artesunate-amodiaquine (AA).

Countries began adopting ACTs as their first line 
malaria medicines as early as 2001, and in Africa the 
early adopters were South Africa, Zanzibar, Zambia 
and Burundi. In its first malaria policy statement, the 
World Health Organization’s (WHO’s) Technical Con-
sultation on Antimalarial Drug Combination Therapy3 
stated that, ‘The conclusions and recommendations of 
the meeting strongly endorse the potential of combina-
tion therapy for use in Africa. Appropriate national and 
regional based studies should be initiated with all pos-
sible speed to assess their potential for incorporation 
into National Policies in preference to monotherapy’.

By 2004, the WHO established ACT use as its 
official position,4 and then in 2006 the use of ACTs 
became the official malaria treatment policy of WHO.5 
Although WHO stated a clear preference for parasito-
logical diagnosis of malaria to save costs of unneces-
sary treatment, it did recognise that clinical diagnosis 
was still the main option in many places. Specifically, 
the 2006 guidelines stated that, ‘To counter the threat 
of resistance of P. falciparum to monotherapies, and to 
improve treatment outcome, combinations of antima-
larials are now recommended by WHO for the treat-
ment of falciparum malaria’.

Clinical diagnosis meant more treatments and 
challenges in terms of the much higher cost of ACTs. 
Fortunately the Global Fund for the fight against AIDS, 
TB and Malaria (GFATM) in 2005 indicated that for 
countries receiving malaria grants, the GFATM ‘has giv-
en countries that have in place signed grants covering 
proposals for malaria treatment during rounds 1, 2, and 
3 the option to consider reprogramming their requests 
for funds for treatment to be directed for ACTs’.6

The 2006 WHO malaria treatment guidelines specifi-
cally noted that non-artemisinin based combinations 
(non-ACTs), including sulfadoxine-pyrimethamine 
with CQ (SP+CQ) or amodiaquine (SP+AQ), were not 
appropriate because of the prevailing high levels of 
resistance, having compromised the efficacy of at least 
one of the drugs in these combinations. Clearly, CQ was 
no longer acceptable in terms of safe and efficacious 
malaria treatment.

Chloroquine did not disappear
It is not uncommon to see CQ on the shelves of medi-
cine shops. Discussions with shops owners in Sokoto 
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State, Nigeria in 2011 (see Figures 1 and 2) revealed 
very practical reasons for this. First, the shop owners 
themselves tended to respond to customer demands, 
and customers liked CQ first because of its low price, 
and secondly, because it came in syrup form which was 
easy to administer to children. The initial effects of the 
drug in reducing fever and pains led people to believe 
it was still effective. The other side of the story was that 
shopkeepers themselves, contrary to public opinion, 
are not rich. They said they could afford to stock higher 
priced drugs like ACTs if there was no market. 

When asked if they had heard of the Affordable 
Medicines Facility for malaria drugs (AMFm), which 
was geared in part to medicine shops, the response was 
twofold. First, the planners only involved a sample of 
medicine shops, and even then they did not have the 
capital to invest in the specially marked ACTs, even at 
the reduced prices. One of the medicine seller associa-
tion’s leaders bemoaned the fact that he had helped 
some colleagues obtain initial stocks of ACTs, but most 
did not pay him back.

What was ultimately most surprising was that large 
stocks of CQ tablets and syrups were also found in 
local government primary healthcare facilities. Even 
though health staff had been trained on updated 
malaria case management, they shared that the local 
government budgets that buy essential drugs could not 
afford ACTs. The State at that point in time was unfor-
tunately not benefitting from the global donor malaria 
drug provision programmes.

A 2012 report by ACT Watch in Nigeria found from 
a household survey that 54% of children who received 
an antimalarial drug were given CQ even though the 
national malaria drug policy had changed to ACTs 
seven years previously.7 In 2013, a former WHO coun-
try representative in Nigeria revealed that, ‘In spite of 

Figure 2: Chloroquine tablets and syrups stocked in a local government primary healthcare centre

Figure 1: This medicine shop owner explains the 
economics of consumer demand and stock purchases 
of chloroquine
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the ban it placed on the use of CQ, artesunate (AS), SP, 
and other monotherapies, the drugs continue to thrive in 
Nigeria’.8

Most recently, an April 2017 investigative report in 
Premium Times found that Nigerians were still using 
CQ. The reporter explained that, ‘… since most drugs 
are dispensed over the counter in Nigeria without pre-
scription notes, many Nigerians, unaware of the limita-
tions of the drug, have continued to use CQ for malaria 
treatment’.9 When asked, the national drug authority 
told the reporter that since CQ was also used for other 
ailments, its sales were still approved. This represents a 
communication challenge between the national drug 
authority and the national malaria programme.

CQ is still being sold in Ghana, but not necessarily 
in the expected form. Wilmot and colleagues found that 
two out of five tested commercially available herbal 
products had possibly been adulterated with CQ or 
compounds with chemical properties similar to CQ.10

It is important to note that since most malaria 
episodes in Africa are caused by P. falciparum, which 
is the strain that has lost any sensitivity to CQ, we tend 
to forget that treatment of Plasmodium vivax has until re-
cently been effectively treated with CQ. Unfortunately, 
Nyunt and co-researchers documented that, ‘Although 
clinical failure rate was low, widespread distribution of 
CQ and antifolate resistance molecular makers alert to 
the emergence and spread of drug resistance vivax ma-
laria in Myanmar’. It should be noted that resistance of 
P. falciparum to CQ, SP and even now AS has previously 
arisen in Southeast Asia. Thus effective treatment of P. 
vivax with CQ in Africa is also at risk.11

New research around chloroquine
Researchers and epidemiologists have continued 
to monitor the sensitivity of P. falciparum to CQ. In 
2007 Nkhoma and colleagues looked at CQ sensitiv-
ity ten years after the withdrawal of CQ from malaria 
case management in Malawi. They measured in vitro 
antimalarial drug susceptibility of 84 P. falciparum 
field isolates. They learned that, ‘most isolates are now 
sensitive to CQ and none is CQ-resistant’.12  Frosch 
et al again looked at the situation in Malawi in 2009. 
They reported that, ‘This study demonstrates near fixa-
tion of CQ-sensitive P. falciparum genotypes over a 
broad geographic range in Malawi in 2009, including 
rural areas and areas bordering Zambia, Mozambique, 
and Tanzania’.13

A recently published study conducted in south-
east Cameroon also noticed positive changes in CQ 
sensitivity in the parasites. Based on their findings the 
researchers concluded that, ‘Even though the propor-
tion of CQ-sensitive parasites seems to be increasing in 
southeastern Cameroon, a reintroduction of CQ cannot 
be recommended at present in Cameroon’.14 Caution is 
clearly the necessary approach, and if CQ were to be 
reintroduced, it would need to be in combination with 
another drug that also shows sensitivity.

Recently, Seon-Ju Yeo and colleagues examined the 
antimalarial effect of novel CQ derivatives as agents 
for the treatment of malaria. Two novel derivatives or 
‘hybrid molecules’ were synthesized based on the CQ 

template and demonstrated enhanced antimalarial 
activity against CQ-resistant strains.15 The team will be 
engaging in more mouse-based studies. 

A recent review by Parhizgar and Tahghighi 
provides a more detailed look at the future directions 
of CQ-related research. They explain that, ‘Antimalarial 
drugs with the 4-aminoquinoline scaffold such as 
the important drugs, CQ and AQ, have been used 
to prevent and treat malaria for many years’.16 They 
point out that recent research has shown that the 
4-aminoquinoline scaffold is active moiety in new 
compounds synthetic with anti-plasmodial activity. 
They observed that because of the progress made using 
these analogues researchers hopefully will ‘achieve a 
new, efficient, cheap, and safe antimalarial drug with 
a 4-aminoquinoline structure as the next-generation of 
CQ/AQ analogues in clinical development’.

The goals of finding ‘efficient, cheap, and safe’ 
antimalarial drugs whilst ensuring efficacious combina-
tions is needed to fight the threat of growing artemisinin 
resistance. It appears that CQ and its analogues may 
have a second chance at saving lives.
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Establishing the Africa Centres for Disease 
Control and Prevention: the upside of a crisis
John Nkengasong, the first Director of the Africa CDC, and colleagues, 
discuss their plans to strengthen Africa’s ability to take strategic control of its 
public health challenge

John Nkengasong, Rachel Idowu, Sheila Shawa, Africa 
Centres for Disease Control and Prevention, Addis Aba-
ba, Ethiopia; and Benjamin Djoudalbaye, Marie-Goretti 
Harakeye Ndayisaba, Olawale Maiyegun, Department 
of Social Affairs, the African Union Commission, Addis 
Ababa, Ethiopia.

An historic perspective of establishing the 
Africa CDC
The Ebola Virus Disease (EVD) crisis1,2 in West Africa ac-
celerated the establishment of the Africa Centres for Dis-
eases Control and Prevention (Africa CDC), which was 
officially launched in Addis Ababa, Ethiopia on 31 Janu-
ary 2017, by African Heads of States and the leadership 
of the African Union (AU) Commission. By conceiv-
ing and launching the Africa CDC, African leadership 
leveraged the EVD public health crisis that exposed the 
weakness of the health systems in the affected countries, 
and did not waste the opportunity. Historically, several 
public health agencies were established in the aftermath 
of severe and impactful health emergencies and crisis 
that necessitated an efficient response. For instance, 
the creation of the US CDC in 1946, following malaria 
outbreaks; the China CDC in 2002, the Public Health 
Agency of Canada in 2003, and European CDC in 2003 
were established on the heels of the outbreak of Severe 
Acute Respiratory Syndrome (SARS).3

The resolve to establish a new continental African 
public health agency started in July 2013 at the African 
Union Special Summit on HIV, Tuberculosis (TB) and 
Malaria in Abuja, in which African leaders recognised 
the need for an Africa CDC to conduct life-saving 
research on priority health problems and to serve as 
a platform to share knowledge and build capacity in 
responding to public health emergencies and threats 
in Africa. In January 2014, these African leaders again 
re-affirmed their support for the Africa CDC. This was 
followed by commitment from African Ministers of 
Health (jointly convened by the AU and World Health 
Organization (WHO), Luanda, Angola (April 2014)), to 
provide technical support to the Africa CDC. Then in 
September 2014, at an assembly devoted to responding 
to the Ebola outbreak, African leaders formally endorsed 
an accelerated timeline to launch the Africa CDC, 
together with the five regional centres, by mid-2015. 
The new resolution expanded the mandate for the Africa 
CDC to include strengthening of early warning systems, 
timely and effective response health emergencies, and 
the coordination and harmonisation of domestic health 
regulations and interventions as well as the dissemina-
tion of best practices. 

Several compelling reasons argue for the establish-

ment of the Africa CDC: 
1.  Rapid population growth leading to increased and 

rapid population movement across the continent and 
the world (the estimated population of Africa was 
280 million in 1960 and 1.2 billion in 2016, and will 
be about 2.9 billion by 2050);4

2.  Existing endemic (HIV, TB, and Malaria), emerging 
infectious pathogens, and the ascendance of 
antimicrobial resistance (AMR);5

3.  Increasing incidence of non-communicable diseases 
and injuries;6

4.  Persistently high maternal mortality rates;
5.  Threats posed by environmental toxins.

If successfully implemented, the Africa CDC will be 
instrumental in assisting the AU to achieve the health 
goals stated in its Agenda 2063, which is a road map 
for Africa’s growth and development.7 Agenda 2063 
seeks for every citizen to have full access to compre-
hensive, affordable and quality healthcare services; 
universal access to sexual and reproductive health 
and rights information; and elimination of neglected 
tropical diseases, all communicable and infectious 
diseases, such as Ebola. The Agenda also calls for 
robust integrated systems to significantly reduce non-
communicable and lifestyle-related diseases (includ-
ing obesity, diabetes, cardiovascular conditions). It 
also strives to achieve zero deaths from HIV/AIDS, 
malaria and TB. Working closely with the WHO, the 
Africa CDC will support African countries to achieve 
these health aspirations and reach the universal health 
targets established through the International Health 
Regulations, Sustainable Development Goals, and 
Universal Health Coverage.

Africa CDC’s mandate, mission, and 
strategic goals
The Africa CDC will provide strategic direction and 
promote public health practice within AU member 
states through capacity building, minimisation of health 
inequalities, promoting continuous quality improvement 
in the delivery of public health services as well in the 
prevention of public health emergencies and threats, 
through partnerships, science, policy, and data-driven 
interventions and programmes. The Africa CDC’s five 
strategic pillars include: 
1.  Disease surveillance and intelligence;
2.  Innovative information systems, with a focus on 

improved capacity improved public health decision 
making and action;

3.  Establish functional and linked clinical and public 
health laboratory networks in the five geographic 
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sub-regions of Africa;
4.  Support member states to develop public health 

emergency preparedness and response plans; 
5. Strengthen public health science and institutes for 

improve decision making and practice.

Enablers for the Africa CDC 
In support of the five strategic pillars, the Africa CDC 
will develop innovative programmes in the areas of:
1. Competency-based workforce development through 

the auspices of a multi-dimensional Africa Public 
Health Corps: field-based epidemiology and 
laboratory leadership programmes, community 
healthcare, volunteer public health rapid responders, 
public health fellowship and scholar programmes, 
and public health informatics;

2. Strategic partnership with the private sector that 
promotes public health systems strengthening as 
an investment, not a cost, including innovative 
approaches to financing of public health activities;

3. Pandemic preparedness including evidence-based 
governance of vaccines and diagnostics during 
emergencies;

4.  Innovative approaches to lift-frog implementation of 
public health programmes;

5.  Using the unique location of the Africa CDC at the 
AU to promote public health diplomacy. 

Africa CDC’s operating model and health 
security strategy
In 1971 Julian Hart8 postulated the inverse care law 
whereby the availability of good medical or social care 
tends to vary inversely with the need of the population 
served; this law applies wholly to public health needs in 
Africa. The Africa CDC will seek to reverse this phe-
nomenon through the close linkage of its Addis Ababa 
headquarters to five Regional Collaborating Centres 
(RCCs) in Egypt, Nigeria, Gabon, Zambia, and Kenya, 
respectively. Each RCC will be equipped with laborato-
ries with advanced diagnostic capacity to rapidly detect 
known and unknown pathogens. Each Africa CDC RCC 
will house a Regional Integrated Surveillance and Labo-
ratory Network (Africa CDC RISLNET) to leverage all 
available public health assets in their respective regions, 
including universities, national public health institutes, 
private laboratories, centres of excellence, non-govern-
mental organisations (NGOs), and veterinary networks. 
The Africa CDC RISLNET offers a platform architecture 
to implement Africa CDC’s five-year strategic plan, 
which was recently endorsed by its Governing Board 
in March 2017. Between 2017 and 2018, as part of the 
RISLNET activities, Africa CDC will support countries 
and regions to map existing surveillance and laboratory 
networks, including private laboratories, in order to pro-
vide institutional frameworks and governance to these 
entities. Africa CDC is also committed to combating 
resistance to antibiotics, which may cause about four 
million deaths per year in Africa by 2050.9 To begin to 
address this severe threat, Africa CDC also launched the 
Antimicrobial Resistance Surveillance Network (Africa 
CDC AMRSNET).10 This new network will work closely 
with the WHO Global Antimicrobial Resistance Surveil-

FeatureDisease control

lance Systems to strengthen continental surveillance by 
a focus on regional task-based and structured mentor-
ship programmes. Africa CDC will use proven models 
of medical education to build a community of practice 
to fight antimicrobial resistance, providing better care 
to more people, right where they live. Additionally, 
the Africa CDC will advocate and promote the estab-
lishment or strengthening of National Public Health 
Institutes (NPHIs) in each member state, resulting in an 
African Public Health Network (APHN) of NPHIs. These 
institutions can serve as coordinators of the One Health 
approach to disease control and prevention includ-
ing the fight against AMR, the effect of climate change 
and disease outcomes, and coordinating engagements 
with ministries of agriculture, health, communications, 
defense, wildlife, and communication. The operating 
model outlined above, if well implemented, will consti-
tute a practical Africa health security strategy (AHSS).

sLeveraging public health assets on 
the continent
The Africa CDC will work in close collaboration with 
the WHO and other public health bodies to better 
coordinate efforts and resources, and create synergies 
to efficiently respond to disease threats on the con-
tinent. WHO and the AU Commission have signed a 
framework for collaboration to guide both institutions 
to leverage each other’s strengthens to improve disease 
management in Africa in several areas: strengthening 
capacity for international health relations; improve 
surveillance; investigation and emergency responses, 
including surge capacity and stockpiles, and commu-
nication and management of public health events. In 
addition, the Africa CDC will seek to strengthen close 
partnerships with NGOs including amongst others the 
Africa Medical Research Foundation, African Field 
Epidemiology Network, and the African 

Society for Laboratory Medicine. 
Because it is now clear 

that disease 

outbreaks in 
Africa constitute national, 

economic, and health secu-
rity threats, which can quickly 
evolve to global health crises, 
the Africa CDC will also work to 
develop frameworks that will guide 
donors and technical partners to 
contribute to the implementation of 
disease prevention and control activi-
ties with specific targets and matrix. It’s Ph
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public health diplomacy role will be critical in advo-
cating and promoting the AHSS, as an enabler and key 
partner in defining a continental dimension and focus 
of the global health security agenda. 

In sum, the recent EVD pandemic was devastating 
to the continent and clearly calls to action for greater 
investment and expediency in strengthening national 
public health systems using innovative approaches and 
partnerships.11,12 It also provided the upside of a crisis 
by establishing the Africa CDC. The success of the 
Africa CDC, as a continental leader in public health, 
will be defined by collective commitment, account-
ability, and shared responsibilities including the ability 
to develop the right partnerships with governments, 
philanthropic organisations, and the private busi-
ness sector. Several stakeholders at the symposium to 
launch of the Africa CDC strategic plan in Addis Ababa 
in March 2017 largely supported this sentiment.13 This 
inclusive approach will enable the Africa CDC to fill 
a unique niche in a public health ecosystem that in-
creasingly requires expeditious and impactful interven-
tions, requiring a rapid acquisition of accurate, precise, 
and critical public health surveillance data linked to 
joint response capabilities, to mitigate existing gaps 
in response that has traditionally characterised public 
health events on the African continent. Continuous 
commitment by members states to fund the Africa CDC 
will be critical to making it a truly African-owned, sus-
tained, trustworthy, and credible organisation that can 
quickly establish the operational model outlined above 

and become the cornerstone of the AHSS.
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Dizziness in older adults
Rebecca Lee

Andrew Elder

Abstract
Dizziness is a very common symptom in older adults. Its prevalence
increases with age, with approximately one-third of elderly people
experiencing it. It can be caused by true vertigo, of peripheral or cen-
tral cause, presyncope, disequilibrium or a combination of these. A

detailed history and examination are essential in distinguishing com-
mon causes. Providing there is no evidence of central vertigo or a car-
diac cause, further investigation is rarely helpful in diagnosis or
management. Management of the patient with dizziness should be ho-
listic; it should not only focus on treating the underlying cause, but
also include other elements such as medication and functional review,
and the input of allied health professionals as appropriate.

Keywords Benign positional paroxysmal vertigo; dizziness; elderly;
Hallpike test; M�eni�ere’s disease; migrainous vertigo; neurology;
nystagmus; postural hypotension; vertigo; vestibular neuronitis

Introduction

Dizziness is a commonproblem inolder people,with approximately

30% of community-dwelling elderly people reporting the symp-

tom.1 Its prevalence increases with age, with 54% of the over-90s

experiencing dizziness in the preceding 6 months. In one commu-

nity study, the 1-year prevalenceof elderly people presenting to their

family doctor with dizziness was 8.3%.2 The symptom is also

frequently encountered among older acute medical referrals or

hospital inpatients, as a primary or associated symptom.

What challenges do dizzy patients present?

� Dizziness is a non-specific word. When patients use it to

describe their symptoms, they can be referring to true

vertigo or light-headedness, presyncopal symptoms or a

sensation of disequilibrium. The clinician must obtain a

history to clarify what the patient means.

� The differential diagnosis of the patient with dizziness is

extensive.

� In older patients presenting with dizziness, the cause is

often multifactorial.

� Health professionals often hold the erroneous belief that

treatment is ineffectual.

Clinical approach to the dizzy patient

History
A good history is paramount in assessing a patient with dizziness

and can identify the diagnosis in around 70% of patients.3 The

initial challenge is to determine what the patient means when

they say they are ‘dizzy’, as the precise sensation experienced

gives clues as to the underlying cause(s):

� Vertigo refers to an illusion of movement. The patient may

feel as if objects in their surroundings are moving or that

they are moving in relation to their environment.

� Presyncope refers to a feeling of light-headedness, some-

times associated with nausea or sweating and ‘clammi-

ness’. Positive responses to questions such as ‘Does it feel

as if you are about to faint?’ and ‘Does it feel similar to how

you feel when you stand up too quickly?’ suggest

presyncope.

� Disequilibrium refers to a feeling of unsteadiness or

‘veering’ to one side, primarily when walking. It is typi-

cally worsened when vision is simultaneously impaired,

for example in the dark or if the patient closes their eyes.

If the symptom described can be classified into one of these

three broad sensations, the causes shown in Figure 1 can be

considered. Precipitating and aggravating factors can provide

important clues to the underlying cause.

Vertigo that is provoked by head movements such as turning

over in bed or looking upwards is suggestive of benign parox-

ysmal positional vertigo (BPPV). An antecedent upper respira-

tory tract infection suggests acute vestibular neuronitis or, less

commonly, viral labyrinthitis. Symptoms associated with

M�eni�ere’s disease and perilymphatic fistulas can be provoked by

loud noise. Perilymphatic fistulas can also be aggravated by

sneezing or coughing. Stress can trigger psychogenic vertigo.

Acute vestibular neuronitis, stroke and M�eni�ere’s disease can

present spontaneously without any cause.

Presyncope preceded by a sudden change in posture can be

caused by postural hypotension; if preceded by more prolonged

standing, it can be due to a malignant vasovagal syndrome.

The time-course is useful in differentiating causation, as are

the presence or absence of associated features (Table 1).

As with all common presentations in the elderly, a drug his-

tory is essential. Common drugs that cause vestibulotoxicity

resulting in vertigo include gentamicin, non-steroidal anti-in-

flammatory agents, furosemide and quinine. Drugs that

Key points

C Dizziness in the elderly is a common symptom and can have

many different aetiologies

C A systematic approach to the history and examination will

usually reveal the underlying diagnosis

C Management should be both targeted towards the underlying

cause and involve other members of the multidisciplinary team

as appropriate
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commonly induce postural hypotension include antihypertensive

agents, tricyclic antidepressants, diuretics and levodopa.

Examination
A complete examination should be performed (Figure 2) in all

patients presenting with dizziness, focusing on the following:

� Erect and supine blood pressures e if the patient’s

symptoms do not occur in association with a fall in blood

pressure, it should not be assumed that the observed

postural hypotension is the cause of recurrent symptoms.

� Pulse e sustained or paroxysmal tachy- and brady-

arrhythmias can cause presyncopal symptoms.

� Nystagmuse this can help in differentiating between central

and peripheral causes of vertigo. In peripheral vertigo,

nystagmus is horizontal and unidirectional, with the fast

phase away from the lesion; visual fixation inhibits the

nystagmus. Tinnitus and deafness can be present. In central

vertigo, nystagmus can be in any direction. Vertical and

purely torsional nystagmus are classically associated with

central lesions, oftenwith associated focal neurological signs.

� Neurological examination e this should include the cranial

nerves. It will identify focal neurology that might suggest a

central cause of vertigo such as stroke or multiple sclerosis. It

can also identify factors thatmay contribute to disequilibrium

such as peripheral neuropathy and reduced visual acuity.

� Examination of gait e this identifies features contributing

to disequilibrium, such as a wide-based gait, and can

provide evidence of focal neurological disease.

� Bedside hearing tests e hearing can be assessed simply at

the bedside by gently whispering into each ear and asking

the patient to repeat what was said. Weber’s and Rinne’s

tests are used to differentiate between conductive and

sensorineural hearing loss.

� Provocation tests e the DixeHallpike manoeuvre can be

useful in patients who do not have vertigo and nystagmus

at rest (Figure 3). It has a sensitivity of 50e88% in patients

with BPPV. In patients with BPPV, there is a latent period

of between a few seconds and 20 seconds before the onset

of the nystagmus, which lasts <1 minute. The nystagmus

is unidirectional and usually horizontal or rotational. It is

also fatigable with repetition. In central disorders, there is

no be a latent period before the onset of nystagmus, and it

Dizziness

Framework for assessing the dizzy patient

Presyncope Vertigo

CentralPeripheral
Vasomotor
instability

Arrhythmia
Multiple
(see text)

Disequilibrium

Figure 1

Classification of dizziness

Type of dizziness Associated symptoms Episode duration Possible aetiology

Vertigo Central Headache

Vomiting

Double vision

Staggering gait

Clumsiness

Dysarthria

Numbness of the face or body

Several minutes to 1 hour Posterior circulation transient ischaemic attack

Several hours Migraine

Days Posterior circulation stroke

Multiple sclerosis

Migraine

Peripheral Hearing loss

Tinnitus

Feeling of fullness in the ear

Nausea and vomiting

Few seconds Acute vestibular neuronitis

Few seconds to a few minutes BPPV

Perilymphatic fistula

Several minutes to 1 hour Perilymphatic fistula

Several hours Acoustic neuroma

M�eni�ere’s disease

Perilymphatic fistula

Presyncope Sweating

Blurred or tunnel vision

Palpitations

Breathlessness

Fatigue

Few seconds to a few minutes Orthostatic hypotension

Situational syncope (e.g. post-micturition, post-cough)

Vasovagal e mediated by emotional distress

Arrhythmia

Disequilibrium Numbness of the feet

Impaired vision

Gait disturbance

Weeks to months Cerebellar disease

Parkinson’s disease

Gait disorders

Peripheral neuropathy

Reduced visual acuity

Other Weeks to months Psychogenic

Table 1
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lasts >1 minute. There is no fatigability. The intensity of

the vertigo is usually less than with peripheral disorders.

Further investigations

Routine investigations for all patients presenting with dizziness

are rarely helpful, and the cause of dizziness can usually be

elicited from a thorough history and examination.4

If neurological examination reveals previously unrecognized

focal neurological signs suggestive of central nervous system

disease, neuroimaging is indicated. If an arrhythmia is suspected,

perhaps because of clearly paroxysmal episodes of presyncope

without a clear cause, further cardiac investigations such as

Holter monitoring are warranted.

Management

Management depends on the underlying cause. Any contributing

drugs should be stopped. It is useful to refer the patient to an

optician if they have reduced visual acuity. Assessment by a

physiotherapist is useful.

Postural hypotension
The first priority should be the withdrawal of any offending

medications. Patients should be taught to stand up slowly and in

stages. Thigh-high thromboembolic deterrent stockings can be

useful. However, many elderly patients have difficulties in get-

ting them on and off, and they are not suitable for patients with

peripheral vascular disease.

Fludrocortisone, a synthetic mineralocorticoid, is often used in

patients who do not respond to conservative measures. Treat-

ment with fludrocortisone is started at 100 micrograms daily and

can be gradually titrated up to a maximum of 400 micrograms

daily. Discontinuation as a result of adverse effects is common.

Adverse effects include peripheral oedema, cardiac failure,

hypokalaemia and supine hypertension. Midodrine, a peripheral

selective a1-adrenergic agonist, acts by increasing arterial resis-

tance, resulting in an increase in blood pressure, There is limited

evidence that midodrine improves some symptoms of ortho-

static hypotension. Adverse effects include supine hypertension,

piloerection, scalp pruritis and urinary retention. It should

initially be started at 2.5 mg three times daily and can be titrated

up at weekly intervals to reach a maximum dose of 10 mg three

times daily. The last daily dose should be taken at least 4 hours

before bed. Supine hypertension often limits therapeutic use.

Benign paroxysmal positional vertigo
Particle-repositioning exercises such as the Epley manoeuvre are

the mainstay of treatment in BPPV. In a meta-analysis, 74% of

patients who used the Epley manoeuvre had clinical resolution of

their symptoms within 1 month, compared with only 33% of

controls. BrandteDaroff exercises can be performed at home and

can be useful for patients with recurrent episodes, although the

response rates for these exercises are less than those obtained

with the Epley manoeuvre.

M�eni�ere’s disease
A low-salt intake is recommended. Nicotine, alcohol and caffeine,

which can result in vasoconstriction and impaired microvascular

flow within the labyrinthine system, should also be restricted.

There is little evidence for any of the drug therapies commonly

used in M�eni�ere’s disease: two systematic reviews concluded that

there was insufficient evidence to determine whether either

betahistine or diuretics, both believed to act by reducing the

volume of fluid in the inner ear, had any effect on M�eni�ere’s

disease.1 Vestibular rehabilitation can be useful for patients with

residual balance problems after their vertigo has settled. For the

minority of patients who do not respond to lifestyle interventions

and medical management, interventional treatment such as

intratympanic gentamicin or vestibular neurectomy can be used.

Nystagmus

Examination in patients presenting with dizziness

Look for evidence of 
horizontal, vertical or 
torsional nystagmus

Hearing
Perform Weber’s and 

Rinne’s tests to 
differentiate between 
sensorineural and 

conductive deafness

Postural blood 
pressure
Postural 

hypotension is 
defined as a drop in 
SBP of 20 mmHg 
or more, or a drop 
in DBP of 10 mmHg

or more

CNS 
examination 
This should 
include full 

examination of 
cranial nerves 
and peripheral 
nervous system

Gait
Look for evidence 
of gait disorder or 
cerebellar disease

Cardiac rhythm 
Examine pulse and 

perform ECG

CNS, central nervous system; DBP, diastolic blood pressure; 
SBP, systolic blood pressure. 

Figure 2

The Dix–Hallpike manoeuvre

Figure 3
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Migrainous vertigo
The treatment of acute episodes should include standard treat-

ments for acute episodes of migraine, including analgesia, anti-

emetics and 5-hydroxytryptamine-1-receptor agonists such as

sumatriptan. Known migraine triggers should be avoided, and

prophylactic medications (e.g. tricyclic antidepressants, b-adre-

noceptor blockers) can also help patients with recurrent episodes

of migrainous vertigo.

Vestibular neuronitis
Symptomatic treatment in the form of antiemetics and vestibular

sedatives (e.g. prochlorperazine, cyclizine) is often required in

the first few days of an acute episode.5 These treatments should

not be used for more than a few days as they delay compensation

mechanisms, and therefore long-term recovery.

A recent review found that, compared with placebo, cortico-

steroids improved the rate of complete caloric recovery after 1

month but not at 12 months. However, corticosteroids did not

appear to improve symptoms of vertigo at 24 hours comparedwith

placebo, and there is currently insufficient evidence to support the

routine use of corticosteroids in acute vestibular neuritis.

Central causes of vertigo
These are generally best managed in a specialist environment by

either a neurologist or a neurosurgeon. A
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Ten principles of good
psychiatric prescribing
Peter M Haddad

Abstract
Psychopharmacology is not the sole province of psychiatrists. General
practitioners (GPs) should be familiar with the management of com-
mon psychiatric disorders, especially depressive and anxiety disor-
ders, as most people with these disorders are treated in primary
care. Hospital physicians encounter many patients for whom psychiat-
ric drugs have been prescribed, partly due to the increased prevalence
of anxiety and depressive disorders in individuals with chronic medical
disorders and the increased prevalence of diabetes mellitus and car-
diovascular disease in people with schizophrenia and bipolar disorder.

Psychiatric drugs can cause a wide range of adverse effects that can
present to GPs and physicians. This article describes 10 principles of
good psychiatric prescribing for the non-specialist.

Keywords Adherence; adverse effects; antidepressants; antipsy-
chotics; drug interactions; drug safety; prescribing; psychopharma-

cology; SSRIs; teratogenic

Introduction

Pharmacological treatment is an important component of the

management of many psychiatric disorders. A meta-analysis

concluded that psychiatric drugs were not generally less effica-

cious than drugs used in treating physical disorders.1 This article

covers key principles in prescribing psychiatric drugs and is

aimed at non-psychiatrists, in particular general practitioners and

hospital physicians.

Key prescribing principles

Keep prescribing within licence
The non-specialist should ensure that psychiatric drugs are pre-

scribed for licensed indications and within the licensed dose

range. Prescribing for unlicensed indications or at above licensed

dosages is not necessarily inappropriate, but there needs to be a

sensible rationale to support such use and it should usually be

recommended by a psychiatrist. Off-licence prescribing should be

fully discussed with the patient, who should give informed

consent that is documented in the notes.

Ensure the benefit of a medication outweighs the risks
If a drug is to be prescribed, the likelihood of it leading to

improvement, and the clinical benefit of that improvement,

should outweigh the risk of any adverse effects. The overall risk

ebenefit balance for the drug should be more favourable than

that expected from no treatment/watchful waiting or alternative

drug or psychological treatments. Assessing the riskebenefit

balance involves clinical judgement and a knowledge of the ev-

idence base for different treatments, and should take account of

the patient’s views. Table 1 summarizes some factors that should

be considered when selecting a drug.

Start at a low therapeutic dosage and increase
gradually
Most psychotropic drugs have a therapeutic dosage range, and it

is impossible to predict the dose at which an individual patient

will respond. Conversely, most adverse effects become more

frequent and severe as the dosage is increased. Doses should be

increased gradually, especially in elderly individuals. It is

important, however, that following this principle does not inad-

vertently result in a patient being left permanently on a sub-

therapeutic dose of medication.

Ensure a therapeutic trial of sufficient duration
Improvement with antidepressant treatment in depressive and

anxiety disorders tends to be gradual, and it can take several

weeks before a clinically meaningful response occurs. Conse-

quently, treatment should not be stopped prematurely because it

is assumed that the drug is ineffective. Conversely, however, if

there has been no detectable improvement after 4 weeks of

treatment with a therapeutic dosage of an antidepressant, the

likelihood of future improvement is low and treatment should be

changed.2

Key points

C Keep prescribing within licence

C Ensure the benefit of a medication outweighs the risks

C Start at a low therapeutic dosage and increase gradually

C Ensure a therapeutic trial of sufficient duration

C Avoid unnecessary polypharmacy

C Ensure prescribing is part of a wider treatment plan

C Involve the patient in treatment decisions

C Discuss adverse effects before and during treatment

C Explore adherence regularly

C When terminating treatment, consider withdrawing the drug

gradually
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Avoid unnecessary polypharmacy
The simultaneous use of more than one psychiatric drug from the

same British National Formulary class (e.g. two hypnotics, two

antidepressants, two antipsychotics) is often termed ‘poly-

pharmacy’ and should be avoided. In general, polypharmacy

does not increase effectiveness but does increase the risk of

adverse effects and can lead to drugedrug interactions. The

complementary pharmacology of drugs within the same class,

and the needs of the patient, occasionally make polypharmacy

appropriate (e.g. prescribing a second antipsychotic in a patient

with treatment-resistant schizophrenia who has only partially

responded to clozapine at an optimal dosage), but these cases are

relatively few and will usually be the province of a psychiatrist. A

brief period of polypharmacy is appropriate when a cross-taper is

used to switch between two drugs in the same class.

Ensure prescribing is part of a wider treatment plan
Pharmacological treatment should be accompanied by social and

psychological treatment approaches, although the complexity of

these can vary greatly. At its simplest, this can include assisting

the patient to identify and manage stressors and reduce excess

alcohol consumption. Psychological treatment includes the sup-

porting and trusting professional relationship with the treating

doctor and other clinicians, and extends to cognitive behavioural

treatment and other psychological therapies.

Involve the patient in treatment decisions
Where possible, the patient should be involved in selecting a

medication and given several options. Clinicians have an

important role in providing information, and it is important that

they dispel any misconceptions the patient has. Depending on

the psychiatric disorder and its severity, patient choice can also

include psychological treatment as an alternative, or adjunct, to

drug treatment, or the option of no drug treatment and a period

of watchful waiting. Adherence and patient satisfaction tend to

be better when patients are involved in treatment decisions.

Discuss adverse effects before and during treatment
Psychotropic drugs can cause a wide range of adverse effects

encompassing all bodily systems.3 Adverse effects are clinically

important as they can cause suffering, impair quality of life,

stigmatize patients and lead to non-adherence with medication

that can result in relapse of the underlying psychiatric disorder.3

Common adverse effects, as well as rare but serious ones, should

be discussed with a patient before starting a medication.

At subsequent consultations, it is important that the clinician

enquires about adverse effects rather than simply waiting for the

patient to volunteer information. For antipsychotics, which can

cause a wide range of adverse effects, the use of an adverse effect

checklist can help to ensure a systematic approach to monitoring.

Depending on the prescribed medication, symptom enquiry may

need to be supplemented by examination and blood tests. For

example, monitoring body mass index and blood glucose and

lipid levels is recommended during treatment with antipsy-

chotics. If adverse effects are detected, their impact on the patient

should be explored and options for treatment discussed. Some

can be managed by simple lifestyle changes (e.g. sipping water if

a drug causes a dry mouth), but others may require a dosage

reduction or a switch to an alternative medication with less

propensity to cause the particular adverse effect. Some adverse

effects may require treatment in their own right (e.g. a statin may

be used to treat raised cholesterol).

Explore adherence regularly
Poor adherence with psychotropic drugs, as with drugs used in

general medicine, is common but often covert and a frequent

reason for apparent non-response.4 In addition to discussing

adverse effects with patients and involving the patient in

treatment decisions, the clinician should try to understand the

patient’s beliefs and concerns about their illness and

Factors to consider in choosing the most appropriate
medication for an individual

Patient age
C Elderly patients and children/adolescents are more vulnerable to

many adverse effects

C In these groups, use lower dosages and slower titrations

Is the patient pregnant or likely to become pregnant? If yes:
C Obtain expert advice

C Avoid drugs that are known teratogens (e.g. lithium, valproate,

carbamazepine)

C Choose a drug for which there is evidence of safety in pregnancy

C Consider adverse effects on the fetus and newborn other than

teratogenesis

C Consider risk to the newborn if the mother plans to breastfeed

while prescribing continues

C Consider risks to the mother and unborn child if psychiatric illness

is not treated pharmacologically

Are there coexisting medical disorders?

Consider whether these increase the risk of specific drug adverse

effects. In particular, consider:

C Cardiovascular disease

C Epilepsy

C Renal impairment

C Hepatic impairment

C Respiratory problems

C Gastrointestinal disorders including ulcers

C Dementia and cerebrovascular disease

Is there a potential for drug interactions?

C With other prescribed medication

C With over-the-counter medication

C With alcohol

C With illicit drugs

Is the patient at risk of overdose? If yes, consider:

C Prescribing a less toxic drug

C Dispensing in limited quantities

C Asking a relative to give out medication (if the patient agrees)

Is there a history of drug allergies or serious drug adverse effects?

C If yes, avoid these or similar drugs

What are the patient’s views about drug treatment?

C In particular, are there specific adverse effects the patient wishes

to avoid?

NB: The current Summary of Product Characteristics should be consulted to

ensure prescribing is within licence.

Table 1
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medication so that potential barriers to adherence can be

identified and tackled.4

When terminating treatment, consider withdrawing
the drug gradually
When psychiatric drugs have been prescribed for 4 weeks or

longer and are to be stopped, with no plan to switch to another

drug in that class, it is best to taper the drug down over several

weeks rather than to stop it abruptly. This is to decrease the

likelihood of discontinuation or withdrawal symptoms. These

terms refer to a wide variety of symptoms that can occur within a

few days of stopping a drug and can be understood in terms of

pharmacological ‘rebound’.5 Withdrawal symptoms are well

recognized with benzodiazepines, antipsychotics and antide-

pressants. If a patient is switching from one drug to another in

the same class (e.g. from one selective serotonin reuptake in-

hibitor to another), it is usually possible to switch directly

without tapering the first drug as the common pharmacology of

the two drugs makes the occurrence of withdrawal symptoms

unlikely.5 A
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The physiology of ageing
Arunraj Navaratnarajah

Stephen HD Jackson

Abstract
Britain’s ageing population is growing at its fastest rate to date, mak-
ing it increasingly important for clinicians to understand the physiolog-
ical changes associated with ageing and recognize the difference
between changes secondary to ageing and changes that occur as a

result of disease. Ageing is characterized by a progressive and hetero-
geneous decline in physiological reserve of all organ systems, albeit at
different rates, which vary in different individuals. Cellular senescence,
although beneficial early in life, is likely to contribute. An age-related
decline in reserve and compromise of homeostasis have important
clinical implications for the interpretation of physiological findings
and for understanding the atypical presentations of illnesses in older
patients.

Keywords Ageing; frailty; physiology; senescence

Introduction

Individuals age at different rates and there is significant hetero-

geneity in physiological response. The hallmark of ageing is the

progressive reliance on homeostatic reserves. Most organ sys-

tems show a physiological reduction in function with age,

although the rate varies between systems within an individual as

well as between individuals. There is reduced redundancy of

function and ability to repair. The increased risk from loss of

functional reserve is worsened by the increased prevalence of

coexisting disease. An understanding of the relationship between

physiological ageing and disease is often helpful in interpreting

physical signs and investigation results. It is sometimes difficult

to differentiate between physiological ageing and disease states.

This article focuses on the physiological changes of ageing that

have most clinical relevance.

The cardiovascular system

Cardiovascular ageing results in attenuated mechanical and

contractile efficiency. Specific changes include arterial wall

thickening, changes in vascular matrix composition with

increased elastolytic and collagenolytic activity, and an increase

in smooth muscle tone. Ultimately, vessels ‘stiffen’ with age,

resulting in elevated systolic arterial pressures, increased sys-

temic vascular resistance and increased cardiac afterload. These

changes account for the common finding of isolated systolic

hypertension, and, as the left ventricle has to work harder to

eject blood into the stiffer aorta, the increased workload can

eventually lead to left ventricular hypertrophy. Coupled with

these changes, plasma renin activity (PRA) and aldosterone

concentration both fall with age. In addition, the PRA response to

upright posture is reduced or even absent, and the aldosterone

response to sodium restriction is also markedly reduced.

Hypertrophy of myocytes in response to elevated afterload

lengthens contraction time, with subsequent effects on the

remainder of the cardiac cycle. Ventricular relaxation is delayed

at the time of mitral valve opening, contributing to diastolic

dysfunction. Early diastolic filling rate decreases with age and is

partly compensated for by an increase in the rate of late diastolic

filling, which is dependent on atrial contractile activity. This

contributes to the positive correlation between left atrial size and

age, the increased likelihood of lone atrial fibrillation and the

greater effect of a change from sinus rhythm to atrial fibrillation

on cardiac output.

Cardiac output is dependent on heart rate and stroke volume.

Stroke volume falls, resulting in a fall in cardiac output. With ex-

ercise, the heart rate response falls, exaggerating the effect on

cardiac output. In addition, there is progressive decline in the

number of atrial pacemaker cells resulting in a decrease in intrinsic

automaticity, which can predispose to the development of con-

duction defects and rhythm disturbances. Resting cardiac output

remains stable with age, but the increase in cardiac output that is

associated with exercise is attenuated, even in healthy ageing.

The venous system acts as a reservoir, holding 70% of

circulating blood volume. Veins also stiffen progressively with

age, reducing their compliance. The elderly patient is therefore

particularly susceptible to abrupt changes in intravascular vol-

ume, as the venous capacitance system is less well equipped to

buffer marked changes. Thus, physiological changes such as

those associated with micturition, assuming an upright posture

and following a meal are associated with more significant falls in

blood pressure with increasing age.

These changes contribute to the reduced efficiency of the

baroreflex e the extent to which heart rate rises in response to

falls in blood pressure. Thus, ageing is associated with less

Key points

C All organ systems undergo physiological ageing albeit at

different rates

C Age associated decline in renal excretory function is arguably

the most clinically relevant change

C Cardiovascular ageing causes increased vascular stiffness

associated with increasing pulse pressure; postural fall in

systolic BP is another feature

C Reduction in muscle bulk and strength is an important physi-

ological change that underlies the increasing fall rate in old

age
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efficient maintenance of cardiac output in the face of falls in

blood pressure.

The nervous system

Central nervous system
Ageing produces a decrease in neural density. An estimated 30%

loss of brain mass occurs by the age of 80 years, primarily

involving grey matter. There is reduced production of important

central neurotransmitters, including catecholamines, serotonin

and acetylcholine, with secondary effects on mood, memory and

motor function. There is an age-related deficiency of dopamine

uptake sites and transporters, in addition to depletion of cortical

serotonergic, a2-adrenergic, b-adrenergic and g-aminobutyric

acid binding sites. These changes result in age-associated

reduction in speed of processing and memory.

Peripheral nervous system
Motor, sensory and autonomic fibres are lost. There is a significant

reduction in afferent and efferent conduction velocities, with a

progressive decline in signal transduction rate within the brain-

stem and spinal cord. The number of muscle cells innervated by

each axon falls, leading to denervation and muscle atrophy.

Autonomic nervous system
In youth, baseline autonomic tone is largely regulated by the

parasympathetic division. With increasing age, tonic para-

sympathetic outflow decreases and sympathetic tone increases.

Increased sympathetic nervous system activity contributes to

increased systemic vascular resistance. Despite this increase in

sympathetic activity, ageing is associated with a blunted

response to b-adrenergic stimulation.

There is reduced ability of aortic arch and carotid sinus

baroreceptors to transduce changes in arterial pressure, resulting

in an attenuated heart rate response to changes in arterial

pressure.

This combination of age-related autonomic and baroreflex

dysfunction compromises haemodynamic homeostasis, as is

evident in elderly patients who are taking diuretics or have a

reduced fluid intake. This dysfunction is also associated with

increased postural and postprandial hypotension. Diminished

baroreceptor reflex activity also contributes to sinus node

depression, carotid sinus syndrome and syncope in otherwise

healthy elderly people.

The kidneys

Renal mass is approximately 50 g at birth, peaks at 400 g during

the fourth decade and then gradually decreases to about 300 g by

the ninth decade. Loss of renal mass is primarily cortical with

relative sparing of the medulla, and correlates with the reduction

in body surface area. With diminished glomerular lobulation and

sclerosis of the glomeruli, there is reduced surface area available

for filtration, contributing to an age-related decline in glomerular

filtration rate (GFR). Glomerular basement membrane perme-

ability increases, with a secondary increase in microalbuminuria

and proteinuria. This occurs even in the absence of diabetes

mellitus, hypertension and chronic kidney disease.

After the age of 30 years, renal blood flow declines progres-

sively at a rate of 10% per decade. A greater proportion of the

decline in renal blood flow occurs in the cortex, with a relative

increase in blood flow to the juxtamedullary region. In the ageing

population, the ability to vasodilate the afferent renal artery to

increase renal plasma flow and GFR is impaired. This largely

results from an imbalance between vasodilatory and vasocon-

strictive influences in ageing kidneys.

Age-related changes in structure and renal haemodynamics

(Table 1) compromise the ability of the kidney to adapt to acute

ischaemia and heighten susceptibility to acute kidney injury,

including normotensive ischaemic nephropathy. It also sets the

stage for progressive chronic kidney disease.

Davies and Shock e in a classic cross-sectional inulin clear-

ance study e demonstrated that GFR decreases by about 8 ml/

minute/1.73 m2 per decade from the fourth decade onwards.1

There is wide inter-individual variability in the age-related fall

in estimated GFR, further amplified by the presence of vascular

and renal disease.

Creatinine clearance is influenced by nutritional status, pro-

tein intake, muscle mass, body weight, gender and ethnicity.2 As

people age, muscle mass is reduced and daily urinary creatinine

excretion decreases, accompanied by an age-related reduction in

creatinine clearance. This means that interpretation of estimated

GFR needs to be accompanied by a clinical assessment of muscle

mass.

The combined effect of these changes is that declining GFR in

older patients is accompanied by lower rises in serum creatinine

than would occur in younger patients.

The respiratory system

A number of key age-related changes have been described

(Table 2). Loss of elastic support of the airways contributes to

increased collapsibility of the alveoli and terminal conducting

airways, and accounts for varying effective lung volumes.3 The

closing capacity during normal tidal ventilation gradually in-

creases and encroaches on the tidal volume, resulting in venti-

lation/perfusion mismatch and reduced arterial oxygen tension.

Age-related structural changes in the kidney

C Reduction in renal mass

C Decreased cortical thickness

C Reduction in number of glomeruli

C Diminished glomerular lobulation

C Global glomerular and vascular sclerosis

C Tubular atrophy and fibrosis

Table 1

Key age-related changes in the respiratory system

C Decline in elasticity of the bony thorax

C Loss of muscle mass, weakening of the muscles of respiration

and reduced mechanical advantage

C Decrease in surface area for alveolar gas exchange

C Decrease in central nervous system responsiveness

Table 2
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This age-related change is reflected in the following formula to

estimate normal arterial oxygen tension:

PaO2 ¼ 13.3 � (age/30)kPa

The pressureevolume curve of an older lung is shifted upward and

to the left owing to a reduction in elastic recoil.3 This difference in

compliance is not uniform across the lung, but affects different

regions to different extents. Some lung regions empty normally,

whereas passive exhalation is slowed in others. With increases in

respiratory rate, lung expansion becomes less effective in partic-

ular areas. This worsens the maldistribution of ventilation in

relation to perfusion. Notably, the ventilatory response to either a

hypoxic or hypercapnic stimulus is blunted in the older patient.

The gastrointestinal system

Ageing causes a variety of physiological changes in the

oropharynx, oesophagus and stomach that increase the likeli-

hood of oesophageal and gastrointestinal disorders.4

Swallowing is initiated by voluntary control and involves the

coordinated contraction of skeletal muscles. Whereas the first

stage of swallowing is voluntary, the second stage is governed by

involuntary neural control, which leads to relaxation of the

sphincter between the pharynx and oesophagus. The next stage

relies on reflex transport and smooth muscle peristalsis. With

age, contraction and relaxation become desynchronized, leading

to less efficient deglutition.

Other changes with ageing include decreased secretion of

hydrochloric acid and pepsin and an associated small rise in

gastric pH. There is evidence of an age-related decline in the

absorption of some substances absorbed by active mechanisms

(e.g. vitamin B12). It is not clear whether failure to increase

calcium absorption in response to a low-calcium diet is a

reflection of vitamin D deficiency or a primary malabsorption

process associated with ageing.

Higher levels of neural control ranging from the cortex to the

spinal cord become less effective. Prolonged transit time is

associated with ageing and can result in constipation.

The immune system

Immune senescence predisposes the ageing individual to infec-

tion and delayed/ineffective recovery. Both the innate and ac-

quired forms of the immune response are affected by age-related

changes. Macrophage function, essential in phagocytosis and

antigen presentation, becomes impaired with age. Dendritic cells

decline in number but appear functionally unaffected. The

complement pathway functions via cytolysis, opsonization and

activation of inflammation, and demonstrates a blunted response

in the presence of infection. B- and T-cell function, which form

the mainstay of adaptive immunity, is similarly affected by age.

Thymic involution starts at birth and reaches 90% by age 60

years. Helper T-cell function fails to rise with maximal efficacy.

There is dysregulation of differentiation and reduced ability to

proliferate under threat. The humoral response mediated by B

cells is similarly impaired.

Other aspects of immunity that alter with age include cytokine

function and regulation. Despite more non-specific activation,

there is reduced capacity to generate important mediators

including tumour necrosis factor-a, interleukin-1 and nitric

oxide. Such changes increase the risk of reactivation of dormant

viral and mycobacterial infections and predispose to new exog-

enous infection. Autoimmunity becomes more pronounced in the

elderly population, with an increased frequency of autoanti-

bodies against organ-specific and non-organ specific antigens.

The skin

Several structural changes in skin occur with ageing because of a

combination of progressive degenerative change, intrinsic phys-

iological change and superimposed extrinsic environmental in-

sults. Physiological changes include impairment of barrier

function, reduced epidermal cell turnover, and decreased kera-

tinocyte and fibroblast number.5 A reduced vascular network,

particularly round hair bulbs and glands, and manifesting as

fibrosis and skin atrophy, is also commonly observed. Changes

in cutaneous function also occur, for example, a reduction in

vitamin D synthesis. These changes, worsened by a reduced

ability to effect skin repair, contribute to various pathologies

including photo-ageing, vascular insufficiency that can cause

stasis dermatitis, and an increased susceptibility to skin injuries,

including pressure ulcers and skin tears. Parallel immune

senescence renders the ageing skin vulnerable to pathology, such

as viral and fungal infections, and neoplasia.

The haematological system

Although increasingly common with age, anaemia is not funda-

mentally related to ageing but to the presence of pathology.

Although body iron stores increase, there is impaired retic-

ulocytosis, such that the bone marrow cannot quickly respond to

acute haemorrhage. Lymphocyte count reduces but total white

blood cell, neutrophil and monocyte counts do not change.

Although quantitatively constant, the qualitative response in

response to stress is blunted, as observed from the reduced

ability of neutrophils to migrate to sites of injury.

The endocrine system

The ability of target organs to respond to hormones often de-

creases with age. Changes in signal transduction often relate to

post-receptor changes. Increasing carbohydrate intolerance oc-

curs with ageing, but much of this is explained by other inde-

pendent variables such as adiposity and fitness rather than

ageing itself. The concentrations of many hormones change with

age but with little demonstrable clinical relevance. In contrast,

reduced testosterone secretion in older men is a contributory

factor in the development of sarcopenia.

With age, there is a shift in the relationship between serum

antidiuretic hormone (ADH) and serum osmolality, leading to

higher serum ADH concentrations. This is probably secondary to

altered baroreceptor function, and contributes to the increased

occurrence of significant hyponatraemia.

The musculoskeletal system

Sarcopenia describes the loss of muscle strength that occurs with

age. There is a 30% decline in muscle mass from the third to the

eighth decade, and a reduced total cross-sectional fibre area. This

physiological atrophy is a significant determinant of falls rate
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with increasing age. The loss relates predominantly to type II

fibres, resulting in a significant reduction in the maximum

amount of oxygen consumed per kg per minute and force of

contraction. Changes in the structure of collagen fibres within

joints contribute to the loss in elasticity.

Men lose bone at a rate of 1% per year after the age of 50, and

women lose bone at a rate of 2e3%per year aftermenopause. Loss

of bone mineral density predisposes to osteopenia, osteoporosis

and an increased risk of fracture. Factors including decreased ac-

tivity, dietary calcium and oestrogen withdrawal also contribute.

Weight-bearing and repeated strain lead to degenerative disease

with a rising prevalence of symptomatic disease with age.

Thermoregulation

A variety of physiological changes give rise to reduced thermo-

regulation associated with ageing. The threshold for detecting

changes in skin temperature rises and is associated with

decreased vasomotor responses, reducing the contribution of the

skin to conserving or losing heat. Two additional systems

designed to increase heat production are also less effective e

shivering threshold and effectiveness, and hepatic thermogene-

sis. The result is that older people are at increased risk of

suffering adverse effects from hot and cold environments.

Physiological frailty

Frailty is a state of increased vulnerability to adverse outcomes

and is dealt with elsewhere. Although the physiological changes

we have described are not, by definition, evidence of pathology,

they undoubtedly predispose to pathology. Interestingly, using

purely physiological measures, physiological frailty has been

derived in a similar way to pathological frailty; however, longi-

tudinal studies have not yet been undertaken to determine the

significance of the concept of physiological frailty.

Laboratory measures

In addition to parameters already referred to, such as creatinine

and sex hormones, several laboratory parameters are known to

change with age. Among these, serum albumin concentration is

worthy of note; it is well known to fall in patients known to

medical services e i.e., those with disease e with the rate of

decline varying with disease burden. Serum albumin concentra-

tion also physiologically declines with healthy ageing at a lower

rate than is seen in patients with chronic disease and with a rate

that increases with age (Figure 1). The physiological change in

serum albumin tends to remain within the reference range. 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

Medicine Review
The aftermath of Ebola

The catastrophic epidemic of Ebola Virus infection in 
West Africa in 2014 has been well documented, and is 
likely to become part of medical history similar to past 
outbreaks of cholera or bubonic plague.

Much has been learnt about this serious infection 
since the outbreak. One example is the fact that the 
infection may relapse after initial recovery. A well-docu-
mented case concerns a British nurse who volunteered to 
help in the West African outbreak, and developed Ebola 
shortly after return to the UK. She recovered, but nine 
months later was readmitted to hospital with a similar 
illness, in which Ebola Virus was found in her cerebro-
spinal fluid (CSF).1 She again recovered, though was left 
with mild neurological deficit. The authors commented 
that ‘this finding fundamentally redefines what is known 
about the natural history of Ebola Virus infection’.1

Perhaps of relevance to this report is a study from 
Guinea of 802 patients who had recovered from proven 
Ebola infection.2 At a median 350 days after viral clear-
ance from their blood, 78% complained of persist-
ing symptoms including malaise, myalgia, headache, 
abdominal pain, and visual disturbance. In some of 
the male patients studied, a positive PCR (polymerase 
chain reaction) was present in their semen. This worry-
ing report appears to describe a ‘post-Ebola syndrome’, 
and raises the question of whether it may be related to 
chronic viral carriage.

Concerns have also been raised as to the way the 
Ebola epidemic was responded to. The response was 
slow and did not fully comply with the World Health 
Organization (WHO) guidelines on the management 
of such outbreaks. There also appears to have been 
poor co-ordination between local and external aid 
initiatives. Many of these problems are understand-
able, given the unprecedented nature of the epidemic. 
A recent article in the British Medical Journal reviews 
these problems and puts forward suggestions for im-
proved responses to future similar outbreaks of serious 
infectious diseases.3

On a more optimistic note, the Ebola crisis stimulated 
the development of potential vaccines against the virus, 
and two recent Lancet papers report randomised trials from 
Guinea and Sierra Leone, with encouraging results.4,5

In 1859, the London physician Dr. John Snow made 
observations during a cholera epidemic which dem-
onstrated the water-borne transmission of cholera. His 

work led to effective sewage disposal and clean water 
supply; leading to the elimination of cholera from 
Britain. Let us hope that research from the 2014 West 
African Ebola outbreak will prevent such a dreadful 
disaster occurring again.

Osteoporosis update
Osteoporosis is a neglected problem in Africa, and the 
extent of this disease is generally unknown. However, as 
life expectancy extends, it is likely to be on the increase, 
and the disease carries a heavy morbidity with its high 
risk of fractures.

Interestingly, osteoporosis was well recognised in 
Johannesburg, South Africa, as far back as the 1950s, 
where it was seen frequently in male urban migrant 
workers—often employed in the gold mines. Elegant 
studies in 1967 showed that it was associated with iron 
overload (due to drinking traditional beer, brewed in 
iron pots) and vitamin C deficiency.6 Of a group of 110 
men studied, 17 (15%) had advanced osteoporosis with 
vertebral body collapse on lateral spinal X-rays. When I 
worked at Baragwanath Hospital (Soweto) in 1982, the 
condition was still occasionally seen, though traditional 
beer brewing was less common and diets had improved. 
I remember well a comment made by the celebrated 
Johannesburg physician Harry Seftel, who said ‘in the 
city of gold, the men of steel, have bones of clay’.6

Nowadays, osteoporosis is best diagnosed much ear-
lier than the stage of bone fractures, and the ideal system 
is bone densitometry (not widely available in many parts 
of Africa). This measures bone mineral density (BMD) 
quantitatively, and there are agreed levels of intervention.7

In terms of treatment, lifestyle adjustment can be 
helpful—smoking and sedentary lifestyle are risk factors. 
Drugs such as corticosteroids strongly increase risk, and 
if possible steroids should be reduced or stopped. Other 
possible risk factors are alcohol excess, rheumatoid 
arthritis, low body weight (BMI <19.0) and family his-
tory. Caucasian races seem especially at risk and there is 
some evidence that osteoporosis frequency is less in the 
tropics than in more northerly or southerly countries.

Deficiencies of calcium and/or vitamin D should 
be corrected, but whether long-term supplementa-
tion helps is controversial. The main drug treatment is 
with bisphosphonates—there are many available, but 
weekly oral alendroate is the commonest used. These 
drugs reduce osteoclastic activity, thus reducing bone 
resorption. They are effective treatments, but are prone 
to gastrointestinal side-effects, and rarely can cause 
osteonecrosis of the jaw. It was previously thought that 
patients initiated on bisphosphonates should be treated 
for life, but this is now regarded as rarely necessary and 
the need for continuing treatment should be reassessed 
after five years of oral bisphosphonate treatment.

There are various less frequently used drugs includ-
ing intermittent intravenous bisphosphonate, strontium 
ranelate, recombinant parathyroid hormone (PTH), 
denosumab (a new antiresorptive agent), and raloxifene 
(an oestrogen receptor modulator).

Diagnostic vigilance is needed to detect osteopo-
rosis, particularly in older populations and those with 
known risk factors. The disease is likely to be seen more 
frequently in future African medical practice.
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Malaria news
Over the last 10 to 15 years there has been a significant 
decline in malaria transmission and incidence in Africa. 
Insecticidal bednets and artemisinin-based combination 
therapy have played an imported role, as well as other 
strategies such as vector control and rapid diagnostics. 
It is agreed, however, that a multi-strategy approach is 
needed; so a recent report of a novel method of mos-
quito control is of interest.8

The project was a Kenyan-Dutch-Swiss initiative, 
and used the fact that mosquitoes are often attracted to 
human hosts by smell. The ‘SolarMal’ system is solar 
powered, and emits an odour which mimics the smell of 
humans using a blend of five organic chemicals which 
attract mosquitoes, and then traps them.

The study took place on Rusinga Island, Lake Victo-
ria, Kenya; and different areas or ‘clusters’ were used for 
either intervention with the solar trap, or no interven-
tion. The traps were used between dusk and dawn, and 
other preventative systems such as bednets continued as 
usual. Malaria was diagnosed by fever, as well as posi-
tive rapid diagnostic test.

Comparing areas using the mosquito traps to those 
that did not, there was a 30% reduction in malaria cases 
- 1552/6550 people (24%) versus 2002/5795 (35%). 
These are encouraging preliminary results, and it seems 
likely that the use of this clever system will spread.
Professor Geoff Gill, Liverpool School of Tropical 
Medicine and University Hospital Aintree, UK
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Soil-transmitted helminths and physical and 
cognitive health of infected children

Infection with soil-transmitted helminths (STH) by the 
roundworms Ascaris lumbricoides, hookworms (An-
cylostoma duodenale and Necator americanus), and 
the whipworm Trichuris trichiura is the most common 
parasitic human disease worldwide.1 Chronic infections 
with these STH are considered to impair physical and 
cognitive development in school-aged children.2

Hookworm larvae develop in warm moist soil and 

their life expectancy is short. Heavy infections cause 
iron-deficiency anaemia, particularly if the child’s iron 
intake is low or loss is high; there may also be some 
protein loss from the gut.3 Peak worm burden is in 
adults where up to 80% of the total population may be 
infected in this age group.4

The infective stages of Ascaris lumbricoides may 
persist in the soil for months. Most infections are 
small and asymptomatic. The major complication is 
intestinal obstruction which, though uncommon, is 
life threatening where prompt surgical services are un-
available. In vulnerable young children large, recurrent 
infections may impair gut absorption and increase the 
risk of malnutrition.

Although the majority of the worm burden of Ascaris 
and Trichuris is in children up to 30% may be in those 
older than 15 years-of-age.

Trichuris trichiura attaches to the mucosa of the cae-
cum which is usually asymptomatic. However, heavy 
infections may extend as far as the rectum and cause 
severe symptoms of colitis associated with chronic loss 
of blood and failure to thrive. Existing drugs for com-
munity treatment, e.g. albendazole and mebendazole, 
have very low efficacy for treatment (8.4%) and for egg 
reduction (52%).5 Albendazole + oxantel pamoate is 
one of the best combination and has 68.6% cure rate 
and 99.2% egg reduction.5

The current World Health Organization (WHO) pro-
grammes for the control of STH target school-aged chil-
dren (5–15 years-of-age) and also advises anthelmintics 
for pre-school-aged children (2–4 years-of-age), woman 
of childbearing age and people in at-risk occupations, 
e.g. tea pickers.6 The present goal is the treatment of 
75% of children at risk by 2020. However, there is a 
good reason for deworming campaigns to be expanded 
to all age groups and particularly for hookworm as 
adults are the majority reservoir for this infection.1 

A systematic review and meta-analysis was undertak-
en reporting STH prevalence before and after distribu-
tion of albendazole or mebendazole either targeted to 
children or delivered to the whole community.1 Studies 
where follow up was less than three months or greater 
than 18 months after drug delivery were excluded. Of 
56 studies eligible for the systematic review, 38 were 
included in the meta-analysis. Mass deworming led to 
a significantly greater reduction in prevalence of STH 
in children for hookworm (OR 4.6, 95% CI 1.8-11.6; 
p=0.002) and for Ascaris (OR 116.4, 95% CI 2.1 -125.8; 
p=0.009) but there was no effect for Trichuris. This is not 
surprising as albendazole and mebendazole alone now 
have very poor efficacy for Trichuris.5 The results support 
expanding deworming programmes community-wide 
and suggest that the WHO global guidelines for STH 
control should be re-evaluated.

Community-wide programmes for control of STH 
are highly cost-effective, particularly for hookworm, 
which adults act as a substantial reservoir.1,7 Treatment 
every six months is also highly effective.7 However, 
an alternative drug regimen is necessary to control 
Trichuris.5 WASH (water, sanitation and hygiene) also 
play an important role but is both expensive, long-term 
and complex to undertake in underdeveloped societies 
and should be used alongside deworming campaigns.1 
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The most at-risk children are those living in rural 
communities with poor sanitation and lack of clean 
water (and thus hygiene), particularly children who do 
not go to school regularly, or at all, and thus miss out on 
school-based drug administration.

A common statement in textbooks, medical journals 
and even in social media is the importance of STH in 
the cause of poor growth and cognitive development in 
low- and middle-income countries. Although there is 
little disagreement that in individual cases hookworm 
and Trichuris can cause severe anaemia and Ascaris, 
intestinal obstruction, the above assumption has been 
recently challenged.8 As society develops in wealth and 
education, especially in urban areas, many parents may 
have the incentive, and be able to afford to give their 
children regular anthelmintics.

A Cochrane systematic review was undertaken of 
randomised controlled trials (RCTs) and quasi-RCTs 
comparing anthelmintic drugs with placebo or no treat-
ment in children ≤16yr and reporting on weight, hae-
moglobin and formal tests of intellectual development, 
including school attendance, school performance and 
mortality.8 Forty-five (45) trials were included, one trial 
evaluated mortality (over one million children) and 44 
trials comprised 67 672 participants. Eight trials were in 
children known to be infected and 37 were in endemic 
areas. Treating children known to be infected, with a 
single dose of anthelmintic drug, may increase weight 
gain (by 0.2 to 1.3 kg) over the next one to six-month 
period (five trials, low quality evidence), but there was 
insufficient evidence regarding effects on haemoglobin 
(two trials), school attendance (zero trials), cognitive 
function (two trials), or physical well-being (three trials).

Community deworming programmes treating all 
children living in endemic areas with a dose of an 
anthelmintic probably has little or no effect on average 
weight gain (seven trials), even in settings with high 
prevalence of infection (two trials). A single dose, also 
probably has no effect on average haemoglobin (three 
trials), or average cognition (two trials). Regularly treat-
ing all children in endemic areas with anthelmintic 
drugs, given every three to six months may have little 
or no effect on average weight gain (10 trials). There is 
also reasonable evidence that regular treatment has no 
effect on average height (seven trials), average hae-
moglobin (seven trials), formal tests of cognition (five 
trials) or mortality (three trials).

Treating children known to have STH infection may 
have some nutritional benefits for the individual but 
mass treatment in endemic areas does not improve aver-
age nutritional status, haemoglobin, cognition, school 
performance, or survival.8 

This Cochrane review stimulated a vigorous debate 
particularly regarding whether RCTs are an appropriate 
method to measure nutritional and educational benefits 
of preventive anthelmintic chemotherapy.9 WHO issued 
a consensus statement to justify the present policy of 

preventive chemotherapy, ‘WHO’s Strategic and Techni-
cal Advisory Group for Neglected Tropical Diseases 
(STAG-NTD), having appraised the Cochrane Review on 
STH infections together with the existing body of evi-
dence (some of which was not taken into account in the 
Cochrane Review), notes that research has shown the 
benefits of deworming children with STH. STAG-NTD 
therefore continues to endorse WHO recommendations 
for mass deworming in areas where the prevalence of 
STH infection is over 20%.The administration of alben-
dazole or mebendazole in such areas is safe and the 
most cost-effective strategy to reach infected children 
and improve their health and well-being’.10

STH have been around for some time and so have 
available methods to control them (but not necessarily 
the most effective drugs, especially for Trichuris) yet it 
still seems that we are not clear on how best to under-
take control, nor, in fact, how serious a problem STH 
are in a changing world. It is important to keep an open 
mind regarding the optimal way to reduce the worm 
burden in the community and the most effective instru-
ments to measure the effect of mass treatment on the 
development and health of children.11

JBS Coulter
Honorary Clinical Lecturer in Tropical Child Health
Liverpool School of Tropical Medicine, UK
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Q1 (a), (b), (c), (d), and (e). She has Horner’s syndrome and all of these factors, including,  
 bizarrely, snake bite, may be a cause.

Q2	 (a),	(b),	(c),	(d),	and	(e).	All	are	possibilities.	Even	in	carotid	dissection	in	evolution	the	first		
 sign may be the development of Horner’s syndrome. 

Q3 (b), (c), and (d). Abby had had these signs for years, making a benign Horner’s syndrome  
 the most likely diagnosis. It may have been initiated by some trauma that she has forgot-

 ten, but the healthy optic discs and her good general health make serious underlying  
 disease unlikely.

Q4 (d), (e). The long history suggests strongly that this is a benign condition that does not  
	 justify	more	serious	investigations,	but	a	full	neurological	opinion	is	needed	to	confirm		
 this. The chest X-ray is needed because a slowly growing apical cancer in the lung on the  
 same side as the eye with ptosis is a possibility. She is an ex-smoker with all that means in  
 extra lung cancer risk.

Q5 (a), (b), (c), (d), (e), (f), and (g). All are possible causes, and need to be considered in any  
 new diagnosis of Horner’s syndrome.
After being referred to the neurology department It was decided that this was a long-standing 
Horner’s syndrome of unknown cause, though probably not congenital (in which the affected eye 
has usually less pigment in the iris than the normal one), but that it was not associated with serious 
central nervous disease. Abby continues not to worry about it. Her chest X-ray was clear. She will 
be seen regularly in follow up, with particular care to detect any future change in her eye signs and 
symptoms, and any developing neurological signs.

Part
one/ 
two/
three

Part
four/
five
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Vitamin D for respiratory 
infections 

Vitamin D supplementation has been 
investigated for beneficial potential 
in reducing risk of acute respiratory 
tract infection. Supplementation with 
vitamins D3 or D2 for any duration 
in randomised studies where acute 
respiratory tract infection was a primary 
efficacy outcome were included in a 
systematic review and meta-analysis. 
The analysis totalled 25 studies and 
more than 10 000 participants. Supple-
mentation significantly reduced risk of 
acute respiratory tract infection in all 
participants. High protection was seen 
in patients receiving daily or weekly 
vitamin D without additional bolus 
doses. The highest benefit was found in 
participant groups who were very vita-
min D deficient on entry who did not 
receive bolus doses. Supplementation 
with vitamin D was found to be safe 
and protective against acute respiratory 
tract infection. 
Martineau AR, Jolliffe DA, Hooper RL, et al. Vitamin 
D supplementation to prevent acute respiratory tract 
infections: systematic review and meta-analysis of 
individual participant data. BMJ 2017; 356 :i6583.

Vaccine for infant gastroenteritis 
Worldwide, rotavirus gastroenteritis 
contributes to 37% of the deaths from 
diarrhoea in children, the effect of which 
is largest in sub-Saharan Africa. The ef-
ficacy of a potential vaccine in prevent-
ing rotavirus infection has been tested 
in a randomised trial in Niger. Healthy 
infants (n=3508) were randomised to 
receive either placebo or a live, oral 
bovine pentavalent vaccine (BRV-PV) at 
six,19 and 14 weeks of age. The primary 
outcome was laboratory confirmed 
rotavirus gastroenteritis presenting at 
least 28 days after the third dose. A total 
of 31 cases of severe rotavirus presented 
in infants given the vaccination versus 
87 in the placebo group demonstrating a 
vaccine efficacy of 67%. Safety profiles 
and death rates were similar between 
both groups. Three doses of BRV-PV 
provided increased protection against 
severe rotavirus gastroenteritis for infants 
in Niger. The vaccine is easily stored 
and low-cost, making it a good candi-
date for vaccine schedules in at-risk and 
resource-poor populations.  
Isanaka S, Guindo O, Langendorf C, et al. Efficacy 
of a low-cost, heat-stable oral rotavirus vaccine in 
Niger. NEJM 2017; 376: 1121–1130. DOI: 10.1056/
NEJMoa1609462 

Biannual drug administration
for filariasis 

Current standard mass drug administra-
tion schemes of giving ivermectin and 
albendazole for lymphatic filariasis, 
caused by Wuchereria bancrofti, are not 
appropriate in central Africa. Ivermectin 
can cause severe adverse effects in those 
co-infected with Loa loa microfilaraemia, 
which is endemic in Central Africa and 
thus alternative strategies are needed. 
A three-year community trial of bian-
nual mass administration of albendazole 
alone was conducted in a village in the 
Republic of Congo. Individuals aged two 
and above were offered albendazole 
every six months and were followed-up 
for changes in several infection rates 
between 2012 and 2015. In this time in-
fections with W bancrofti and microfila-
raemia rates both fell significantly within 
the community from 17.3% to 4.7% and 
5.3% to 0.3%, respectively. After just one 
year there was no detection of hook-
worm infection. Rates of eggs expelled 
per faeces were also found to signifi-
cantly decrease for Ascaris lumbricoides 
and Trichuris trichiura. Biannual mass 
administration of albendazole alone is 
an effective measure against lymphatic 
filariasis in areas co-endemic with loiasis 
where ivermectin cannot safely be given.
Pion SDS, Chesnais CB, Weil GJ, et al. Effect of 3 
years of biannual mass drug administration with 
albendazole on lymphatic filariasis and soil-transmit-
ted helminth infections: a community-based study 
in Republic of the Congo. Lancet Infectious Diseases 
2017; DOI: 10.1016/S1473-3099(17)30175

Ovarian conservation in
cervical cancer

Hysterectomy is often accompanied by 
the removal of one or both ovaries. A 
retrospective analysis has been conduct-
ed to explore any difference in impor-
tant health outcomes when both ovaries 
are removed versus conservation of one 
or both ovaries. The analysis included 
over 113 000 patients aged 35–45 
who had received a hysterectomy for 
benign conditions, a third of which had 
bilateral ovarian removal. Researchers 
included ischaemic heart disease, can-
cer and all-cause mortality as important 
health outcomes. Patients with ovarian 
conservation had a significantly lower 
risk of hospital admission for both heart 
disease and cancer-related admissions 
following hysterectomy compared to 
those in the bilateral ovarian removal 
group. All-cause mortality was signifi-

Infection
cantly higher in the bilateral removal 
group and there were significantly fewer 
heart disease-related deaths in the ovar-
ian conservation group. The analysis 
performed highlights the increased risk 
of several important health outcomes for 
women undergoing hysterectomy with 
bilateral ovarian removal for benign 
conditions and highlights the impor-
tance of balancing this risk of cervical 
cancer with the health outcomes above. 
Mytton J, Evison F, Chilton PJ, et al. Removal of all 
ovarian tissue versus conserving ovarian tissue at 
time of hysterectomy in premenopausal patients 
with benign disease: study using routine data and 
data linkage. BMJ 2017; 356: j372.

HPV vaccine safety in pregnancy
The human papillomavirus (HPV) vac-
cine is recommended for all girls and 
women aged nine to 26 years old to 
prevent viral complications, including 
cervical cancer. It is not recommended 
for pregnant women yet many women 
will have received it inadvertently whilst 
pregnant. The safety of this vaccine 
on pregnancy outcomes is not known 
as pregnant women have not been 
included in HPV vaccine clinical trials. 
A cohort study has been conducted 
to look at several adverse pregnancy 
outcomes in women who had received 
quadrivalent HPV vaccine at several 
stages of gestation, bivalent HPV vac-
cine was excluded. Vaccinated pregnan-
cies were matched with pregnancies not 
exposed to the HPV vaccine in thou-
sands of women in Denmark. Matched 
analyses revealed that there was no 
significant difference in HPV-vaccinated 
and non-vaccinated pregnancies for risk 
of major birth defect, miscarriage, pre-
term delivery, low-birth weight, and still 
birth. Quadrivalent HPV vaccine was 
not associated with significantly higher 
risks of adverse pregnancy outcomes in 
this Danish, nationwide study. 
Schelle, NM, Pasternak B, Mølgaard-Nielsen D, et 
al. Quadrivalent HPV vaccination and the risk of 
adverse pregnancy outcomes. NEJM 2017; 376: 
1223–1233.

Maternal obesity and
cerebral palsy 

Maternal obesity is associated with 
many adverse pregnancy-related 
outcomes, including preterm delivery 
and asphyxia, these outcomes alone 
are associated with increased risk of 
cerebral palsy.

A study in Sweden has questioned 
whether there is an increased risk of 
cerebral palsy in infants of mothers who 
are overweight or obese at early preg-
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nancy, and whether gestational length 
is significant. Pregnancy body mass 
index (BMI) was recorded in expectant 
mothers and over 1.4 million infants in 
Sweden were subsequently followed-
up for an average of eight years. For 
infants born at full term, there was a 
significantly increased risk of cerebral 
palsy associated with high maternal 
pregnancy BMI. Risk increased as BMI 
increased with maternal BMI of 40 or 
greater associated with the highest risk. 
Of these, 45% could be attributed to 
asphyxia related mechanisms. However, 
there was no significant relationship 
found in infants who were born preterm. 
Maternal overweight is associated with 
an increased risk of cerebral palsy in 
full-term infants, partially mediated 
through asphyxia-related complications. 
Villamor E, Tedroff K, Peterson M,et al. Association 
between maternal body mass index in early preg-
nancy and incidence of cerebral palsy. JAMA  2017; 
317 (9): 925–936. DOI: 10.1001/jama.2017.0945

Pneumonia and risk
of heart failure

Community-acquired pneumonia (CAP) 
is a common illness and despite being 
classed as an acute condition it can 
have long ranging consequences. There 
is increasing interest in the link between 
pneumonia and subsequent cardiovas-
cular effects and one prospective cohort 
study has investigated this by looking at 
incidence of heart failure following CAP. 
The Canadian study included nearly 
5000 adults with CAP and no history 
of heart failure and matched them ac-
cording to age, sex and treatment setting 
with adults who had not had CAP or 
heart failure in a ratio of 1:5. Over an 
average of 10 years follow-up the inci-
dence of heart failure was nearly 12% in 
the CAP patient cohort and just over 7% 
in the control group. The risk of heart 
failure may be substantially increased 
following an episode of CAP and as 
such this should be considered in the 
patient’s post-discharge plans.  
Eurich DT, Marrie TJ, Minhas-Sandhu JK, et al. Risk 
of heart failure after community acquired pneumo-
nia: prospective controlled study with 10 years of 
follow-up. BMJ 2017; 356: j413.

Stress, brain activity 
and heart disease

The amygdalar region of the brain is 
associated with the processing of stress 
and other emotional reactions, and it is 
well established that emotional stress is 

associated with an increased risk of car-
diovascular disease. A novel study was 
set up to assess whether resting activity 
in the amygdala could be assessed as 
a predictor for cardiovascular events. 
The researchers assessed participant’s 
(n=293) perceived stress levels, amyg-
dalar activity (through imaging), arterial 
inflammation and C-reactive protein 
(CRP) levels. At an average of four years 
follow-up, 22 participants had cardiovas-
cular disease events. Amygdalar activity 
was significantly linked to increased 
bone marrow activity, arterial inflamma-
tion, and risk of cardiovascular events. 
Perceived stress was also significantly 
linked with amygdalar activity, arterial 
inflammation and CRP levels. The study 
has shown for the first time that cardio-
vascular outcomes are linked with high 
amygdalar activity, subsequent to per-
ceived emotional stress, and appear to 
be mediated via increased bone marrow 
activity and arterial inflammation. 
Tawakol A, Ishai A, Takx RA, et al. Relation between 
resting amygdalar activity and cardiovascular events: 
a longitudinal and cohort study. Lancet 2017; 389: 
834–845.

Migraine history and 
perioperative stroke

A fifth of the general public are likely 
to have experienced migraine. There 
is some known association between 
history of migraine and increased risk of 
ischaemic stroke. A research group has 
looked at whether there is increased risk 
of ischaemic stroke in a perioperative 
setting. This prospective hospital registry 
study included surgical patients from 
the Massachusetts General Hospital. 
The primary outcome was periopera-
tive ischaemic stroke within the 30 days 
following surgery in patients with and 
without histories of migraine and mi-
graine plus aura. The patients were also 
assessed for hospital readmission within 
30 days. Of the 124 000 patients includ-
ed, 8% had history of migraine, 12% of 
which experienced migraine with aura. 
Patients with a history of migraine had 
an odds ratio of 1.75 for risk of stroke 
versus those without migraine history. 
The risk was even higher in patients 
whose migraine history included aura. 
Readmission rates were also higher (OR 
1.31) for patients with migraine. 

Patients with a history of migraine 
may have an increased risk of periop-
erative ischaemic stroke. 
Timm FP, Houle TT, Grabitz SD, et al. Migraine and 
risk of perioperative ischemic stroke and hospital re-
admission: hospital based registry study. BMJ 2017;  
356: i6635.

Anti-coagulants and subdural 
haematoma risk

There has been a reported increasing 
incidence of subdural haematoma in 
the public, the cause of which is not 
known. A study has set out to investi-
gate if this increase in incidence could 
be linked to the (increasing) use of 
anticoagulant agents. The case-control 
observational study was based in Den-
mark and included over 10 000 patients 
aged 20 to 89 years and matched them 
with over 400 000 controls. Information 
on subdural haematoma incidence and 
anticoagulant drug use was collected 
and analysed. Of the 10 000 subdural 
haematoma patients, nearly 50% were 
taking anticoagulant medications. 
Higher risk of subdural haematoma was 
associated with any use of low-dose 
aspirin, clopidogrel, direct oral antico-
agulants, and a vitamin K antagonist. 
The highest risk of subdural haematoma 
was associated with combined use of 
vitamin K antagonist and an antiplatelet 
drug. Data showed there was both an 
increased prevalence of anticoagu-
lant use among the population and an 
increased risk of subdural haematoma 
between the years 2000 and 2015. Re-
searchers associated the increased inci-
dence of haematoma with the increased 
use of anticoagulant therapies. 
Gaist D, García Rodríguez LA, Hellfritzsch M,et 
al. Association of antithrombotic drug use with 
subdural hematoma risk. JAMA 2017; 317 (8): 
836–846. DOI: 10.1001/jama.2017.0639

Increasing survival in 
premature infants

A study has been conducted to as-
sess the extent to which infants born 
prematurely and considered ‘periviable’ 
have experienced increased survival 
rates. The researchers looked at survival 
and neurodevelopmental outcomes for 
infants born between 22 and 24 weeks 
gestation and evaluated outcomes at 18 
to 22 months of corrected age. The study 
was carried out with infants born in the 
United States between three different 
year groups, 2000–2003, 2004–2007 
and finally 2008–2011. Data from over 
4000 infants was provided from 11 
centres taking part in the study. Survival 
rates significantly increased from 30% 
of infants in the earliest year group to 
36% in the 2008–2011 cohort. Like-
wise, there was a significant increase in 
survival without neurodevelopmental 
impairment across the earliest and latest 
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birth cohorts from 16% to 20%. There 
was no observed difference in infant sur-
vival with neurodevelopmental impair-
ment (15% in 2000–2003 and 16% in 
2008–2011). Overall, both survival with 
and without neurodevelopmental im-
pairment increased compared to death 
between 2000 and 2011 in premature 
infants considered periviable at birth.
Younge N, Goldstein RF, Bann CM, et al. Survival and 
Neurodevelopmental outcomes among periviable 
infants. NEJM 2017; 376: 617–628.

Endotracheal tubes versus 
laryngeal masks in paediatrics 

The most common critical incidents 
occurring in paediatric anaesthesia 
are perioperative respiratory adverse 
events (PRAE). Data from children 
older than one-year-old has already 
shown that using laryngeal mask air-
ways (LMAs) reduces PRAE incidence 
compared with endotracheal tubes.
As PRAE occurs more often with 
infants (<1 year old) it is important 
to know which of these methods 
might result in a decreased rate of 
such events. A group in Australia has 
investigated whether there is any dif-
ference in PRAE for infants (<1 year 
old) with LMA or endotracheal tubes 
when undergoing minor elective sur-
gery with general anaesthesia. Infants 
were randomly assigned either LMA 
(n=85) or endotracheal tube (n=95). 
PRAE occurred in 53% of infants in the 
endotracheal group versus 18% in the 
LMA group. Major PRAE events includ-
ing laryngospasm and bronchospasm 
occurred in 19% in the endotracheal 
group versus only 4% of infants in the 
LMA group. Infants undergoing elec-
tive procedures under general anaes-
thesia experienced significantly lower 
rates of major perioperative respiratory 
adverse events with LMAs than with 
endotracheal tubes.
Drake-Brockman T, Ramgolam A, Zhang G, et al. The 
effect of endotracheal tubes versus laryngeal mask 
airways on perioperative respiratory adverse events 
in infants: a randomised controlled trial. Lancet 
2017; 389: 701–708.

Antibiotics for uncomplicated 
appendicitis

Acute appendicitis is a common pae-
diatric emergency which, historically, 
has been favourably managed by surgi-
cal appendectomy. We now know that 
uncomplicated acute appendicitis can 
be treated conservatively with antibi-
otics in adults with safe and effective 
results. However, this non-surgical 
approach of giving primary antibiotics 

remains controversial in paediatric 
cases. A meta-analysis has compiled 
information from five studies and 
over 400 paediatric patients assessing 
safety and efficacy of antibiotic versus 
appendectomy for acute uncomplicat-
ed appendicitis in patients aged five 
to 15 years. Of the 168 patients who 
had primary antibiotics there was a 
90% success rate. However, when the 
appendicitis presented with appendi-
colith (presence of calcium deposit in 
the appendix) there was a higher fail-
ure rate of treatment than with appen-
dectomy. Primary antibiotic therapy 
may be a feasible and conservative 
approach to managing uncomplicated 
appendicitis in paediatric patients 
when there is no appendicolith. 
Huang L, Yin Y, Yang L, et al. Comparison of antibi-
otic therapy and appendectomy for acute uncom-
plicated appendicitis in children - A meta-analysis. 
JAMA Pediatr 2017; DOI: 10.1001/jamapediat-
rics.2017.0057

Neurodevelopmental outcomes 
with hydrocortisone

Infants born preterm are at an in-
creased risk of bronchopulmonary 
dysplasia. Therapeutic intervention 
using dexamethasone resulted in 
only short-term benefits and caused 
neurodevelopmental deficits. Subse-
quently this method was recommended 
against. Low-dose hydrocortisone 
therapy is now interesting researchers 
and its efficacy has been demonstrated 
previously. Researchers have now 
investigated the effect of low-dose 
hydrocortisone therapy on neurologi-
cal development at two years. Preterm 
infants across 21 French neonatal units 
were randomly allocated either low-
dose hydrocortisone (n=256) for 10 
days or placebo (n=267) and followed-
up for an average of 22 months to 
assess any difference in neurological 
outcome. No significant difference was 
found between placebo and low-dose 
hydrocortisone for neurodevelopmental 
development. Incidence of cerebral 
palsy and other major neurological 
impairments were similar between the 
two groups. For preterm infants, early 
administration of low-dose hydrocorti-
sone therapy for prevention of bron-
chopulmonary dysplasia did not result 
in a significant difference in adverse 
neurodevelopmental outcomes com-
pared to placebo. 
Baud O, Trousson C, Biran V, et al. Association be-
tween early low-dose hydrocortisone therapy in ex-
tremely preterm neonates and neurodevelopmental 
outcomes at 2 years of age. JAMA 2017; 317 (13): 
1329–1337.

Faecal transplant for 
ulcerative colitis 

The natural gut microbiota plays an im-
portant role in both health and disease. 
There is evidence that gut bacteria are 
implicated in ulcerative colitis. Faecal 
transplants have proven an effective 
therapy for many gastrointestinal ill-
nesses, but its use in ulcerative colitis 
is not well researched. A double-blind 
randomised trial has been set up to 
assess the efficacy of faecal transplants 
in the management of ulcerative colitis. 
Patients were randomly allocated to 
receive either faecal microbiota trans-
plant (intensive-dose and multi-donor) 
(n=42) or a placebo colonoscopic infu-
sion (n=43). The primary outcome was 
steroid-free clinical remission and endo-
scopic response at week eight. Micro-
bial changes were monitored through-
out. Primary outcome was achieved 
in 27% of faecal transplant patients 
versus 8% with placebo. No difference 
was observed in adverse outcomes. 
Gut microbiota diversity increased and 
persisted following transplantation and 
specific species were linked with certain 
outcomes. Intensive-dose, multi-donor 
faecal transplantation provides sig-
nificant symptomatic and endoscopic 
improvement in patients with active 
ulcerative colitis. 
Paramsothy S, Kamm MA, Kaakoush N, et al. Multi-
donor intensive faecal microbiota transplantation 
for active ulcerative colitis: a randomised placebo-
controlled trial. Lancet 2017; 389: 1218–1228.

Transfusion policies for 
gastrointestinal bleeds 

Blood transfusions are a universally ac-
cepted management for acute upper gas-
trointestinal bleeding. However, there is 
variation and debate among institutions 
regarding the thresholds for bleeding that 
must occur before a transfusion is indi-
cated. A meta-analysis and systematic 
review has compiled information from 
trials comparing hospital approaches that 
differ in how restrictive or liberal institu-
tions are in giving transfusions to patients 
with upper gastrointestinal bleeding. 
Outcomes including mortality, re-
bleeding, ischaemic events and average 
red blood cell transfusion number were 
compared between groups considered 
restrictive and liberal regarding transfu-
sion policy. Nearly 2000 patient records 
were included from five randomised 
trials (one of which was unpublished). 
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The restrictive group was associated with 
a lower rate of blood transfusion units 
and also with a significantly lower risk 
of mortality and re-bleeding events than 
the liberal transfusion group. No differ-
ence was observed for risk of ischaemic 
events. This study supports the imple-
mentation of more restrictive transfusion 
thresholds for adults with upper gastroin-
testinal bleeds. 
Odutayo A, Desborough M, Trivella M, et al. Restric-
tive versus liberal blood transfusion for gastrointesti-
nal bleeding: a systematic review and meta-analysis 
of randomised controlled trials. Lancet Gastro & Hep 
2017; DOI: 10.1016/S2468-1253(17)30054-7

Peptic ulcer disease and 
fibromyalgia 

Fibromyalgia is a complex syndrome 
and it is often a long time before any 
diagnosis is made after symptoms 
present. The syndrome can occur with 
multiple non-musculoskeletal features 
including gastrointestinal upset. A co-
hort study has been conducted to see if 
there is any correlation between fibro-
myalgia and incidence of peptic ulcer 
disease. The cohort study analysed data 
from over 25 000 patients aged 20 and 
over, diagnosed with fibromyalgia be-
tween 2000 and 2011. These patients 
were matched with a cohort containing 
over 100 000 controls without fibro-
myalgia. None of the patients had a 
diagnosis of peptic ulcer disease at di-
agnosis. Peptic ulcer disease was found 
to have a significantly higher incidence 
per 1000 person-years in patients with 
fibromyalgia versus the control group. 
Those with fibromyalgia were at a 1.40 
fold higher risk of peptic ulcer disease 
compared to the control population. 
Further analysis eliminated fibromy-
algia medications from any link with 
the higher incidence of ulcer disease. 
Peptic ulcer disease occurs at a higher 
rate in those with fibromyalgia. 
Wang KA, Wang JC, Lin CL, et al.  Association 
between fibromyalgia syndrome and peptic ulcer 
disease development. PLoS ONE 2017; 12 (4): 
e0175370. DOI: 10.1371/journal.pone.0175370

Dementia and heavy traffic
The incidence of major neurodegenera-
tive disorders is increasing and this is 
largely attributed to the increasing lon-
gevity of the population. It is important 
that we identify modifiable risk factors 
for these devastating illnesses. A group 
of researchers have conducted a study 
based on the growing concern that liv-
ing near major roads negatively impacts 

cognition. Incidence rates for dementia, 
Parkinson’s disease and multiple sclero-
sis were investigated for association to 
proximity of major roads. The popula-
tion-based cohort study included over 
6.5 million neurological disease-free 
adults in Ontario, Canada and assessed 
their residential postcodes for proxim-
ity to major roads and followed-up the 
participant population between 2001 
and 2012 for diagnosis of the above 
diseases. For dementia, the hazard ratio 
(HR) for dementia risk increased from 
HR 1 at 201–300 metres distance to HR 
1.07 for less than 50m. No association 
was found with Parkinson’s disease or 
multiple sclerosis.

Living close to heavy traffic was 
associated with a higher incidence 
of dementia in this large population-
based cohort.
Chen H, Kwong JC, Copes R, et al. Living near 
major roads and the incidence of dementia, Parkin-
son’s disease, and multiple sclerosis: a population-
based cohort study. Lancet 2017; 389: 718–726.

 
Antiandrogen therapy

in prostate cancer
There is a 30% risk of recurrence for 
men who have undergone radical 
prostatectomy for prostate cancer. 
Additional radiotherapy given to men 
demonstrating biochemical recurrence 
(through monitoring of prostate-specific 
antigen) is beneficial, however there is 
still risk of recurrence. A double-blind, 
placebo-controlled trial has investi-
gated if the addition of an antiandro-
gen therapy might further benefit men 
in this category and improve overall 
survival. Eligible patients (n=760) who 
had undergone prostatectomy and 
radiotherapy were randomly assigned 
either the antiandrogen drug bicalu-
tamide or daily placebo for 24 months. 
After follow-up at 12 years there was a 
significantly lower incidence of death 
in the bicalutamide group versus the 
control (6% vs 13%). Metastases oc-
curred in 14% of those given bicalu-
tamide versus 23% given placebo. Late 
radiotherapy associated adverse events 
were similar among both groups. 
However, there was a significantly 
higher risk of gynaecomastia in the 
bicalutamide group (70% vs 11%). 
Prostatectomy with salvation radiation 
therapy provides an increased overall 
survival for men with prostate cancer 
when complimented with 24 months of 
antiandrogen therapy.  
Shipley WU, Seiferheld W, Lukka HR, et al. Radiation 
with or without antiandrogen therapy in recurrent 
prostate cancer. NEJM 2017; 376: 417–428.

Prevention of sickle
cell pain crises 

A common feature of sickle cell disease 
is the occurrence of pain crises resulting 
from vaso-occlusion that is exacerbated 
by cell-cell interactions subsequent 
to upregulation of adhesion molecule 
P-selectin. Safety and efficacy of an an-
tibody drug that acts against P-selectin, 
crizanlizumab, has been assessed in a 
phase 2, double blind trial. Sickle cell 
patients (n=198) were randomised to 
receive either high dose crizanlizumab 
at 5mg perk kg weight or placebo 14 
times over a 52-week period. Those who 
were treated with crizanlizumab ex-
perienced a 45% lower average rate of 
crises over the year period compared to 
those on placebo. Time to first crisis was 
significantly longer with crizanlizumab 
than placebo at four months versus 1.4 
months. Crises without complication 
occurred at a 63% lower rate in the 
high-dose treatment group compared 
to placebo but some adverse effects 
including diarrhoea and vomiting were 
higher in the treatment group. 

Sickle cell patients receiving crizan-
lizumab experienced a significantly 
lower rate of pain crises than those 
given placebo. 
Ataga KI, Kutlar A, Kanter J, et al. Crizanlizumab for 
the prevention of pain crises in sickle cell disease. 
NEJM 2017; 376: 429–439.
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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. Clinical Review: Medicine
i)  What may be the cause of persisting symptoms (e.g. 

fatigue, malaise, pains) after recovery from an attack 
of Ebola virus infection?

ii)  Name four risk factors for the development of 
osteoporosis.

iii) Give two reasons for the decline in malaria 
prevalence in Africa over the last 15 years.

Q2. Clinical Review: Paediatrics
i) Which age group is the peak for hookworm infection
 a) 2-4 years
 b) Adults
 c) 5-15 years

ii) The best treatment for Trichuris trichiura is:
 a) Mebendazole
 b) Albendazole
 c) Albendazole + Oxantel pamoate

iii) The optimal method to control soil-transmitted 
helminths for children using anthelmintics is:

 a) Mass treatment of the community
 b) Treatment of school-aged children  

Q3. Medicine: Dizziness in older adults
i) What are the three underlying causes of dizziness 

that patients may experience?

ii) Patients presenting with dizziness should be fully exam-
ined. What should you focus when examining them?

Q4. Medicine: The physiology of ageing
i) After the age of 50, men lose bone mineral density 

at a rate of 1% per year, but at what rate do women 
lose bone density?

ii) Who is susceptible to changes in intravascular 
volume?

Q5. Medicine Digest
i) Patients treated with crizanlizumab experienced a 

lower average rate of sickle cell crises over a year 
period, but what was the percentage?

 a) 35%
 b) 45%
 c) 65%

Q1. 
i) Such symptoms may represent a ‘post-viral 

syndrome’ which can occur after recovery and viral 
clearance. However, there is now good evidence that 
true viral relapses of Ebola infection may occur, and 
that long-term viral carriage is possible.

ii) a)  Smoking
 b)  Excess alcohol
 c)  Steroid drugs
 d)  Family history
 e)  Caucasian ethnicity
  f)  Rheumatoid arthritis

iii) a)  Artemisinin-combination therapy
 b)  Insecticide impregnated bednets
 c)  Rapid diagnostics
 d)  Vector control

Q2.
i) b) Adults are more prone to get a hookworm 

infection.

ii) c) The best treatment for Trichuris trichiura is 
Albendazole + Oxantel pamoate.

iii) a) The optimal mehtod to control soil-transmitted 
helminths for children using anthelmintics is mass 
treatment of the community.

Q3.
i) Patients may experience symptoms of veritgo, 

presyncope and disequilibrium

ii) When examining patients presenting with dizziness, 
you should focus on the following:

 a) Erect and supine blood pressures
 b) Pulse
 c) Nystagmus
 d) Neurological examination
 e) Examination of gait
 f) Bedise hearing tests
 g) Provocation tests

Q4.
i) Women lose bone mineral density at a rate of 2-3% 

per year after menopause.

ii) The elderly are particularly susceptible to changes in 
intravascular volume, as the venous capacitance sys-
tem is less well equipped to buffer marked changes.

Q5.
i) b) Patients receiving treatment with crizanlizumab ex-

perienced a 45% lower average rate of sickle cell cri-
ses over a year period compared to those on placebo.

Answers

CPD Challenge
Questions
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Eye see (answers on page 34)

Abby, aged 65, a schoolteacher with a very healthy history, has come to you for a routine health 
check before retiring from work. Her only complaint was that she had had a recent chest infec-
tion that had lasted longer than usual (she is an ex-smoker), but that she otherwise felt well. 
However, you notice that her right upper eyelid droops more than her left, and that her left iris is 
more dilated than her right one. Asked about this she explains that her ‘eyes have been like that 
for a few years now and she isn’t bothered by them’. She has not lost weight recently and has no 
history of eye disease.

Q1 You are more concerned with her eye signs than her chest problem: which of the  
 following questions would you ask to further your initial differential diagnosis?
 (a) Have you noticed any lack of sweating in a part of your face?
 (b) Have you ever had double vision?
 (c) Do you remember any injury to your neck or head?
 (d) Have you had headaches or neck pain?
 (e) Have you ever been bitten by a snake?

Q2 What are the differential diagnoses in a person presenting in later life with ptosis  
 and anisocoria (unequal pupils), but no acute illness or condition?
 (a) Benign Horner’s syndrome.
 (b) Brainstem or spinal cord disease.
 (c) Disease in the lung apex, brachial plexus or neck.
 (d) Disease in the middle ear, cavernous sinus or orbit.
 (e) Carotid artery dissection.

Q3 Shining a light into her eyes revealed that the right pupil (the narrower one) dilated  
 more slowly with the light than the left one. However, both pupils did react to light  
 and accommodation, and the pupils were both evenly round. The iris colour was  
 the same in both eyes. She had 6/6 vision in each eye, normal intraocular pressures  
 and healthy optic discs. She did admit that the side of her face with the ptosis ‘feels  
 drier’ than the other side. Which of the above diagnoses do these findings make  
 extremely unlikely?
 (a) All but benign Horner’s syndrome.
 (b) None of them.
 (c) Carotid artery dissection.
 (d) Central nervous system disease.

Q4 A drop of 1% apraclonidine was applied to both eyes. Within one hour the   
 constricted pupil dilated and the ptosis improved substantially. Which of the   
 following investigations do you think are now needed to establish the diagnosis?
 (a) Urgent CT or MRI scans of the brain.
 (b) Similarly urgent scans of the cervical and upper thoracic spine.
 (c) The scans can be ordered but there is no urgency – a six week delay is acceptable.
 (d) Chest X-ray.
 (e) Further tests can be delayed until after a detailed neurological review.

Q5 Aside from Abby’s case, if ptosis and pupillary change occurs acutely in an adult,  
 which of the following must you rule out?
 (a) There may still be no apparent cause.
 (b) Tumours in the central nervous system.
 (c) Lung cancer.
 (d) Carotid artery dissection.
 (e) Neck trauma.
 (f) Snake bite.
 (g) Chronic sinusitis and orbital infection.
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Primary care again under the 
spotlight
This journal has repeatedly returned to the issue of nigeria’s primary 
care sector development… or lack of it. We’ve opined over the 
complex relationship between Federal, State and local government, 
and we’ve pondered over whether the national Health act can 
provide the impetus to deliver the intended service, but we’ve 
usually ended up simply wringing our hands at our inability to 
intervene effectively and make things happen.

This issue ought to hit a few raw nerves.  in the two articles by 
Felix Obi and Shima gyoh, the abject realities of the situation are 
laid bare. Primary Health Care (PHC) is not working because it is 
not funded, and all too often no one is taking responsibility. Health 
workers are developing a parallel ‘service’ which involves significant 
quackery and untold danger to life to those forced into using some 
of the centres.

We can only hope that the current Federal plan to revitalise 
10 000 primary care centres can be rolled out in record time. as 
Professor isaac adewole noted at the launch ‘if our PHC system 
works well, 70% of our health problems will be covered’. But 
as we all know it is not just about getting funds from the Basic 
Healthcare Provision Fund allocated, the staff need managing. From 
our findings, there is a ‘wild West’ out there of people delivering 
care with little training and no supervision. it isn’t their fault, it is 
the system which has left them to fend for themselves and do what 
they believe is the right thing. a mountain of change is needed and 
it is perhaps encouraging that the national Primary Health Care 
Development agency is targeting a realistic initial intervention of 
just 109 centres for revitalisation. getting the infrastructure right 
is a small part of the equation, getting the right staff appointed, 
motivating them, and then supervising them adequately is the much 
trickier part of the equation. But unless this aspect is truly addressed, 
and funds are set aside to ensure continuity of the process, then the 
initial spend on revitalising the infrastructure will simply be a waste 
of money and time. nigerian’s deserve better.

a revealing insight in Shima gyoh’s article was the comment 
that the centre he visited in Benue State was surviving in part 
because a percentage of the wages of the staff was being paid out 
of the President’s emergency Plan for aiDS relief (PePFar) funds as 
distributing antiretrovirals was a part of the centre’s role. i wonder 
if anyone has considered what might happen to the PHC system if 
President Trump reels in the PePFar programme? indications are that 
he won’t do this (Congress won’t let him) but with a president who 
changes his mind quite as much as this one, who knows! But the 
reality is that a significant proportion of nigeria’s public sector health 
delivery is dependent in one way or another on continuing aid flows. 
it would make for an intriguing study to ascertain how much?

Bryan Pearson
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recently, i was part of a federal delegation that visited 
some primary health centres (PHCs) in one of the states 
in the South-east. We chose the highest category among 
the class of PHCs; that catered to a large population 
within their catchment areas. For the delegates, what 
we saw shocked us. Majority of the PHCs all operated 
far below their potential to deliver the basic minimum 
package of essential services that was envisioned for 
delivery at the PHC level. We met mainly pregnant 
women attending antenatal classes and nursing mothers 
who brought their children for immunisation and 
other childcare services. While the facilities have not 
been renovated in the last couple of years, what is 
more troubling is the sorry state of the delivery couch 
and lying-in beds and other basic equipment needed 
for providing care to patients. it is not surprising that 
although nigeria has over 30 000 PHCs, only about 
20% of these facilities are functional to some degrees.

From this experience, some things stood out for me: 
a) PHCs lack operational budgets 
 The PHCs are expected to be funded by the local 

government areas (Lgas), but they receive little 
or no budget to cover their operational costs for 
essential drugs and consumables. Where drug 
revolving schemes operate, they literally are run 
by the PHC staff that is ‘in-charge’ of the facility, 
who make arrangements with private pharmacies 
or patent medicine stores to get their supplies, 
and patients may not be so sure of the quality of 
drugs they are provided. With no budget to cover 
operational costs, patients are constrained to buy the 
basic things needed for their care: drugs, syringes, 
gloves, bandages, you name it. Those that have bank 
accounts hinted that they were opened for them by 
a donor agency which sends money to PHCs for 
specific outreaches and immunisation campaigns.

b) PHC staff are owed salaries
 although the PHC staff in most of the facilities we 

visited were owed salaries for a couple of months, 
they still did not abscond from their duty posts. On 
further scrutiny, what became clear was that they had 
inadvertently turned the facilities into their ‘private 
consulting clinics’ where patients are treated and 
after remitting the needful to the Lga coffers, the rest 

they used to maintain their families and any excess 
was used to run the clinics. and if the Lgas are only 
interested in revenues generated by PHCs they may 
lack the ethical grounds to confront the problems 
faced by PHCs.

c) PHCs are underutilised
 We visited a PHC facility within a sprawling 

community but it had only one patient; a woman 
in labour, and from the records, an average of three 
patients attend that PHC daily. On further enquiry, 
we learnt that although lots of women register and 
attend the antenatal classes, they literally deliver in 
religious homes or attended to by traditional birth 
attendants (TBas), and one would have thought TBas 
are only popular in northern nigeria where skilled 
birth attendants are limited in supply. if nigeria is 
to provide universal health coverage to population, 
barriers to access to care at PHCs need to be 
addressed, otherwise these facilities will only be 
mere buildings.

d) Supportive supervision of PHC staff
 if PHCs are properly monitored and supervised 

regularly by the state and Lga authorities, some 
of these operational and technical challenges can 
easily be identified and addressed promptly. and 
save for opportunities to attend workshops organised 
by donor agencies for their respective programmes, 
majority of PHC staff rarely undergo continuous 
professional development programmes organised by 
the state or Lga. 

Rebuilding trust in our primary health centres
The neglect suffered by PHCs over the years may have 
contributed to the general apathy and lack of trust in 
the quality of services they offer by the citizenry. For 
the PHC revitalisation Programme being implemented 
by the Federal Ministry of Health (FMOH) and national 
Primary Health Care Development agency (nPHCDa) 
to succeed, extensive engagement with the state 
governments, Lgas and host communities (where Phcs 
are located) need to be done. Beyond the renovation 
of dilapidated health facilities and replacement of 
dysfunctional equipment with new ones, there has to be 
discussions on how the states and Lgas can ensure the 
regular provision of budgets to cover operational costs 
for providing care by these PHCs. Lack of operational 
budget or impress has been the bane of most PHCs, and 

The new push for the revitalisation of 
Primary Health Care in nigeria
In the first of two special reports on Primary Health Care, Felix Abrahams Obi  
reports on the huge challenges facing the sector, and on those wishing to 
breathe new life into it
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the responsibility lies squarely with the state and Lgas 
in this era of PHC-under-One-roof (PHCUOr). 

in the proposed 2017 budget, nPHCDa earmarked 
substantial amount for the revitalisation of about 1000 
PHCs across the country, and it is hoped that beyond 
the refurbishing of these facilities, government will 
cover their operational costs as well. One headache that 
PHC advocates grapple with is the sustainable financing 
of one of the key pillars of PHC; routine immunisation. 
With nigeria’s graduation from gaVi support on course, 
one wonders what plans have the state governments 
and Lgas have put in place to bridge the gap in 
funding occasioned by this development, against the 
backdrop of declining government revenue. The FMOH 
has proposed setting-up an immunisation Trust Fund 
to provide financial cushion when donors leave, and 
sustainable financing of services offered at PHCs should 
be one that federal and state governments should take 
seriously. and if other donors will continue to support 
the delivery of immunisation services at PHCs after 
the final exit of gaVi, the weak fiduciary systems that 
encourage embezzlement of government and donor 
funds need to be strengthened, and it is commendable 
that the new executive Director of nPHCDa, Dr. Faisal 
Shuaibu sees this as one of his priorities.

Addressing workforce challenges through 
adoption of primary health centres by higher 
levels of care
Most PHCs lack the right number and mix of qualified 
personnel needed to provide the basic minimum 
package of services. although several schools of 
nursing and midwifery produce nurses and midwives 
regularly, many of them remain unemployed while our 
PHCs suffer from lack of qualified personnel. When 
not guaranteed the access to quality care, patients are 
constrained to seek care at general hospitals and tertiary 
hospitals. Moreover, the referral system in nigeria lacks 

gatekeeping process that ensures the seamless referral 
of cases from lower to higher levels of care. While that 
may not be sorted out in the nearest future, the idea 
of secondary and tertiary health institutions adopting 
PHCs within their catchment areas have been advanced 
by experts. House officers and resident doctors-in-
training can gain additional experience consulting in 
PHCs, and Society of gynaecology and Obstetrics of 
nigeria (SOgOn) have also considered having their 
members help deliver babies at PHCs where skilled 
birth attendants are often lacking. When patients within 
a community know that doctors will visit their PHCs on 
specific days of the week, their confidence will likely 
rise and the apathy will fade with time. May it’s about 
time this notion of adopting PHC is institutionalised and 
sorted out. Managing the fragmentation of duties among 
PHC cadre staff at the Lga level appears tricky with 
environmental Health Officers working in isolation from 
Community Health extension Workers (CHeWS). and 
with the planned engagement of 200 000 Village Health 
Workers by nPHCDa across the country, there is need 
to critically review the dynamics that played out since 
the introduction of CHeWS into the health sector.

Conclusion
Overall, the plan by the government to anchor its 
universal health coverage agenda on the revitalisation 
of the PHC system is commendable. it is imperative for 
the FMOH and nPHCDa to continually interrogate the 
implementation process and review lessons from past 
PHC revitalisation schemes to ensure that refurbished 
PHCs don’t end up as abandoned buildings overgrown 
by grass. The community and Lgas remain a vital 
link in the PHC value chain, and their engagement, 
participation and ownership of the whole process is 
crucial for its success. after all, PHCs belong to the 
people in the communities where they are located, and 
for whom they were established.
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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.

nigeria has just produced the third edition of its 
national Health Policy. The first, launched in 1988 had 
a three tier structure with primary health care (PHC) 
as the foundation, secondary health care consisting of 
general hospitals as its main body, and teaching and 
specialty hospitals at the apex. it has been tweaked, but 
the structure remains the same.

There is no doubt that if the country had properly 
secured the foundation, the picture of the health of the 
people would have been very different. The foundation 
was unfortunately neglected, thus compromising 
the integrity of the entire structure. Comprehensive 
Health Centres (CHCs) were the most advanced 
stage of PHC. Often compared to ‘cottage hospitals’ 
they were supposed to function as such for relatively 
minor conditions and to have a resident doctor and 
Community Health Officers (CHOs). Their services were 
primarily outpatient, and they would have facilities 
for rapid transfer of emergencies to their supervisory 
hospitals. They were supposed to be strong in laboratory 
services, have portable X-ray facilities and adequate 
pharmaceutical services to supply the drug needs of 
patients. The resident doctor would provide outpatient 
clinics, conduct some minor operations and admit 
patients that needed observation for a few days. How 
does the neglect of PHC affect these Centres?

On Tuesday 21st February, i visited the CHC 
at garagboghol, Shorov District of Buruku Local 
government. although it is part of the health services 
of a religious organisation, the nKST, it was involved 
in the development of PHC networks of the 1980’s 
Federal government efforts to establish PHC units in a 
number of states that could be replicated by each State 
government to cover its entire area of jurisdiction. 
These efforts fizzled out and the facilities degenerated, 
and the state of affairs at this centre represents a stage 
many might have gone through.

The institution occupies sprawling grounds beside 
the gboko—Katsina-ala road ten minutes’ drive from 
its supervisory hospital at Mkar, though the road itself 
has become so degenerate that it takes half an hour to 
sink and rise over the numerous potholes and rubble 
over the sharp-edged corrugations pock-marking the 
surface of what was once a tarred road. it is headed by 
a Community Health extension Worker (CHeW), who 
conducted me around and gave the information in this 

narrative. She said a doctor from Mkar pays about two 
administrative visits a year, but their ‘Health Training 
institute’ receives more frequent attention.

The CHC has a reception area, a pharmacy, a 
laboratory and two admission wards. There is a delivery 
room that also serves as the operating theatre. it has 
a department of medical records, and a cashier. The 
pharmacy boasts of a split unit air conditioner in the 
drugstore and three refrigerating units, but all electrical 
appliances do not work because the power that 
occasionally reaches the centre for short intermittent 
periods is too weak to work any machine, and here 
is no generator. The staff that runs their email services 
uses his small personal generator. The facility cannot 
keep temperature sensitive drugs and vaccines. it has 
only one borehole with a hand-operated pump, and no 
installed pipes for distribution of water. it is obvious that 
hand washing would be quite a process. Lack of power 
supply would make it difficult to work after dark. The 
premises also accommodate a busy private mortuary 
that preserves bodies by embalmment.

The centre has a staff strength of 19 headed by a 
CHeW of which there are two plus a junior CHeW. 
There are two lab attendants, five auxiliary nurses 

Unsupervised, unadopted, and unhealthy
Shima Gyoh pays an unscheduled visit to a Comprehensive Health Centre in 
Benue State. Sadly, his findings are probably typical of many such centres



Africa Health Nigeria 45

nigeria

May 2017

and birth attendants, all PHC trained. The rest of the 
staff consist of laboratory attendants, a laboratory 
technician, cleaners and guards. There are no 

supervisory clinical visits from anywhere. although i 
arrived just before midday when activities should be at 
their peak, there were no patients around. i was told 
the average daily attendance was between five and 10, 
and 10 others attending for HiV services. The Centre 
is therefore not financially viable, and staff salaries are 
subsidised by donor agencies that fund HiV and malaria 
services. it would appear that most patients patronise 
numerous health institutions situated at Tyowanye, the 
village market located about two minutes’ drive up the 
road. These are run by private practitioners who were 
once associated with hospitals as nurses or attendants, 
but none with formal medical training. Their services 
include surgical operations!

There is no doctor and no staff of CHO grade. 
The institution treats malaria, malnutrition, diarrhoea, 
hepatitis, HiV, and provides midwifery services. 
They sometimes have cases for operation, like acute 
appendicitis or strangulated hernias. They call a Theatre 
attendant who (illegally) practices surgery.

Theatre attendants were ‘trained’ by the health 
services of the nKST Mission and widely used in 
the past, resulting in high mortalities and many 
complications such as urinary and faecal fistulae. 
Hysterectomies in attempts to arrest torrential 
haemorrhage were sometimes done without informing 
the patients as i found out in 2004 when i was at 
the receiving end as the Medical Superintendent 
of the nKST hospital, Mkar. i stopped the system at 
that time, but the activity of these Theatre attendants 
masquerading as doctors brings in considerable revenue 
to the nKST Mission, and despite the powerful reasons 
i advanced, the church remained ambiguous and silent 
on the issue. The most frightening nightmare in this 
Centre is that Birth attendants are conducting deliveries 
on pregnant women who did not have antenatal care 
and in the absence of any ambulance to rapidly covey 
life-threatening emergencies to the hospital. With the 
only health institution that could give them reliable 
services abandoned, the inhabitants, often too poor 
to seek for alternatives, are constrained to patronise 
services of quacks and poorly trained practitioners, 
and to accept without complaint every death and 
complication as the will of god.

The CHC supports an ‘institute’ that trains birth 
attendants, laboratory attendants and voluntary health 
workers. The intake for this one-year programme used to 

be around 30, but is now 22. The students 
pay fees which constitute the bulk of the 
remuneration for their teachers. Teaching 
is supplemented by lectures from the 
local government staff and some from the 
private sector. at the end of their training, 
they are certified by the School of Health 
Technology at Mkar. They work for nKST, 
private institutions or set up their own 
unregulated private practices.

The staff claimed that the Centre 
receives adequate quantities of 
antiretroviral drugs which are distributed 
free to patients. although it has the staff, 
the Centre cannot provide laboratory 
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services for lack of appropriate machines, reagents and 
power. Blood samples for CD4 count, for example, are 
sent to adikpo, further away than Mkar to a laboratory 
that belongs to an international donor agency that 
does it free.

The Federal government has recognised the crying 
need to resuscitate PHC, but it is not clear which tier 
of government would do it. The local governments 
whose job it really is are presently the weakest tier. 
in most states, they have been converted into the 
political agents of state governors. instead of conducting 
democratic elections, the governors appoint their 
political acolytes as caretaker committees. if the 
government’s stated intention to achieve universal 
health coverage through PHC is to be realised, the 
present uncertainties surrounding its implementation 
need rapid solution. i understand that some state 
governments, namely gombe and Lagos plan to 
implement PHC through partnership with the private 
sector. This would be exciting, but what would be the 
role of the Local governments? Comprehensive Health 
Centres should constitute the seamless interphase 
between primary and secondary healthcare services 
and their strength and ability to efficiently transfer 
emergencies higher up the system are important 
determinants that would attract the public to use PHC 
rather than kill it by going straight to the hospitals with 
even minor complaints.
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The partnership-based approach between hospitals 
is a proven mechanism to strengthen relationships, 
promote bi-directional learning, and provide a 
sustainable platform for co-development of ideas and 
implementation approaches to improve healthcare. One 
example of a successful partnership is the World Health 
Organization (WHO) african Partnerships for Patient 
Safety (aPPS) programme that has been implemented 
in over 20 african countries since 2009. aPPS is based 
on hospital twinning partnerships, whereby a hospital 
in a high resource setting is partnered with a hospital 
in a limited resource setting with the goal of improving 
patient safety and quality. aPPS advocates for patient 
safety as a precondition of healthcare delivery and 
catalyzes a range of actions to strengthen health systems, 
builds local capacity, helps reduce medical errors and 
prevents patient harm. The programme acts as a conduit 
for patient safety improvements that can spread across 
countries, uniting patient safety efforts through bi-
directional learning through partnership exchange visits 
and virtual communication through regular phone calls.

The Johns Hopkins Medicine armstrong institute for 
Patient Safety and Quality (ai) launched an ai-aPPS 
partnership in 2014 with three hospitals in africa: 
1) Jackson F Doe Hospital, Liberia, 2) Kiir Mayardit 
Hospital, South Sudan, and 3) Kiwoko Hospital, Ugandan 
Protestant Medical Bureau (UPMB), Uganda. ai-aPPS 
kicked off its partnerships during a three-day meeting 
in Baltimore, USa, with the fundamental belief that 
co-development of solutions is critical for the success 
and sustainability of any initiative. attended by staff 
from three african hospitals, WHO Service Delivery & 
Safety Department and ai, the partners worked together 
to define the principles of their partnership 
and co-developed a partnership plan focusing 
on key patient safety action areas of interest 
to the african partner hospitals, including 
hand hygiene, healthcare waste management, 
infection prevention, safe surgery, and 
medication safety. 
ai’s mission of partnering with patients 
and loved ones from a place of respect and 
humility to end patient harm, improve patient 
outcomes and eliminate waste from the 
system provided an environment of continual 
learning. in this setting, validated quality 
improvement tools that have been widely 

used in the US were adapted for use in local african 
hospital settings. Through technical exchange visits 
and phone meetings, the ai-aPPS partnership has 
highlighted three key learnings: 
1) Local patient safety hospital champions are the 

primary agents for implementation and change; 
2)  Local innovations for quality improvement has the 

potential for sustainability and regional spread; 
3)  South-to-South learning is essential for sustainability. 

ai’s principle of doing things ‘with people’ instead of 
‘to people’ has shaped the collaborative nature of the 
relationship, and this principle is the cornerstone of 
the partnership.  
Local patient safety champions are critical in 

generating ideas, getting buy-in from frontline staff and 
creating innovative approaches to fit local context. 
Dr. James nyontinyo from Kiwoko Hospital in the ai-
aPPS Uganda partnership is an example of one such 
champion. a chief surgeon who is well-respected by 
patients, hospital staff and national level stakeholders, 
he has promoted the implementation of hand hygiene, 
health care waste management activities and the 
Comprehensive Unit-based Safety Programme (CUSP). 
CUSP was developed at ai and is a systematic approach 
that has been shown to reduce hospital-acquired 
infections in the US. recognising the success of the 
CUSP trainings for healthcare providers, the ai-aPPS 
team launched the first african CUSP training at Kiwoko 
hospital that focused on using multidisciplinary teams 
to understand the science of safety and identify system-
level defects to avoid patient harm. noting that this 
type of training needs to be adapted to fit the local 
context, CUSP was adapted in several ways including 

Co-developing a new kind of partnership to 
improve the quality of health services in africa
Lopa Basu and colleagues report on a special USA/Africa initiative to 
champion patient safety

Lopa Basu, Nancy Edwards-Molello, and Albert 
Wu are from the Johns Hopkins Medicine 
Armstrong Institute for Patient Safety and Quality.
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utilising local vocabulary in the training materials and 
extending standard one day of training to two-days to 
permit more group learning and dialogue. Champions 
such as Dr. James and lead nursing staff at Kiwoko 
hospital played a key role in promoting the CUSP 
model by directly participating in the training and 
modeling the approaches described in CUSP. Dr. James 
explained the impact at his hospital: ‘Before CUSP there 
was a sense of despair-knowing what was unsafe but 
feeling disempowered to speak up and save the day. 
During the introduction of CUSP it was very difficult 
to comprehend the concept though we felt we needed 
a solution to our challenges regarding patient safety. it 
feels more comfortable to be motivated by patient safety 
than by fear for litigation. Slowly the hierarchal culture 
is crumbling and some of the most feared doctors are 
beginning to embrace and ask for alternative to getting 
things done mentioning if CUSP could help. During 
some challenges faced i have heard some staff say 
‘CUSP will help solve that’.’

Similarly, Dr. Lawrence Sherman from the aPPS-ai 
Liberia partnership is the CeO & Medical Director 
at Jackson F. Doe (JFD) Hospital in Tappita, Liberia is 
another local champion. He has engaged with national 
stakeholders on quality improvement activities and 
findings from JFD will be shared with other aPPS 
partner hospitals in Liberia, including other aPPS 
Liberian hospitals and their partners including nagasaki 
University in Japan and eSTHer France. Dr. Sherman 
explains: ‘The regional spread of information and 
knowledge within Liberia and other aPPS network has 
been invaluable, not because it provides information on 
the methods of how others have achieved sustainable 
and quality healthcare in their own setting, but because 
it provides us with an opportunity to participate and 
design our healthcare practices to conform to the 
dynamics in our own locale.  The aPPS network will 
continue to be the platform for sharing rather than one 
of imposition of ideas and realities that may be solely 
alien and not applicable in all settings.’

in addition to partnership exchange visits with 
ai team members to JFD, exchange visits have also 
included national and subnational level stakeholders 
and other aPPS partners working with hospitals in 
Liberia. The next phase of engagement will include a 
cross learning session between aPPS partners including 
nagasaki University staff with ai staff on specific 
tools and trainings used by each partner group. This 
engagement will serve to enhance each of the twinning 
partnerships. national level stakeholders from the 
Liberia Ministry of Health have been committed to this 
partnership-based approach and understand the critical 
need for regional coordination and shared learnings on 
facility level quality improvement efforts. Continued 
engagement with national level stakeholders in Liberia 
and twinning partners in Liberia including eSTHer 
France are promoting sustainable mechanisms for 
shared learning both nationally and globally. 

in an effort to enhance technical capacity for local 
patient champions, the aPPS-ai team has learned 
that sharing stories from local context including 
challenges and successes for quality improvement 

approaches is a key opportunity. With a focus on 
hand hygiene for infection prevention, the Kiwoko 
hospital pharmacist travelled to Kisiizi hospital in 
another region in Uganda to learn how to produce 
local alcohol based handrub (aBHr) using the WHO 
guide to Local aBHr Production. Kisiizi hospital was 
one of the first wave aPPS partners in 2009 and was 
well-experienced in producing local aBHr and after 
the aPPS-ai programme launched, the opportunity 
to have the Kiwoko hospital pharmacist learn from 
a local Uganda pharmacist on how to produce the 
aBHr promoted shared learning and also helped to 
strengthen relationships across the Ugandan Protestant 
Medical Bureau (UPMB) network, where both Kiwoko 
and Kisiizi hospitals are partners. Furthermore, due to 
the security challenges for Hopkins ai staff to travel 
to South Sudan, Kiir Mayardit hospital staff traveled 
to Kampala, Uganda twice for in-person patient 
safety trainings which included hand hygiene, patient 
safety culture and healthcare waste management. Kiir 
Mayardit physician and local patient safety champion, 
Dr. nyok Bol explains: ‘This partnership, with inclusion 
of South-South learning, builds the capacity of the 
health care providers in South Sudan and allows us to 
catch-up and be updated with the dynamic changes that 
are happening in the field.’ 

The ai-aPPS programme has built a strong 
foundation of bi-directional learning as a platform for 
facility-level quality improvement. engaging with local 
patient safety champions and promoting technical 
capacity building training programmes through South-
South learning are critical factors in the co-creation 
of a successful partnership. Solutions that have been 
adapted to the local context and creating mechanisms 
both virtual and in-person to strengthen relationships 
between people have continued to promote knowledge 
generation on quality improvement efforts at the facility 
level. This programme is a concrete example of how 
to reach the Sustainable Development goal 17 to 
revitalise global partnerships and can be a model to 
improve quality health services in africa and beyond.

Reference
http://www.who.int/gpsc/5may/Guide_to_Local_Production.pdf

african Partnerships for Patient Safety (aPPS) was 
established in 2009 in response to the political 
commitment on patient safety emanating from 
the WHO aFrO region. The programme engages 
closely with WHO Member States and frontline 
healthcare professionals in an area of the world 
where advancing safety and quality of care has been 
very difficult. aPPS has had a recent name change 
to Twinning Partnerships for improvement (TPi) as 
hospital partnerships have expanded beyond the 
african region.

Please visit the following link to learn more and 
register for aPPS: http://www.who.int/patientsafety/
implementation/apps/en/

and to learn more about TPi please visit: http://
www.who.int/csr/resources/publications/ebola/
twinning-partnerships-package/en/



May 2017

EAST And 
SouThErn 

AFrICA

Is private medical practice a hindrance to 
universal healthcare in sub-Saharan Africa?
Dr. Joe Aluoch observes the difficult relationship between the work of 
private practioners and the ideals of universal health care. Can they realign? 
Unlikely within the current healthcare model?

Achievement of internationally adopted goals of 
universal healthcare (uh) in Africa requires effective 
use of all available health resources in every country. 
Important among these resources is the supply of 
Physicians, not only because of the services the 
doctors can directly provide, but because of the 
leadership they can give in healthcare teams and the 
network of health services delivery in a country. Since 
physicians are always in limited supply in sub-Saharan 
countries; the allocation of their time and services 
in relation to the needs of the national population 
is of paramount importance. unfortunately, a large 
percentage of the physician’s time in sub-Saharan 
Africa is allocated to a minority of the population, 
leaving the majority ill served.

Private for-profit healthcare and concern over its 
failure to deliver social benefit remains a challenge 
in achieving a well-functioning healthcare system. 
A properly functioning healthcare system can be 
regarded as one that assures quality delivery of 
services in response not only to health needs but also 
to private demand, and guarantees provision of care 
to both rich and poor people. Although in principle a 
well functioning health system can encompass both 
private and public medical centres, private healthcare 
providers tend to do rather poorly on some parameters, 
for instance market skimming through padding of fees 
especially by  medical specialists, often unnecessary 
diagnostic tests, purveying of ‘false medicine’ and 
large gaps in coverage.

unlike in most other social service domains, 
health service providers in the public sector must 
compete with others in private practice. not 
surprisingly, especially in sub-Saharan Africa, the 
market for private medical services is increasing 
as the public medical facilities become over-
stretched due to high demand. The achievement 
of uh, which remains a major goal across 
the entire region, depends on improvement of 
both individual and community behaviors and 
includes several other factors, including improved 
environmental conditions and other economic 
factors. Medical care alone cannot be expected to 
achieve universal health in the continent. Moreover, 
the health of the population must be considered not 

only as a final aim, but also as a vital instrument for 
economic development.

one defining characteristic of private medical 
care is that it is not regulated by public need; rather 
it follows the impersonal and uncaring dictates of the 
marketplace. In that way, therefore, private healthcare 
service may constitute a veritable obstacle to uh. For 
instance, private medical practice as a profit-making 
enterprise is hardly likely to become involved in the 
implementation of preventive measures. doctors in 
private practice often give freedom to citizens to choose 
what kind of care they need and can afford. By frequent 
hospital admission, their professional fees, expensive 
diagnostic procedures and therapy, doctors in private 
medical practice generate a high percentage of the total 
health bills of any nation. doctors’ private practice may 
often be wasteful in regards to excessive investigations, 
prescription of expensive drugs and frequent and 
prolonged stay in hospital. In reality, doctors in private 
practice often carry out diagnostic procedures more 
often than strictly necessary, make too much use of 
intensive care unit facilities and perform some surgeries 
more often than warranted by clear clinical indication. 
Private doctors are interested more in medical care than 
healthcare and more orientated to the curative than the 
preventative. This situation often places severe demand 
on resource allocation for health service in these low-

income countries.
The ideal situation 
is that sub-Saharan 

countries would 
channel maximum 

health 

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. 
Email: aluochj@gmail.com
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expenditure into public services to achieve universal 
healthcare (uhC). Achieving good public health 
services would make the demand for private medical 
practice decline spontaneously. In fact, the key to 
achieving uhC in sub-Saharan Africa would be to 
develop an effective task quality which will transform 
the current relatively large private health expenditure 
in these countries to public expenditure. This would 
be ideal, but bringing it to pass is no walk in the 
park, not least because of systematic distortions and 
powerful vested interests 
in the private sector. In 
consideration, therefore, 
achieving uhC in sub-
Saharan Africa remains 
a distant goal into the 
foreseeable future.

The majority of highly 
trained doctors in sub-
Saharan Africa are in full 
time or part-time private 
practice, depriving the 
public service of their 
contribution to uh. This 
concentration of highly 
trained physicians in private medical 
practice deprives the national public healthcare system 
of much-needed support, including in the training of 
healthcare personnel, qualified participation in health 
promotion and disease prevention for the majority of 
the population. Most importantly, it denies the public 
health system critical expertise needed in research to 
expand knowledge in the health sciences.

An inescapable evil of private healthcare is that 

doctors’ fees may be too high and thus require 
supplementation from the patients’ pockets. Thus, 
inadvertently or not, the well-to-do will be favoured 
over the under-privileged. In addition, private 
healthcare often lays far greater emphasis on treatment 
rather than prevention, and specialist practice is 
favoured over general practice. Concomitantly, the 
concentration of services is to be found in the urban 
areas where the populace typically enjoys a higher 
purchasing power.

In light of some of these challenges, what can 
developing countries seeking to achieve uh do? 

There is no doubt that the remuneration of 
doctors in keeping with their expected 

standard of living may be a 
driving force for most of the 

specialists opting for private 
practice. This situation 

accepts inequalities 
as inevitable and 
implicitly assumes 
that the possibility of 

achieving uh is slim 
indeed. It is such assumptions 

that bedevil all attempts at achieving 
uh, cynicism quickly setting in to 

turn otherwise well-meaning initiatives into 
a mockery. Thus, any serious attempt must first and 
foremost tackle these underlying assumptions and 
philosophies, improve public healthcare provision, 
improve the lot of medical personnel in the public 
health system, incentivize preventative medical 
education, and involve citizens and all stakeholders in 
a comprehensive healthcare approach.
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Co-developing a new kind of partnership to 
improve the quality of health services in Africa
Lopa Basu and colleagues report on a special USA/Africa initiative to 
champion patient safety

The partnership-based approach between hospitals 
is a proven mechanism to strengthen relationships, 
promote bi-directional learning, and provide a 
sustainable platform for co-development of ideas and 
implementation approaches to improve healthcare. one 
example of a successful partnership is the World health 
organization (Who) African Partnerships for Patient 
Safety (APPS) programme that has been implemented 
in over 20 African countries since 2009. APPS is based 
on hospital twinning partnerships, whereby a hospital 
in a high resource setting is partnered with a hospital 
in a limited resource setting with the goal of improving 
patient safety and quality. APPS advocates for patient 
safety as a precondition of healthcare delivery and 
catalyzes a range of actions to strengthen health systems, 
builds local capacity, helps reduce medical errors and 
prevents patient harm. The programme acts as a conduit 
for patient safety improvements that can spread across 
countries, uniting patient safety efforts through bi-
directional learning through partnership exchange visits 
and virtual communication through regular phone calls.

The Johns hopkins Medicine Armstrong Institute for 
Patient Safety and Quality (AI) launched an AI-APPS 
partnership in 2014 with three hospitals in Africa: 
1) Jackson F doe hospital, Liberia, 2) Kiir Mayardit 
hospital, South Sudan, and 3) Kiwoko hospital, ugandan 
Protestant Medical Bureau (uPMB), uganda. AI-APPS 
kicked off its partnerships during a three-day meeting 
in Baltimore, uSA, with the fundamental belief that 
co-development of solutions is critical for the success 
and sustainability of any initiative. Attended by staff 
from three African hospitals, Who Service delivery & 
Safety department and AI, the partners worked together 
to define the principles of their partnership 
and co-developed a partnership plan focusing 
on key patient safety action areas of interest 
to the African partner hospitals, including 
hand hygiene, healthcare waste management, 
infection prevention, safe surgery, and 
medication safety. 
AI’s mission of partnering with patients and 
loved ones from a place of respect and humility 
to end patient harm, improve patient outcomes 
and eliminate waste from the system provided 
an environment of continual learning. In this 
setting, validated quality improvement tools that 
have been widely used in the uS were adapted 

for use in local African hospital settings. Through 
technical exchange visits and phone meetings, the AI-
APPS partnership has highlighted three key learnings: 
1) Local patient safety hospital champions are the primary 

agents for implementation and change; 
2)  Local innovations for quality improvement has the 

potential for sustainability and regional spread; 
3)  South-to-South learning is essential for sustainability. 

AI’s principle of doing things ‘with people’ instead of 
‘to people’ has shaped the collaborative nature of the 
relationship, and this principle is the cornerstone of 
the partnership.  
Local patient safety champions are critical in 

generating ideas, getting buy-in from frontline staff and 
creating innovative approaches to fit local context. 
dr. James nyontinyo from Kiwoko hospital in the AI-
APPS uganda partnership is an example of one such 
champion. A chief surgeon who is well-respected by 
patients, hospital staff and national level stakeholders, 
he has promoted the implementation of hand hygiene, 
health care waste management activities and the 
Comprehensive unit-based Safety Programme (CuSP). 
CuSP was developed at AI and is a systematic approach 
that has been shown to reduce hospital-acquired 
infections in the uS. recognising the success of the 
CuSP trainings for healthcare providers, the AI-APPS 
team launched the first African CuSP training at Kiwoko 
hospital that focused on using multidisciplinary teams 
to understand the science of safety and identify system-
level defects to avoid patient harm. noting that this 
type of training needs to be adapted to fit the local 
context, CuSP was adapted in several ways including 
utilising local vocabulary in the training materials and 

Lopa Basu, Nancy Edwards-Molello, and Albert 
Wu are from the Johns Hopkins Medicine 
Armstrong Institute for Patient Safety and Quality.
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extending standard one day of training to two-days to 
permit more group learning and dialogue. Champions 
such as dr. James and lead nursing staff at Kiwoko 
hospital played a key role in promoting the CuSP 
model by directly participating in the training and 
modeling the approaches described in CuSP. dr. James 
explained the impact at his hospital: ‘Before CuSP there 
was a sense of despair-knowing what was unsafe but 
feeling disempowered to speak up and save the day. 
during the introduction of CuSP it was very difficult 
to comprehend the concept though we felt we needed 
a solution to our challenges regarding patient safety. It 
feels more comfortable to be motivated by patient safety 
than by fear for litigation. Slowly the hierarchal culture 
is crumbling and some of the most feared doctors are 
beginning to embrace and ask for alternative to getting 
things done mentioning if CuSP could help. during 
some challenges faced I have heard some staff say 
‘CuSP will help solve that’.’

Similarly, dr. Lawrence Sherman from the 
APPS-AI Liberia partnership is the CEo & Medical 
director at Jackson F. doe (JFd) hospital in Tappita, 
Liberia is another local champion. he has engaged 
with national stakeholders on quality improvement 
activities and findings from JFd will be shared with 
other APPS partner hospitals in Liberia, including 
other APPS Liberian hospitals and their partners 
including nagasaki university in Japan and ESThEr 
France. dr. Sherman explains: ‘The regional spread of 
information and knowledge within Liberia and other 
APPS network has been invaluable, not because it 
provides information on the methods of how others 
have achieved sustainable and quality healthcare in 
their own setting, but because it provides us with an 
opportunity to participate and design our healthcare 
practices to conform to the dynamics in our own 
locale.  The APPS network will continue to be the 
platform for sharing rather than one of imposition of 
ideas and realities that may be solely alien and not 
applicable in all settings.’

In addition to partnership exchange visits with 
AI team members to JFd, exchange visits have also 
included national and subnational level stakeholders 
and other APPS partners working with hospitals in 
Liberia. The next phase of engagement will include a 
cross learning session between APPS partners including 
nagasaki university staff with AI staff on specific 
tools and trainings used by each partner group. This 
engagement will serve to enhance each of the twinning 
partnerships. national level stakeholders from the 
Liberia Ministry of health have been committed to this 
partnership-based approach and understand the critical 
need for regional coordination and shared learnings on 
facility level quality improvement efforts. Continued 
engagement with national level stakeholders in Liberia 
and twinning partners in Liberia including ESThEr 
France are promoting sustainable mechanisms for 
shared learning both nationally and globally. 

In an effort to enhance technical capacity for local 
patient champions, the APPS-AI team has learned 
that sharing stories from local context including 
challenges and successes for quality improvement 

approaches is a key opportunity. With a focus on 
hand hygiene for infection prevention, the Kiwoko 
hospital pharmacist travelled to Kisiizi hospital in 
another region in uganda to learn how to produce 
local alcohol based handrub (ABhr) using the Who 
Guide to Local ABhr Production. Kisiizi hospital was 
one of the first wave APPS partners in 2009 and was 
well-experienced in producing local ABhr and after 
the APPS-AI programme launched, the opportunity 
to have the Kiwoko hospital pharmacist learn from a 
local uganda pharmacist on how to produce the ABhr 
promoted shared learning and also helped to strengthen 
relationships across the ugandan Protestant Medical 
Bureau (uPMB) network, where both Kiwoko and 
Kisiizi hospitals are partners. Furthermore, due to the 
security challenges for hopkins AI staff to travel to South 
Sudan, Kiir Mayardit hospital staff traveled to Kampala, 
uganda twice for in-person patient safety trainings 
which included hand hygiene, patient safety culture 
and healthcare waste management. Kiir Mayardit 
physician and local patient safety champion, dr. nyok 
Bol explains: ‘This partnership, with inclusion of South-
South learning, builds the capacity of the health care 
providers in South Sudan and allows us to catch-up 
and be updated with the dynamic changes that are 
happening in the field.’ 

The AI-APPS programme has built a strong 
foundation of bi-directional learning as a platform for 
facility-level quality improvement. Engaging with local 
patient safety champions and promoting technical 
capacity building training programmes through South-
South learning are critical factors in the co-creation 
of a successful partnership. Solutions that have been 
adapted to the local context and creating mechanisms 
both virtual and in-person to strengthen relationships 
between people have continued to promote knowledge 
generation on quality improvement efforts at the facility 
level. This programme is a concrete example of how to 
reach the Sustainable development Goal 17 to revitalise 
global partnerships and can be a model to improve 
quality health services in Africa and beyond.

Reference
http://www.who.int/gpsc/5may/Guide_to_Local_Production.pdf

African Partnerships for Patient Safety (APPS) was 
established in 2009 in response to the political 
commitment on patient safety emanating from 
the Who AFro region. The programme engages 
closely with Who Member States and frontline 
healthcare professionals in an area of the world 
where advancing safety and quality of care has been 
very difficult. APPS has had a recent name change 
to Twinning Partnerships for Improvement (TPI) as 
hospital partnerships have expanded beyond the 
African region.

Please visit the following link to learn more and 
register for APPS: http://www.who.int/patientsafety/
implementation/apps/en/

And to learn more about TPI please visit: http://
www.who.int/csr/resources/publications/ebola/
twinning-partnerships-package/en/
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news update

Early talk was of major cuts to The united States Agency 
for International development (uSAId) spending in 
Africa, but Congress has shelved many of President 
Bush’s proposals, so whilst the situation is serious it 
might not be as bad as first anticipated. 

nothing is confirmed as yet, but Congress has stood 
strong against President Trump’s initial efforts to slash 
the foreign aid budget. The indications are that funding 
to the Global Fund and The President’s Emergency Plan 
For AIdS relief (PEPFAr) may after all be sustained, 
though rarely have we had an administration that flips 
and flops quite so much over policy from one day to the 
next. What is certain so far is that anything to do with 
climate change is going to be slashed, and the un is 
going to lose something like uS$640 million from the 
$10 billion that the uSA currently pays in.

But Trump and his team say that they still wish to 
trim foreign aid spending by a little over 30% so having 
been rebuffed on one hand, it will be interesting to see 
how they respond.

The budget proposals they had put forward had 
eliminated all funding through the development 
assistance account in all the countries in the region, a 
vote that had benefited education and water projects. 
But according to data from Foreign Assistance, a uS 
government agency that tracks its development aid, 
the effect might have been mitigated by the fact that 
in recent years, uSAId has actually been spending 
less than it had budgeted. For instance, this year, 
Washington had planned to spend $3.06 
billion in the East African region, a drop 
from $3.75 billion two years ago, though 
what it is actually on course to spend 
much less. Kenya’s health sector was set 
to be the biggest beneficiary in the aid 
spending, with a planned spending of 
more than $1.68 billion in the past three 
years, but it looks as if it will actually 
only receive $530 million. So the real 
effect of a cut of projected spend might 
not be quite as significant a change as it 
might otherwise have appeared to be.

however, uganda and Ethiopia 
may still be majorly affected by the 
phasing out of the development 
assistance window that had been 
an important source of funding. Prior 
to Congress’s intervention it looked as 
if Ethiopia would suffer the biggest cut 
at $132.1 million followed by uganda 
at $67.8 million. rwanda and Tanzania at 
$50.7 million each while Kenya would lose 
$11.78 million, South Sudan $10.6 million 
and Burundi $9.4 million. only Somalia came 
out better off with a net increase of around $36 
million. however economic aid will continue as 

before, totaling some $201 million, except for the 
African union and Burundi to whom the Trump 
administration proposed a complete axeing of support. 

The uS uses the economic assistance fund to promote 
economic and political stability where it has strategic 
interests. The fund has been used in anti-extremism 
funding, improvements to judicial processes and training 
to the private sector in economic development.

There is still a lot to play for. Trump had called for 
an additional eye-watering $54 billion for defence 
spending. now Congress seems inclined to provide him 
with a figure approaching only half of this, and no one 
is quite sure how he will react.

Meanwhile Africa’s cash-strapped health sector will 
remain with fingers crossed. The impact of PEPFAr 
in supporting the primary care salary bill across the 
continent is of critical importance. A slashing of 
support would have a huge impact on services to 
millions of people. Congress appears to understand 
this, but if President Trump is to achieve his ambition 
of dramatically reducing the uSA’s government spend, 
and realigning policy to suit home needs, then we have 
to conclude that there is still quite a long way for this 
particular debate to go before we can be sure of the 
final outcome.

Africa last? or is the order changing?
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