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The Ebola outbreak continues to domi-
nate the global health headlines as the 
caseload in the three affected countries 
in West Africa continues to rise and the 
international response scales up. It is a 
serious situation, and locally and interna-
tionally it is driven by the fear factor that 
haemorrhagic fevers ignite despite the 
reality that there are much higher mortali-
ties from other diseases such as malaria 
on the continent. Strangely, reports of 
a marked rise in Lassa fever incidence 
around Ibadan (90 miles north of Lagos) 
have not been picked up by the media.

At the Medic West Africa conference, 
we held a seminar on ‘Lessons from the 
Ebola challenge’ to look at the problem 
from the Nigerian perspective. Happily 
the country has now been declared Ebola 
free, and the story of the detective work 
chasing up contacts of the Liberian diplo-
mats, and monitoring them for the correct 
period, is a heartening success. But it was 
also very evident that actually Nigeria 
had probably been exceedingly fortunate 
as had the doctors not been on strike, 
Patrick Sawyer the index case would 
most likely have been taken to one of the 
teaching hospitals where the diagnosis 
is likely to have taken longer, and the 
exposure to health staff commensurately 
higher. Whether the contact tracing 
teams would have been able to cope 
with the quantum leap in numbers is 
a matter of debate.

But moving away from this conjecture, 
there were two clear messages that came 
out of the seminar which have impor-
tance for anyone dealing with further 
outbreaks wherever they might be. First, 
there remains a serious disconnect in 
terms of public confidence in public 
health services AND health workers con-
fidence in their managers. Managing fear 

in the context of such poor confidence 
requires resources and leadership wheth-
er from the perspective of the patient or 
the health professions. The second issue, 
which is related, is the serious disconnect 
in terms of information provision. People 
are suspicious of what they are told, and 
are at a loss to know where to find reli-
able information. 

In a country like Nigeria, with a popu-
lation of around 175 million people, it 
is estimated that 70 million are illiterate. 
But of the 105 million who are literate, a 
large percentage are not health-literate. 
Rumour and misinformation very quickly 
abound. This has been one of the biggest 
challenges in Liberia, Guinea and Sierra 
Leone. It is very difficult to initiate any 
programme when there remains a serious 
disconnect between those affected and 
those trying to assist.

Treatment is not rocket science, but 
managing fear and mistrust is proving to 
be the biggest challenge. 

One hopes that there might be a 
positive legacy to this tragic episode. A 
legacy which sees public health services 
properly funded, and thus capable of 
gaining the trust of those it is designed to 
serve. Responsibility lies at the very top. 
For instance we have it on very good au-
thority that Lagos State which dealt with 
the index case in Nigeria, has still not 
received a single dollar of the millions 
the Federal Government promised to 
help them fight the disease. We need to 
get serious about health. 

Bryan Pearson
(bryan@fsg.co.uk)

Editorial
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Prof 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. 

Human organ sales: regulating 
against the racketeers
As scientific understanding continues to advance, so ‘spare part 
surgery’ is becoming ubiquitous. But as Shima Gyoh observes, we 
also need to regulate against exploitation of innocent individuals

It was at a World Health Organization (WHO) confer-
ence in Namibia many years ago that Dr Stamps, then 
Minister of Health for Zimbabwe and I were light-heart-
edly discussing the possibility of indefinite prolongation 
of human life through high technology medicine.

Stamps said: ‘In Europe, death it is inevitable, in 
Africa, imminent but in the United States, optional!’ 
We both laughed. Advanced countries do over 80% of 
global organ transplantation. Africa accounts for less 
than 2% of the world total.1

Spare part surgery, which often featured in jokes when 
I was at medical school, has become today’s routine elec-
tive procedure. WHO Global Observation on Donation 
and Transplantation shows that in 2012 alone 
114 690 solid organs were transplanted1: kidney - 
77 818; liver - 23 986; heart - 5 935; lung - 4278; pan-
creas - 2423; and small bowel - 169. Both the scope and 
need keep expanding. Two transplants of the face have 
already been done.

Transplanted organs are usually removed from 
healthy young people within minutes of violent death, 
usually road traffic crashes. While such deaths are com-
mon, the opportunity of harvesting organs under such 
conditions without violating the standards of ethics are 
not. Although the figures for 2012 show a 1.8% increase 
on 2011, they represent only about 10% of global 
needs. Waiting lists are long and many patients die 
without getting the organs they need.

Cadaveric organs are easier to procure, but the 
longer period of ischaemia they invariably undergo 
decreases the chance of success. On average, 64% of 
the operations in the US and 72% in Europe are done 
with organs from cadavers. Live donation provides the 
highest chance of success.

Live donation of unpaired organs presents difficult 
problems, but the liver’s large size and its great regen-
erative powers make it the only unpaired organ increas-
ingly involved in live donation. The kidney is paired 
and can comfortably support life. Recipients from both 
related and unrelated donors are recording long post-
operative survivals2 in various parts of the world. Some 
have already clocked 48 years and still counting! 

End stage renal failure is a common and very 
distressing condition, and the ability of renal transplan-
tation to restore patients to normal life has made the 
frequency of the operation to be more than twice that 
of all the others combined. Living donors provide about 
42.5% of global kidney transplants. Yet the prospect 

of performing major operations on donors that do not 
themselves have health problems raises serious ethical 
choices for both patients and doctors.

Waiting lists that average 4.5 years in the US are 
associated with greatly reduced life expectancy. The hard-
ship of being tied to long sessions on dialysis machines 
heightens desperation. There is temptation to turn a blind 
eye to sharp practices that cut corners and deliver quicker 
results. Here lies the power of the middlemen who 
source for donors and frequently derive more financial 
reward than even the donors. In the developing world, 
poor, ill-educated people are sometimes tricked into the 
donor operations without understanding its significance.

There is pressure in many countries to legitimise 
monetary compensation for live donors in order to attract 
more volunteers, diminish waiting times and curb sharp 
practices. Iran has fixed the rate at about US$4000, and 
does not have long waiting lists. Some have suggested that 
it should be about US$15 000 in advanced countries.

The average cost of the kidney transplant operation 
in the developed world is around US$160 000, and 
much less in middle-income countries that are now at-
tracting patients from the third world. Cheaper centres, 
often with lower standards are found mostly, but not 
exclusively in the developing world.

The story of two Nigerian donors who were robbed 
of both their kidneys and their fees was recently told 
in the press3 and is likely to be a common occurrence. 
Both donor and recipient colluded in lying for different 
reasons. In each case, the recipients family, desper-
ate for an organ, and the poor largely illiterate donor, 
desperate to obtain the fee of US$7500 (N1.2 million), 
which he saw as sudden great wealth, elaborated lies 
that they belonged to one family, illustrating the decep-
tion with appropriate ‘family’ photographs. The doctors 
doing tissue matching would have had good evidence 
to suspect the truth, but they were not employed to kill 
the business of the institution paying their salaries. The 
cheated donors even concealed their overseas journeys 
from their families with the hope of surprising them with 
sudden good fortune. The middleman knew all this and 
felt fully protected by the dishonesty of his clients. 

There is need for governments in developing 
countries to move smartly to protect the interest of 
both donors and recipients of organs through stricter 
regulations, combined with monitoring and educating 
the public, and to curb the frequent violation of human 
rights being perpetrated by unscrupulous individuals.
References
1. http://issuu.com/o-n-t/docs/2012ad
2. Wikipedia http://en.wikipedia.org/wiki/Kidney_transplantation 
3. http://www.punchng.com/news/nigerians-tricked-into-selling-kidneys-

in-indian-hospitals-share-horrible-tales/
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Ebola: communities need to be 
empowered to manage their 
own destiny
Effective local government leadership can mould societies. 
Whether it is Ebola, immunisation or attendance at antenatal 
clinics, as Francis Omaswa says, if you ‘embed the health of the 
people in the routine governance of society’ results follow

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

Last time we shared lessons from Uganda on their Ebola 
Virus Disease (EVD) response. Prophetically the title 
was ‘Let’s all prepare for Ebola’. Little did I expect that 
the message would apply to the whole world and not 
only Africa. The situation in the three most affected West 
African countries is much worse; it is sadly grim and 
dire. ‘Africa is burning. We need everybody’s help now’, 
is a message I received from a colleague who is in the 
frontline over there. 

I want to applaud the enormous and valiant effort by in-
dividuals and institutions as well as the resources that have 
been thrown into the EVD response in West Africa. There 
are many volunteers from many African countries on the 
frontline and I know many others want to join but do not 
know how. I want to express my admiration to these brave 
health workers from Africa and other countries who have 
volunteered to support the EVD response in West Africa. 
Many have given their lives. It reminds me that throughout 
history, our profession is intrinsically fraught with profes-
sional hazards that threaten our lives. These risks are part 
and parcel of the job. We take all precautions but some of 
us will still fall victims. A soldier colleague at the height of 
the Uganda outbreak told us at a funeral where the victim 
died from Ebola, ‘in the army we expect death; we have 
departments of ‘death’ to manage this expectation’. No 
consolation but just sobering reality.

All countries are now at risk. The mighty global system 
has swung into action and has established ‘The Global 
Ebola Response Coalition’ led rightly by the UN with 
their head office in Accra, Ghana. The African Union 
has set up a support operation (African Union Support to 
Ebola in West Africa), and the Chairperson of the African 
Union Commission has visited the affected countries. Yet 
the number of new cases continues to rise exponentially. 

Who will stop Ebola? What are we not doing right? What 
can we do better? These are questions that are begging for 
answers from all of us. Here is my own contribution.

 In my last discussion, I listed three categories of 
the response from the Uganda experience; namely (i) 
winning public trust, (ii) engaging the communities and 
(iii) using technology, to identify, isolate, and treat the 
infected; vaccine development fits here. Of these three, 
the first two are of the highest priority and hold the key 

to stopping the current Ebola outbreak quickest. The two 
approaches also constitute the long-term sustainable 
solution to managing future Ebola outbreaks and to lay-
ing the foundations for strengthening health systems and 
attaining universal health coverage in these and other 
African countries. How can this be achieved?

First and foremost, local government structures 
need to be in place for reaching all individuals and 
households in rural and urban areas. These cells of 
governance structures should be established with the 
full participation of the local people and their leaders 
should know the communities well, and also be trusted 
by them. These cells of governance structures should 
be linked to the higher echelons of the government and 
health system, and be able to take action and transmit 
information both ways. These governance cells are pres-
ent in Uganda and were effectively used for communi-
cation, confidence building, and most importantly case 
finding. Around 70 - 80% of sub-Saharan Africans live 
in rural areas and governance structures of these com-
munities is sometimes either non-existent or dormant. 
When government is absent, disease outbreaks occur, 
fester, fizzle out or spread unnoticed. This is what I have 
described many times before as ‘embedding the health 
of the people in the routine governance of society’. It 
is these local government leaders who can ensure that 
children as immunised, the pregnant women attend 
antenatal clinics, that early marriages do not take place, 
pit latrines are in place, food security is assured, and 
law and order exists enabling the communities to go 
about normal business, and link with Non-Government 
Organisations, etc. This is the foundation of the health 
system and of universal health coverage that literally 
leaves no one behind.

Actions along these lines are possibly already taking 
place in the worst EVD-affected countries. I still urge 
all key factors to give this approach more consider-
ation and resource investment. This time of crisis is the 
best time to introduce or strengthen such governance 
measures, and they are likely to last and be sustained in 
the future. I would also like to see more visibility in the 
media of the national and regional leadership from the 
affected countries as this will strengthen their credibil-
ity among their own people, which is essential for the 
success of this approach. Finally, I wish to urge all other 
African countries to give this approach some serious 
consideration as we plan for our health systems and uni-
versal health coverage.
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Cautious optimism that Ebola is 
slowly being tamed
As this issue went to press, the indications 
were that the predictions of 20 000 cases 
of Ebola Virus Disease (EVD) by December 
were wide of the mark, and data from 
Liberia at least was suggesting that the 
growth in cases was starting to plateau. 

Nevertheless, the main agencies sup-
porting the fight against the disease were 
still appealing for more funds, and more 
human support. The health professionals 
in Liberia, Sierra Leone and Guinea are 
just overwhelmed. The United Nations 
(UN) World Food Programme (WFP) said 
the Ebola crisis response ‘needs to scale 
up, get better and perform faster,’ and 
the World Health Organization (WHO) 
reported that if judged safe, larger scale 
trials of an experimental vaccine could be 
taken to hard-hit West African countries as 
early as January 2015. It cited a number 
of candidate vaccines that are undergoing 
clinical trials as well as the first clinical 
trials of therapeutic – possibly curative 
– transfusions of whole blood or blood 
plasma from recovered patients that are 
scheduled to begin soon in Liberia, in line 
with WHO technical guidelines.

Meanwhile, the first scientific papers 
have started to appear. One in the New 
England Journal of Medicine analysed 
clinical data on 37 confirmed Ebola pa-
tients admitted for treatment at hospitals 
in Conakry, Guinea’s capital, and most 
densely populated city. One of the stron-
gest determinants of survival appears to 
be patient age. Patients older than 40 
years were nearly 3.5 times more likely 
to die than those aged less than 40.

And the finger-wagging has com-
menced, with a leaked internal document 
coming out of WHO Geneva, detailing 
depressing failures from the WHO repre-
sentative offices in Conakry, Monrovia, 
and Freetown which contributed to the 
unhindered build-up of the worst ever 
epidemic of EVD. Each of the country 
directors have been replaced, and the 
long-standing tensions between WHO’s 
Geneva HQ and the Afro Regional Office 
in Brazzaville have been exacerbated. 
Amidst it all, the Afro region has appoint-
ed a new Regional Director, Matshidiso 
Moeti, a doctor from Botswana and a 
WHO veteran who stepped down as 
deputy director for Africa in March, the 
same month the crisis was announced.

‘I hope, with all the control efforts 

Kenyatta asks african 
leaders to invest in health

President Uhuru Kenyatta hosted a 
high-level meeting at the United 
Nations headquarters where he urged 
African countries to adopt domestic 
financing for their health services.

He urged the countries to adopt the 
domestic financing instead of waiting 
for outside help.

The President said Africa was rising 
economically and more resources 
should be channeled towards health.

He said the health sector is as 
important as any other sector, and 
that Africa should strive to keep its 
people healthy.

Africa calls for mercury-
free dental care
African Non-Governmental Organ-
isations (NGOs) have called for a 
mercury-free dental care and mercury-
free environment.

The NGOs called on governments 
to work together and make Africa 
the first continent with mercury-free 
dentistry - considering that the current 
amount of dental amalgam used in 
Africa is much closer to zero than on 
any other continent.

The Abuja Declaration called for 
updating dental training schools to 
emphasise mercury-free dentistry, 
and moving hospitals to mercury-
free healthcare services. Civil Society 
Organisations were also urged to 
promote and advocate for, in their 
countries, mercury-free dentistry as a 
route of expanding oral healthcare, 
especially in children. 

that are now in place, the situation will 
have improved by the time I take office 
in February,’ Moeti told reporters.

Moeti is unlikely to play a major role 
in ending the disaster, since the UN has 
already taken more direct charge of the 
control efforts. But she could be key to 
preventing another such crisis.

She said that the health systems in 
hard-hit Sierra Leone, Liberia and Guin-
ea have been devastated and need to be 
rebuilt, and that warning and monitoring 
capabilities must be improved to deal 
with any future outbreaks of Ebola.

In an internal draft document 
obtained by The Associated Press (AP) 
last month, WHO accused its Africa 
office of initially botching the response 
to Ebola, deriding many of its regional 
staff members as ‘politically motivated 
appointments’. The report said WHO 
staff in Africa refused to help get visas 
for outside experts and compromised the 
containment effort in other ways.

In a report on lessons learned, re-
leased ahead of this week’s meeting, the 
Brazzaville office attributed the explo-
sive spread of the lethal virus to such 
factors as poor awareness and badly 
trained health workers.

Aboubakar Sidiki Diakite, inspec-
tor general for Guinea’s health ministry, 
welcomed the election as an opportunity 
for reform.

‘A change always brings new impe-
tus,’ he told the AP in Paris. He said the 
new director would find ‘weaknesses’ in 
the system that need to be remedied.

In other developments, President 
Barack Obama asked Congress for $6.2 
billion in emergency funds to fight Ebola 
in West Africa and strengthen U.S. de-
fenses against the disease.

Photo credit: ©
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United Nations entrepreneur 
taps African oil for child health
Republic of Congo has become the first 
country to agree to divert part of its oil 
revenues toward childhood nutrition, 
a victory for ‘innovative financing’ to 
help the world’s poorest, the scheme’s 
creator Philippe Douste-Blazy said in 
an interview.

The breakthrough may pave the 
way for similar financing schemes 
with other oil producers, first in Africa 
and then further afield, said Douste-
Blazy, the United Nations (UN) Under-
Secretary General for innovative finance 
for development.

‘It’s a first. Now we are going to begin 
with Gabon, Equatorial Guinea, Angola, 
Nigeria and with Cameroon,’ he said.

Douste-Blazy, who previously 
served as France’s Foreign Minister 
and Health Minister, is the chairman 
of UNITAID, a body hosted by the 
World Health Organization that 
provides long-term funding for the 
treatment of HIV/AIDS, malaria and 
tuberculosis in developing nations.

Most of UNITAID’s $300 million 
funding comes from a levy on air tickets, 
a scheme already implemented by more 
than a dozen countries.

‘The simple idea is to take a 
microscopic contribution of solidarity on 

To speed up the country’s delivery of 
qualified doctors, Western Cape Health 
MEC Theuns Botha says private medical 
schools are necessary.

South Africa is ready for its own 
private medical school where doctors 
can be trained without the help of the 
state, said Botha at the 18th Rural Health 
Conference in Worcester. 

‘I intend addressing the issue on 
national level. Why can the country 
have privately run courses for almost 
all other professional fields, but not 
for medicine?’ Botha asked.

Private medical schools are currently 
prohibited by the National Health Act 
– only public universities are allowed 
to train doctors. Medical students can 
therefore only do their practicals at 

Heavy health toll of South 
Africa’s coal-fired power 
plants
South Africa’s dependence on coal to 
generate 85% of its electricity is taking 
a substantial toll on human health, ac-
cording to environmental groups. 

A recent report from Greenpeace 
estimates that up to 2700 premature 
deaths are caused every year by air 
pollution emissions from the country’s 
16 coal-fired power plants.

 The power stations pump out 
sulphur dioxide, nitrogen 
dioxide  and particulate 
matter at levels that are often more 
than double those recommended 
by the World Health Organization. 
As a result, levels of air pollution in 
Mpumalanga’s Highveld are the 
highest in the country and among 
the highest in the world, according 
to news reports. 

Malawi Non-Government 
Organisation commends 
increased prison health 
budget
The Centre for Human Rights Educa-
tion, Advice and Assistance (CHREAA) 
commended the government for 
increasing the budget for prison 
health by 50% than last year.

The Malawian government said 
the 2014/15 budget for prisons is
now over MK164million 
(US$410,000) from last year’s 
MK60million (US$150,000).

CHREAA Executive Director, Victor 
Mhango said in the capital Lilongwe 
that the increase demonstrates that the 
government believes that health chal-
lenges in prisons must be addressed.

‘This strong increase will provide 
the necessary provisions to enable 
prevent the spread of diseases such 
as malaria, tuberculosis, HIV and 
sexual transmitted infections in 
prisons,’ he said.

The training of nurses, monitoring 
and evaluation officers, as well 
as conducting clinics in prisons will 
lead the way to healthier prisons in 
the country, he added.

Malawi prisons have been well 
known locally and internationally 
for their poor conditions among 
them being congestion, leading to 
communicable diseases.

South Africa ready for private 
medical school

“The MPH programme gave me the understanding to go beyond just 
prescribing drugs to malaria patients and to initiate programmes to 
eradicate the disease.” 

Dr Ibrahim Bello, Master of Public Health (MPH) Graduate 2013

Watch his story: www.university-liverpool-online.com/mph

Make A Difference
in your career and community
Learn how to promote healthy living, and shape and implement effective public 
health intervention strategies with the University of Liverpool online MPH.
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economic activities that benefit most from 
globalisation: mass tourism by plane, mo-
bile phones, internet, financial transactions 
and extractive resources,’ he said.

Shaving off a small fee from the cost 
of a flight has enabled UNITAID to boost 
the fight to stop AIDS, malaria and tuber-
culosis, one of the Millennium Develop-
ment Goals that the UN hopes to reach 
by next year.

His new target, and the beneficiary of 
the oil scheme, is chronic malnutrition 
- undernourishment in early childhood 
that causes stunted growth, can lower 
a child’s IQ and is associated with a 
lifetime of increased health risks. He 
plans to create a UNITAID-style venture 
to manage the project, provisionally 
called UNITLIFE.

Republic of Congo President Denis 
Sassou Nguesso, one of the first to sign 
up for the air ticket levy, said in a letter 
to Douste-Blazy that he was committed 
to do more and he hoped others would 
follow, in Africa and elsewhere.

‘This is the reason why the Republic of 
Congo desires to put in place an extractive 
industries solidarity contribution to the 
tune of 10 cents per barrel of oil managed 
by the Congolese state,’ said the letter, a 
copy of which was seen by Reuters.

public hospitals under the supervision 
of doctors employed at state hospitals 
and clinics.

According to the national health 
department South Africa’s eight medi-
cal schools have been producing an 
average of 1200 doctors per year for 
the past decade. Health Minister Aaron 
Motsoaledi has said that he plans to 
‘at least’ triple this number to 3600 
doctors per year for the implementation 
of government’s national health 
insurance scheme.

According to the government’s 
White Paper on human resources, South 
African medical schools will have to 
double their output of general practition-
ers over the next 15 years just to main-
tain the current ratios to population.
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Improved data reveals higher 
global burden of tuberculosis
Recent efforts to improve collection 
and reporting of data on tuberculosis 
(TB) are shedding new light on the 
epidemic, revealing that there are 
almost half a million more cases of the 
disease than previously estimated. 

The World Health Organization’s 
(WHO) Global Tuberculosis Report 
2014 shows that 9 million people 
developed TB in 2013, and 1.5 million 
died, including 360 000 people who 
were HIV positive.

The report stresses, however, that 
the mortality rate from TB is still falling 
and has dropped by 45% since 1990, 
while the number of people devel-
oping the disease is declining by an 
average 1.5% a year. 

‘Following a concerted effort by 
countries, by WHO and by multiple 
partners, investment in national 
surveys and routine surveillance ef-
forts has substantially increased. This 
is providing us with much more and 
better data, bringing us closer and 
closer to understanding the true bur-
den of tuberculosis,’ says Dr Mario 
Raviglione, Director of the Global TB 
Programme, WHO.

First Lady champions anti-
maternal deaths
The First Lady, Lordina Mahama, has 
started a crusade to convince her col-
league African First Ladies to enhance 
the lives of women and children by 
reducing cervical/breast cancers, HIV/
AIDS, maternal and child mortality.

At the United Nations General
Assembly, Mrs. Mahama spoke out 
about the critical mortality rates of moth-
ers and newborns. Her speech was in 
line with the Millennium Development 
Goal 5, which stipulates sexual and 
reproductive health rights of women, 
particularly adolescent girls by 2015.

The event attracted First Ladies and 
dignitaries from across the African con-
tinent and beyond in a bid to advocate 
the reduction of maternal mortality in 
Africa, with a focus on adolescent girls 
who are the great sufferers.

Although the prime focus is to 
tackle certain areas, such as prevention 
of HIV/AIDs, educating women 
on their human and sexual right is a 
priority, a workshop for African First 
Ladies has been held to enable them 
to educate their women and girls.

Countries ready to ‘fast track’ response 
to end AIDS epidemic by 2030
A new fast-track strategy proposes rapid 
and massive acceleration of HIV preven-
tion and treatment programmes for ending 
the AIDS epidemic by 2030. 

These new commitments were made at 
a high-level side event entitled ‘Fast track: 
Ending the AIDS epidemic by 2030’. The 
event took place during the 69th United 
Nations (UN) General Assembly and was 
co-convened by Ghana and Switzerland, 
in collaboration with the Joint UN 
Programme on HIV/AIDS (UNAIDS). 

World leaders agreed that ending 
the AIDS epidemic as public threat by 
2030 was possible and must be a 
central agenda of the post-2015 goals.

‘An AIDS-free generation is in our 
reach. It is our responsibility to make it 
happen,’ said Didier Burkhalter, Presi-
dent of Switzerland. ‘The objective is 

The arrival of fast food in Africa has trig-
gered the latest health epidemic to hit 
developing countries as doctors begin 
the fightback against morbid obesity.

A report by the Overseas Develop-
ment Institute earlier this year showed 
that more than one-third of the world’s 
adults are overweight, and that almost 
two-thirds of the world’s overweight 
people are found in low- and middle-
income nations. 

Obesity is on the rise in poorer na-
tions even among children; more than 
a quarter of girls and almost one in 
five boys in South Africa is overweight. 
‘These are devastating figures, especial-
ly since it is such an expensive disease,’ 
said Professor Tess Van der Merwe, 
who performs weight-loss surgery 
and is president of the South African 
Society for Obesity and Metabolism. 
‘We cannot afford to spend the next 
decade debating this issue. The obesity 
problem in our country is where the 
HIV epidemic was 10 years ago, when 
we turned a blind eye to the scale of 
the problem in terms of health econom-
ics and became the worst in the world 
in terms of outcomes.’

The number of obese or overweight 
people in developing countries rose from 
250 million to almost 1 billion in under 
three decades, and these rates are rising 
significantly faster than in rich nations.

South Africa typifies this alarming 

Obesity: Africa’s new crisis

new trend, with nearly double the aver-
age global obesity rates, and according to 
another report, has become the world’s 
third fattest nation. Nearly two-thirds of 
the population is overweight. Incredibly, 
69.3% of South African females display 
unhealthy levels of body fat, and more 
than four in 10 are clinically obese (de-
fined as having a BMI higher than 30).

These findings emerged in a Lancet 
study published in May which analysed 
data over a 33-year span from 188 
countries. It found the rise in global 
obesity rates was ‘rapid, substantial and 
widespread, presenting a major public 
health epidemic in both the developed 
and developing world’. More than half 
the women in Botswana and one in eight 
Nigerian men are also obese, for ex-
ample, while Egypt saw one of the fastest 
rises among women.

clear: end AIDS by 2030!’
This strategy calls on countries, es-

pecially those with high burden of HIV, 
to provide lifesaving HIV treatment and 
prevention services as a matter of prior-
ity to people most at risk of HIV infec-
tion in a short window of five years.

‘This is an epidemic that no one thought 
we could end, but now with the progress 
we see we know it can be done,’ said John 
Dramani Mahama, President of Ghana. 

The success of the fast-track strategy 
relies on countries to frontload invest-
ments and step up the pace of delivery 
of HIV services, especially the roll out 
of antiretroviral therapy. 

To get on-track, new targets will 
focus on closing the access gap to HIV 
treatment and prevention by setting new 
targets for 2020.
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HIV survival boost for South 
African patients
South Africans with HIV have chances 
of remaining alive after two years on 
antiretroviral therapy (ART) that are 
comparable to those of North American 
patients, provided therapy is started 
promptly, according to new research 
published in PLOS Medicine.

The paper was the result of joint 
research of the International Epidemio-
logic Databases to Evaluate AIDS South-
ern African (IeDEA-SA) collaboration of 
Southern African HIV cohort studies, the 
Antiretroviral Therapy Cohort Collabora-
tion (ART-CC) of European and North 
American HIV cohort studies. 

The ART-CC is led by Professor Jona-
than Sterne and Dr Margaret May from 
the University of Bristol School of Social 
and Community Medicine.

The researchers compared data 
from four cohorts in South Africa (30 
467 adults), six in North America (7160 
adults), and nine in Europe (29 727 adults) 
in which individuals were followed for up 
to four years after starting ART.

After correcting for under-ascer-
tainment of mortality in patients who 
were lost to cohort follow-up in South 
Africa, through linkage to a population 
register, the researchers found after one 
year of treatment that the South African 
cohorts had higher mortality than North 
American or European cohorts. This was 

Vulnerable countries, especially in Af-
rica, need to defend themselves against 
the possible seasonal spread of Middle 
East Respiratory Syndrome (MERS) in the 
first half of 2015.

A World Health Organization Emer-
gency Committee recommended steps 
‘to strengthen infection prevention con-
trol practices, build capacity of heath-
care workers, and provide protective 
equipment in vulnerable countries.’

Poor infection control and a lack of 
expertise and equipment are widely 
seen as key reasons for the rapid 
spread of the deadly Ebola virus 
in West African countries.

The committee said although there 

Data report 2014: 
breaking promises to the 
world’s poorest people

The ONE Campaign’s 2014 data 
report finds that many developed and 
developing country governments are 
breaking their promises to the world’s 
poorest people. 

Governments of both rich and poor 
countries must urgently address serious 
shortfalls to ensure the very poorest 
people are at the heart of a renewed 
global drive against poverty in 2015.

According to the report, important 
progress has been made - the proportion 
of people living on less than $1.25 a day 
has been cut in half in the last 20 years. 
Yet, with a new blueprint for develop-
ment on the horizon in 2015, leaders 
risk losing an historic opportunity to end 
extreme poverty by 2030, unless they 
deliver on financial commitments.

African governments are failing 
to prioritise their spending on the es-
sentials that could save lives and boost 
the fight against extreme poverty. Only 
six of 43 countries have met their own 
spending goals on health, and only 
eight met their goals on agriculture. 
Between 2010-2012 an additional 
$54.8 billion would have been mobil-
ised for health if all sub-Saharan Afri-
can countries had met their promises.

Dr. Sipho Moyo, Africa Executive 
Director at The ONE Campaign said: 
‘Public spending by African govern-
ments should be targeted towards the 
fight against poverty. In this regard, 
spending on agriculture is critically im-
portant for unlocking value chains, thus 
creating decent jobs and viable busi-
ness opportunities, helping to secure 
a future for millions through inclusive 
economic growth. Equally important is 
the need to increase public investments 
to build resilient health systems that 
will save lives and help countries pre-
vent crises such as the Ebola outbreak 
devastating West Africa today.’

World Health Organization 
warns of MERS risk to Africa

likely to be as a result of the immune 
systems of South African patients having 
sustained more HIV-induced damage by 
the time the patients started treatment. 

However, for individuals on ART for 
between two and four years, the mortality 
rates in North America were comparable 
to or higher than those for South Africa. 

After making adjustment for differ-
ences such as gender and stage of HIV at 
the time of starting treatment disease, the 
researchers estimated mortality rate ratios 
between 24 and 48 months on ART to be 
0.46 (95% confidence interval (CI) 0.37–
0.58) comparing Europe to South Africa, 
and 1.62 (95% CI 1.27–2.05) comparing 
North America to South Africa.

Prof Jonathan Sterne said: ‘These results 
show that the benefits of antiretroviral 
therapy can be achieved by health systems 
in low- as well as high-income settings. 
They also demonstrate the importance of 
access to and quality of healthcare, patient 
characteristics, and presence of co-mor-
bidities such as infection with hepatitis C, 
in determining outcomes of care in people 
living with HIV.’

This is the first comparison of mortal-
ity up to four years after starting ART 
between high-income countries and a 
high-HIV burden setting in Southern 
Africa, with near-complete ascertain-
ment of mortality.

had been significant efforts to strengthen 
preventative measures against MERS, 
also known as MERS coronavirus (MERS-
CoV), more was needed. 

But unlike Ebola, which has killed 10 
times as many people, there was still no 
evidence of sustained human-to-human 
transmission of MERS in communities, 
and the committee said the disease still 
did not constitute a ‘public health emer-
gency of international concern’.

The number of cases of MERS had 
fallen since an upswing in April, and 
although transmission was still occurring 
in small clusters ‘in healthcare settings’, 
the spread of the disease seemed ‘gener-
ally contained’, the committee said.
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A study published in the American 
Journal of Clinical Nutrition has estab-
lished that ‘orange’ maize increases 
vitamin A storage in the body. 

This maize has been conventionally 
bred (non-GMO) to have higher levels 
of beta-carotene, a naturally occurring 
plant pigment that the body then con-
verts into vitamin A.

 Vitamin A deficiency is widely preva-
lent in sub-Saharan Africa. A lack of 
sufficient vitamin A blinds up to 500 000 
children annually and increases the risk 
of death from disease (such as diarrhoea 
in children). 

 In this controlled efficacy study, 
children from the Eastern Province 
of Zambia were randomly assigned 

Improved data on 
community health workers 
critical to achieving global 
health goals

A new report finds that developing 
nations’ ability to deal with press-
ing health challenges like HIV/AIDS, 
and ensuring maternal and newborn 
survival will be strengthened.

This will create a common definition 
for community health workers (CHW), 
as well as a core set of skills and com-
petencies that would help ensure they 
are optimally trained, supported, and 
deployed to provide care and treatment 
when and where it is needed most.

According to the World Health 
Organization, at least 7.2 million ad-
ditional doctors, nurses and midwives 
are currently needed to deliver essential 
services. However, without knowing 
the number of CHWs deployed, or their 
geographic location, global leaders are 
unable to determine on a global scale 
how they are helping to fill this shortage.

‘We know how to prevent mothers 
and children from dying and how to 
drive down infectious disease pandem-
ics like HIV/AIDS and malaria. But we 
cannot do any of these things without a 
well-trained, supported and effectively 
deployed health workforce,’ said Julia 
Bluestone of Jhpiego, Chair of the Front-
line Health Workers Coalition. ‘Good 
data and rational integration of CHWs 
is key to unlocking this potential. Better 
data and integration of these workers 
will allow countries to more effectively 
deploy their entire health workforce for 
maximum impact on saving lives.’

Key report recommendations 
include to optimise the role that CHWs 
play in achieving national health goals, 
and creation of guidelines for a mini-
mum data set of information on CHWs.

New study finds that orange maize 
improves vitamin A in children

Philips pledges support to the 
Every Woman Every Child initiative
Philips joins United Nations (UN) Sec-
retary-General Ban Ki-Moon’s initiative 
Every Woman Every Child and commits 
to improving the lives of 100 million 
women and children by 2025. 

In Philips’ pledge of support to the 
UN, Frans van Houten, CEO of Royal 
Philips, underlined the need for improv-
ing lives in areas where maternal and 
infant mortality is concentrated, and 
where nutrition and energy challenges 
are most acute.

‘We look forward to working with 
the UN and its partners in Every Woman 
Every Child to deliver impact at scale 
in regions where women and children 
need it the most’, said Frans van Houten. 
‘The goals of Every Woman Every Child 
are well aligned with Philips’ vision 
to make the world healthier and more 
sustainable through innovation and our 
ultimate goal of improving the lives of 
three billion people a year by 2025.’

By targeting sub-Saharan Africa and 
Southeast Asia specifically, Philips will 
mobilise resources to support access to 
healthcare through large-scale health-
care transformation projects, in combi-
nation with clinical education and skills 
training for healthcare professionals.

Through the Philips Africa Innovation 
Hub, the company will develop and de-
ploy quality solutions and new business 
models that enable access and improve 
quality of care for mothers and their 
children in low-resource settings. 

The Innovation Hub has already 
developed automated respiration 
monitors that support the diagnosis of 
pneumonia in children under-5, clean 
cooking stoves and solar lighting, as well 
as telehealth and mobile-health solu-
tions which can provide early diagnosis, 
healthy living and nutritional advice.

‘The private sector has become eager 
to increase its engagement, not just 
because there are business opportunities 
but because they see the value in ethi-
cal business and in helping to improve 
people’s lives’, said UN Secretary-Gen-
eral Ban Ki-Moon.

The Every Woman Every Child 
initiative was launched during the UNs 
Millennium Development Goals Summit 
in September 2010. The initiative aims to 
save the lives of 16 million women and 
children by 2015.Philips VISIQ ultrasound

to three feeding groups and received 
either white maize, orange maize, or 
a daily vitamin A supplement. After 
three months, both groups that received 
either the orange maize or vitamin 
A supplements showed significant 
increases in their total body stores of 
vitamin A, with no changes observed in 
the group that received white maize.

 Lead scientist Sherry 
Tanumihardjo said: ‘We were surprised 
to find that most of the children in 
this study already had substantial 
stores of vitamin A. So, I’m confident 
that orange maize would be especially 
effective in increasing body stores of 
vitamin A in populations suffering 
from vitamin A deficiency.’

Photo credit: E. Staub
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Sit up or shut up: regional organisations 
and health 
Stephen Kingah describes a project which is developing a toolkit to 
strengthen activities of regional organisations in the fight against poverty

Stephen Kingah (PhD Law) works for the United Nations 
University Institute on Comparative Regional Integration 
Studies (UNU-CRIS, Bruges) where he is co-investigator 
for the Poverty Reduction and Regional Integration 
(PRARI) project.

What regional institutional practices and methods of re-
gional policy formation are conducive to the emergence 
of embedded pro-poor health strategies, and what can 
national, regional, and international partners do to pro-
mote such practices and methods? This question is at the 
heart of a research initiative on Poverty Reduction and 
Regional Integration (PRARI), funded by the Department 
for International Development (DfID) and the Economic 
and Social Research Council (ESRC) of the United King-
dom. The question is even more pertinent in the context 
of the Ebola virus outbreak which has forced some 
countries in West Africa to fortify sentinels and upgrade 
border controls. Responses from individual states such 
as Guinea, Liberia and Sierra Leone have proven to be 
grossly inadequate. As the virus spreads to other neigh-
bouring countries questions are being asked about the 
effectiveness of regional outfits such as the Economic 
Community of West African States (ECOWAS) to deal 
with the problem. In the past ECOWAS has played a 
major role on security and trade questions. What insti-
tutional formations would be needed for ECOWAS to 
provide a robust response to challenges such as Ebola? 
Beyond the Ebola scare it is more important to under-
stand how regional organisations such as ECOWAS, the 
Southern African Development Community (SADC), 
and the Union of South American States (UNASUR) 
amongst others can put in place and implement sterling 
rules and policies that pertain to more effective health 
systems and data sharing. Sharing of data on prevention 
strategies, referral hospitals, laboratory practices, joint 
procurement of pharmaceuticals, and training are some 
of key areas where regional interventions are salient. 

Limited access to health amenities remains a burn-
ing problem that particularly afflicts vulnerable sections 
of societies, notably women and children. The initia-
tive that is funded by DfID and the ESRC explores the 
manner in which regional alliances, especially those in 

the South such as SADC and UNASUR, can use their 
extensive regional health disciplines to foster poverty 
eradication. The investigators who are drawn from the 
Open University; the University of Southampton; the 
United Nations University (CRIS); FLACSO Argentina, 
and the South African Institute of International Affairs 
plan to use unique participative action research methods 
to develop a dynamic body of indicators. The indicators 
generated will be consolidated in a toolkit for regional 
health policy makers and relevant practitioners. While 
emphasis is placed on Bolivia and Paraguay in UNASUR, 
and on Swaziland and Zambia in SADC, it is expected 
that beyond the life cycle of the project and that apart 
from SADC and UNASUR other regional formations and 
national health authorities will also be beneficiaries of 
the toolkit. The investigators examine and compare SADC 
and UNASUR institutional mechanisms and policy devel-
opment. They also investigate how regional and national 
levels of authority engineer; implement and monitor the 
implementation of health norms and strategies. They do 
this through the toolkit of indicators that will be created 
to assess regional policy change and success in relation 
to impoverished populations’ access to healthcare in 
Zambia and Swaziland in Southern Africa, and in Bolivia 
and Paraguay in South America.

Given the complexities in which the world is now 
enshrouded the relevance of regionalism has clearly 
gone beyond trade and security. Another unique feature 
of this ESRC project (apart from the toolkit develop-
ment) is the use of robust regional health policy as 
both a means and an end in the convoluted battle to 
eradicate poverty. As states enter a high point in the 
discussions on the financing of sustainable development 
goals after 2015 it is important that greater attention is 
placed on the role of regional organisations in realis-
ing these goals. Targeted focus on regional entities that 
have decent strategies in coordinating delivery of public 
goods such as health needs to shape the approach to 
take toward engaging regional organisations. In doing 
so attention will be duly placed on relevant and active 
regional bodies while the weaker ones can be comfort-
ably phased out.
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Health research capacity in Africa: how 
to measure? 
Stimulating African-led medical research has become an international priority 
in recent years. But, as Alison Dunn reports, what works and what doesn’t?

Alison Dunn is a development communication consultant 
working in global health, development cooperation and 
research communication. She is based in Brighton, UK.

Improving the capacity of local researchers in Africa is 
a recognised way to advance health and development. 
Numerous approaches to health research capacity 
strengthening (health RCS) exist, including training for 
individuals, improving research systems within institu-
tions, and international collaborations among health 
research agencies.

But how do we know if these approaches work and 
which are the most effective? Interventions are complex 
and diverse and take place in different types of institu-
tions with their own particular challenges. It is therefore 
difficult to measure and assess the changes that have 
taken place and identify lessons that can be applied 
more broadly. Donors who want to assess returns on 
their investment and demonstrate value for money find 
it challenging to do so. Health institutions that receive 
funding often face administrative burdens when con-
fronted with monitoring and evaluation requirements. 

So what can be done to streamline monitoring and 
evaluation of these initiatives? How can health institu-
tions and staff benefit from the process? And how can 
learning be applied and shared more broadly? 

In 2008 a group of funding agencies came together as 
the Enhancing Support for Strengthening the Effectiveness 
of National Capacity Efforts (ESSENCE) on Health 
Research initiative. Among other things, the group 
realised that there was little coordination among funders 
regarding monitoring and evaluation of health RCS. 
In 2011, ESSENCE published a Planning, Monitoring 
and Evaluation (PM&E) Framework as a guide for their 
member funding agencies and grantees, and encouraged 
the sharing of lessons about health RCS evaluations. 

A group of researchers recently explored the use 
of this framework and other approaches to evaluating 
health RCS. The research identified some core tensions 
at the heart of carrying out evaluations of health RCS: 

Degree of stakeholder participation
An external, non-participatory evaluation may be bet-
ter for donors to assess value for money and ensure 
accountability. However, when funding recipients par-
ticipate in the evaluation, they are more likely to learn, 
feel greater ownership over the project and implement 
recommendations.

Understanding processes and measuring impact
There are often tensions between the desire for a few 
common measurable and reliable indicators about 
process and the need for more extensive sets of 
indicators to evaluate project outcomes. A trade-off 

exists between having valid evaluations and dealing 
with complexity and time constraints.

Demonstrating accountability and enhancing knowledge
Funders face tensions between being able to demon-
strate accountability and value for money, and support-
ing wider sharing and learning.

Reconciling short-term funding with long-term 
sustainability
Tensions exist between short-term funding to conduct 
and evaluate projects, longer-term funding over five to 
ten years to develop sustainable capacity and the two 
decades needed to show impact.

Researchers found that most evaluations fulfilled the 
needs of the funder, but the evaluations would be more 
effective if they were based on broader theories of 
change. Findings suggested that donors should actively 
involve funding recipients and other stakeholders in all 
stages of the evaluation process. Such involvement can 
help people detect and correct problems with the proj-
ect early on, make the decisions underlying the evalua-
tions more visible, and encourage sharing and use of the 
evaluation results. The research also found that there is 
increasing interest among funders to harmonise evalua-
tion efforts.

To learn more about the findings of the research and 
key recommendations to donors and policy makers, you 
can read three syntheses of the research papers. http://
www.lstmed.ac.uk/about-lstm/news-and-media/latest-
news/health-research-capacity-strengthening
Or contact: Garry Aslanyan, ESSENCE on Health 
Research initiative hosted at the Special Programme 
for Research and Training in Tropical Diseases (TDR) 
World Health Organization, Switzerland; Imelda Bates, 
Liverpool School of Tropical Medicine, UK; Alan Boyd, 
Manchester Business School, University of Manchester, 
UK; or Donald C Cole, Dalla Lana School of Public 
Health, University of Toronto, Canada.

Consortium for Advanced Research Training in Africa 
CARTA fellows cohort 1 group during Joint Advanced 
Seminar 3, Ibadan, Nigeria, August 2013



Malaria in the time of Ebola
Health services have all-but collapsed in the three countries most affected 
by Ebola. In other countries, individuals have their temperature taken and 
anything unusual… is trouble. Prof William Brieger reports

Epidemiologists have traced the current West African 
Ebola outbreak to an African 2-year-old child.1 Patient 
Zero as he would become known died on December 
6, 2013, just a few days after falling ill in a village in 
Guéckédou, in southeastern Guinea. Bordering Sierra 
Leone and Liberia, Guéckédou is at the intersection of 
three nations, where the disease found an easy entry 
point to the region. 

A week later, Ebola killed the boy’s mother, then his 
3-year-old sister, then his grandmother. All had fever, 
vomiting and diarrhoea, but no one knew what had 
sickened them. Mourners at the grandmother’s funeral 
carried Ebola back to their villages, and from there 
the epidemic began. Suddenly funerals 
became hotspots for Ebola transmission.2 
Over half of those infected have died, and 
a disproportionate number of deaths are 
among health workers who responded to 
the challenge.

Previous Ebola outbreaks had been 
confined to rural areas like Guéckédou, 
with the exception of one in the Demo-
cratic Republic of the Congo that reached 
the city of Kikwit where it was still con-
tained. People descending on the capitals 
of Liberia, Guinea and Sierra Leone, 
where the disease was uncontrollable in 
the urban slums was a new experience for 
epidemiologists and health workers.3

Differentiating the Diseases
A major setback in identifying and tackling the Ebola 
virus disease resembles other diseases like malaria and 
typhoid fever.4 People in the region started asking ‘Is it 
Malaria?’ ‘Not infrequently in the last few weeks I’ve 
encountered people complaining of a headache or a 
night of intense sweating. They slide off to the hospital 
and reappear a day or two later with a bag full of drugs, 
and they laugh it off, ‘Oh yeah, there are so many 
mosquitoes at this time of year,’ they say. Better it be 
‘normal’ malaria than death (Ebola).5

Ebola blocks malaria care. Misinformation and 
denial are keeping sick people from getting help. Some 
people are hiding from government officials and medi-
cal teams because they fear that if they go into quaran-
tine, they will never see their loved ones again. Since 
the early symptoms of malaria and Ebola are similar 

(Table 1), many malaria patients are not getting treat-
ment. This crisis jeopardises progress toward improving 
access to healthcare generally.6 

Both Ebola and malaria disproportionately affect the 
poor and ill-informed. Because Ebola and malaria have 
common early symptoms, such as fever, headache and 
vomiting, there may be confusion about the cause of ill-
ness among both those who are ill and healthcare pro-
viders. While malaria is curable, Ebola is not. But there 
is real concern that the mortality rate from malaria may 
rise because patients will not seek treatment. Therefore, 
it is critical to get accurate, life-saving messages to 
people in these areas.7 

The Ebola scare that forced Malaga’s Carlos Haya Hos-
pital (Andalusia, Spain) to launch emergency protocols 
turned out to be a false alarm. It was feared that a 
40-year-old Nigerian man had contracted the deadly 
virus on a trip home. The hospital eventually confirmed 
that the man is suffering from malaria, after tests dis-
missed the possibility of Ebola.9 

Additional Malaria Mortality
Additional mortality results beyond Ebola deaths. The 
lethal virus has bred a larger medical crisis, Dr. Liu, presi-
dent of Médicins Sans Frontières said. In Liberia’s capital, 
Monrovia, the health system collapsed as workers and 
patients fled hospitals out of fear of Ebola, allowing 
diseases like malaria, pneumonia and diarrhoea to kill 
children who would otherwise have been saved.10 

Ebola is the tip of the iceberg in terms of the overall 
death toll from infectious diseases in Africa. Diseases 
like malaria, typhoid, the common cold, and diarrhoeal 
diseases like cholera annually kill more people than 
Ebola across Africa.11 

Unfortunately, trust has been damaged in several 
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Table 1: Comparing Ebola and malaria symptoms8

Fever (greater than 38.6°C or 101.5°F)

Chills

Severe headache

Muscle pain

Weakness

Diarrhoea

Vomiting

Abdominal (stomach) pain

Unexplained hemorrhage (bleeding or bruising)

ü

ü
ü
ü
ü
ü
ü
ü

ü
ü
ü
ü
ü

ü
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ways. First there 
is long stand-
ing distrust of 
government 
agencies in 
areas that have 
experienced 
violent civil 
wars. Then dur-
ing the current 
outbreak gov-
ernments have 
used police 
and soldiers 
to block roads 
and even whole 
urban neighbor-
hoods. For days 
people could 
not seek proper 
care for ma-
laria, let alone 
go out and buy 
food, creating 
‘social chaos’.12 
Trust is also 
reduced when 
government 
officials try 
to interfere with local practices, such as eating of bush 
meat and cleaning bodies at funerals. Even though health 
workers know the epidemiology behind such bans, the 
local people are left in the dark and suspicions grow. 

Finally when contacts are traced and taken to the 
Ebola treatment centres, many do not return, so again 
local people distrust health workers whom they blame 
for spreading Ebola. The situation became so bad in 
Guinea that a health education team heading to remote 
villages was murdered. ‘The three doctors and three 
journalists disappeared after being pelted with stones 
by residents when they arrived in the village of Wome - 
near where the Ebola outbreak was first recorded,’ and 
only one escaped alive.13

Erika Hayden and Nature magazine explain that it 
is not surprising that the Ebola outbreak has brought 
malaria control efforts to a standstill in the three affected 
countries. Malaria drugs are sitting in government ware-
houses, especially in Liberia and in Guinea, where med-
ical supply trucks have been attacked by people angry 
with the government’s handling of the Ebola outbreak. 
Liberia had planned a national campaign to distribute 
bed nets this year, but Roll Back Malaria reports that it 
may be difficult to launch that now. Routine healthcare 
has collapsed during the outbreak, and without proper 
treatment malaria can develop into a severe form that is 
often fatal.14

Finding Solutions to Both Diseases
Community involvement
The problem of Ebola will not therefore be solved on a 
medical basis only. Strong community engagement and 
involvement are needed so that community members do 

not feel like victims, but become partners in controlling 
the disease.

Sierra Leone has begun relying on its cadre of trained 
community health workers (CHWs) to reach out to the 
community, and provide information and help trace con-
tacts.15 CHWs are community members, chosen by their 
neighbours and already are trusted by the community. 

Julia Frisbee reported that, ‘United Methodist health 
workers equipped by Imagine No Malaria to fight 
malaria are now also fighting Ebola. The same trained 
and skilled health professionals are on the front lines… 
Today, fighting malaria means fighting Ebola. Imagine 
No Malaria alone is not equipped to launch an emer-
gency response to the Ebola epidemic,’ but it is possible 
by being part of a global effort.16

Also getting correct information to the community 
that is unfamiliar with Ebola, such as in the West African 
region is crucial. Julia Frisbee further notes that ‘If 
people don’t trust health workers they won’t come to get 
help (whether for malaria or Ebola). Imagine No Malaria 
is using pastors, Sunday school teachers to share infor-
mation about Ebola.’

Infection prevention
Many diseases spread through contact with infected 
bodily fluids, which means health workers who test and 
care for clients are at risk unless measures are taken to 
prevent contact with these fluids. Health workers caring 
for Ebola patients (whether they realise the person is 
infected with Ebola or not) are at special risk. Ideally 
all clinical activities that involve testing of blood, urine 
and stool samples should be undertaken with appro-
priate safety measures, even including the drawing of 
blood for malaria parasitological testing, and dispos-
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ing of the used testing materials. Malaria itself will not 
spread through blood contact, but the suspected malaria 
patient may have bloodborne diseases that can infect 
health workers and other clients.

In order for infection prevention to work in 
healthcare settings, including community case manage-
ment, three major conditions must be in place. National 
infection prevention guidelines must be in place. These 
guidelines must be disseminated to all health care 
providers through appropriate training activities and job 
aids. Finally the healthcare providers must have the sup-
plies and equipment to keep themselves safe and safely 
dispose of waste products from testing procedures and 
care provision. These three components are reinforced 
through active on-site supervision and monitoring. 
Guidance is needed particularly for health workers and 
facilities in low resource settings.17

Based on its work in HIV/AIDS and quality clinical 
performance improvement, Jhpiego, with programmes 
in Liberia, Guinea and Nigeria, has adapted its infection 
prevention tools and learning materials to the Ebola 
outbreak. ‘Jhpiego is working with our partners to 
help ensure healthcare providers are fully informed on 
infection prevention measures, appropriately trained 
and empowered to provide lifesaving care in a safe 
environment.’18 In Liberia, for example, ‘Jhpiego has 
worked closely with the Ministry of Health and Social 
Welfare to provide additional training in appropriate 
hand washing, use of protective gear and safety 
equipment, proper disposal of waste, warning signs of 
Ebola, and appropriate follow-up if exposure to Ebola is 
suspected. Jhpiego staff helped advance this capacity-
building along with colleagues and partners. This 
assistance is continuing and includes training of support 
staff in health facilities in how to prevent the spread of 
the infection, and outreach to key civic and religious 
leaders and groups.’

Basic infection prevention and control is plagued 
by an unstable supply of running water and insufficient 
personal protective equipment, which facilitates spread 
of communicable diseases.19 Even when resources are 
available, health workers are often lax in complying 
with minimal infection prevention measures.20 Yusuf 
and colleagues report from Nigeria that ‘Nigerians have 
never take infection prevention and control measures or 
environmental sanitation very seriously, despite the ef-
forts of the government and advocates. However, amaz-
ingly with the Ebola outbreak, we have seen relatively 
improved compliance to the World Health Organization  
infection control practice guidelines of ‘clean care is 
safer care.’ The deaths of other health workers appears 
to have spurred a change in attitude and practice.

In conclusion malaria and Ebola have been inter-
twined from the beginning of the West Africa outbreak 
almost one year ago. Challenges have ranged from the 
initial presenting similarities of the two diseases to the 
Ebola-induced collapse of health services that have ef-
fectively denied malaria control services to the public, 
resulting in excess non-Ebola mortality. Solutions ulti-
mately need to be similar. Community involvement that 
is a hallmark of current malaria control efforts should 

have been used in the Ebola response to avoid losing 
the trust of the community. Likewise, good clinical 
practices like infection prevention are needed at all 
levels to respond to both infections.  
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Protecting the Sahel’s children with Seasonal 
Malaria Chemoprevention
Medicines for Malaria Venture discusses the strides made to protect as many 
children as possible from malaria in the Sahel

In some parts of Africa, more than 60% of malaria 
cases occur in just 4 months of the year, during the 
rainy season. Around 39 million African children under 
5 years of age live in these regions of defined malaria 
seasonality, where an estimated 152 000 die each year 
from malaria.1

Most of these young children live in the Sahel and 
sub-Sahel region, where the World Health Organiza-
tion (WHO) recommends Seasonal Malaria Chemo-
prevention (SMC) with sulfadoxine-pyrimethamine and 
amodiaquine (SP+AQ) for those aged between 3 and 59 
months in areas of high seasonal malaria transmission, 
where SP and AQ remain effective.2

SMC is the intermittent administration of full curative 
treatment courses of an antimalarial during the malaria 
season. It works to protect children from malaria, as the 
treatment courses maintain therapeutic drug concentra-
tions in the blood throughout the period of greatest risk.

The WHO estimates that 25 million children under 
the age of 5 in the Sahel could be protected each year, 
averting 75% of malaria episodes,2 and 20 000 deaths a 
year.1 At the national level, SMC could also play a valu-
able role in helping countries reach the pre-elimination 
stage of control. 

Progress in the scale-up of SMC so far
SMC using trained community health workers has been 
piloted in four districts in Senegal through the health 
system. More than 890 000 courses of SP+AQ were 
administered to more than 180 000 children.3 High cov-
erage was achieved and the intervention was well ac-
cepted by the community. The cost per monthly course 
per child was USD$0.50. Combining SMC with home-
based management of malaria in Senegal seems to be a 
feasible and well-tolerated approach, and enables high 
coverage and effectiveness of both interventions.4

In Mali and Chad, Médicins Sans Frontières has 
administered SMC to more than 175 000 children 
between 3 months and 5 years of age. Preliminary 
results from the programme show that the number of 
cases of simple malaria dropped by 65% in the inter-
vention area in Mali, and by up to 86% in Chad.5 A 
significant decrease in cases of severe malaria has also 
been recorded.

In May 2014, UNITAID awarded a grant to Malaria 
Consortium (MC) with Catholic Relief Services to lead 
the ‘Access SMC Consortium’ to expand access to SMC 
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A coordination group comprising malaria-endemic 
country institutions, malaria control programme 
managers, and international partners is being estab-
lished by the West Africa Roll Back Malaria Network 
(WARN), to coordinate SMC-related activities, and 
support countries to plan, implement and monitor 
SMC. As part of the WARN SMC working group, 
Medicines for Malaria Venture (MMV) has devel-
oped an SMC Tool Kit in collaboration with National 
Malaria Control Programme managers and partners. 
The kit provides a set of practical tools to help with 
SMC planning, training, monitoring and evaluation. 
Building on this, MMV is continuing to support the 
implementation of SMC in the Sahel sub-region, 
specifically:
·  Supporting the WARN SMC Working Group in 

coordinating countries and partners with effective 
SMC planning.

·  Working with partners in West Africa to field-
test the palatability and acceptability of a viable 
child-friendly (dispersible) formulation of SP+AQ 
(in development with Guilin Pharmaceutical 
(Shanghai) Co., Ltd.) once it is ready for use.

·  Identifying at least one new pharma partner to 
undertake prequalification of a second SP+AQ 
product to increase drug supply and availability.
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across the Sahel. The consortium comprises London 
School of Hygiene & Tropical Medicine, Management 
Sciences for Health, MMV, Speak Up Africa, and the 
Centre de Support en Santé Internationale. As well as 
implementing SMC, the 3-year project will also address 
the need to secure a second supplier, thereby helping 
to guarantee sufficient supply of drugs. The Access SMC 
Consortium aims to protect 7.5 million children in 2015 
in Burkina Faso, Chad, Republic of Guinea, Mali, Niger, 
Nigeria and Gambia, pending country agreements and 
supply confirmation. MMV’s role will primarily focus on 
securing global production capacities and ensuring drug 
availability in light of the increasing demand for SP+AQ.

In support of the continued scale-up of SMC, Guilin 
Pharmaceutical: 
·  Submitted the regulatory dossier for co-blistered 

SP+AQ for registration in all Sahel countries.
·  Received WHO prequalification for their co-

blistered SP+AQ for 1-5 year olds (SP 525 mg + 
AQ 150 mg) while the dossier for 3-12 month 
olds (SP 262.5 + AQ 75 mg) is under assessment 
with WHO.

·  Is developing a child-friendly dispersible 
formulation.

·  Has supplied 9 million treatments of SP+AQ 
between January and October 2014 - with the 
potential to protect over 1 million children.

Looking ahead: what does the future hold 
for SMC?
We have yet to see a complete region-wide scale-up of 
SMC, which means there are many challenges ahead to 
overcome: some known and some unknown. One of the 
key issues is that given the seasonal nature of the inter-
vention, if sufficient drugs don’t reach countries ahead 
of the rainy season, the opportunity to protect tens of 
millions of children will be missed for another year. This 
issue is further compounded by the fact that currently 
there is only one manufacturer producing SP+AQ. To 
overcome these issues, it is important that people are 
sensitised to the importance of SMC and compliance to 
the drug regimen, adequate funding is mobilised and a 
second manufacturer of the drug secured.

Another challenge is that there is no child formula-
tion, which can be problematic given that AQ is very 

bitter. As such, there is a need for a child-friendly 
formulation of the current regimen. There is also the 
ever-present threat of drug resistance emerging to the 
current regimen. In one of the pilots in Senegal, an 
increase in molecular markers for drug resistance to 
SP+AQ was seen. Although this was not at a level to be 
concerned about at the time, it points to the need for 
regular monitoring. 

The Ebola outbreak is placing a huge strain on health 
programmes in West Africa. There is a risk it might push 
SMC implementation back for some countries. But this 
is not a moment to falter. Given that Ebola is causing 
many people to avoid medical centres, there is a risk that 
malaria-related morbidity may increase, making chemo-
prevention initiatives like SMC all the more important.
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Back to basics: designing an appropriate 
health financing system
In striving for Universal Health Coverage, Jo Kemp advocates for a well-
rounded assessment of health financing options

Jo Kemp is a Senior Consultant in Public Financial 
Management (PFM) and Governance at Crown Agents. 
A former Overseas Development Institute fellow and 
consultant to the World Bank, she has particular interest 
in the relationship between PFM and service delivery. 

Governments are issuing inspiring declarations of intent 
to provide health coverage for all citizens. Develop-
ment partners are promising to back their efforts and 
Universal Health Coverage (UHC) has made it on to the 
shortlist for adoption as a post-2015 goal.1 This should 
be good news for the world’s poor. 

Ultimately, UHC is about ensuring that all citizens 
have access to accessible, affordable, quality health 
provision, regardless of their wealth, gender or other 
circumstances. We are, however, a long way from this 
target. Every day, 800 women die during pregnancy or 
childbirth, while 8000 new born babies die during their 
first month of life.2 Each year, 100 million people are 
pushed into poverty by health costs.3 Crucially, health 
inequality remains a life-and-death issue: being born 
into a poor household in sub-Saharan Africa typically 
raises the risk of child mortality by a factor of three.4 

Finance is at the heart of the problem.5 Governments 
too often spend too little of their limited resources on 
health, and allocate scare resources in an inefficient and 
inequitable manner. The World Health Organization 
recommends that for a developing country to provide a 
basic package of essential services it must spend at least 
US$34 per capita, per annum. Yet in 2012, 22 countries 
across Africa spent less than $50 per capita, per annum 
and eight countries spent less than $25 per capita.6 The 

result is limited coverage and poor quality services that 
people have to pay for when they fall ill. Around two-
thirds of health spending takes the form of out-of-pocket 
payments7 - and no money means no treatment. 

So, if finance is at the heart of the problem, what can 
be done? In the first instance, governments can take a 
critical look at how their health systems are financed to 
deliver the desired outcomes, and assess options for the 
future. There are a number of key principles that can be 
applied in this regard: 
· Understand the inputs, demographic trends, 

outputs, and outcomes of the system that is being 
addressed;

· Analyse options from the perspective of three basic 
principles of public finance: revenue collection, 
risk pooling, and allocation of revenues across 
a range of services. Healthcare financing reform 
implies introducing changes to one or more of 
these key functions of financing. 

· Revenue collection is the way health systems 
raise money from households, businesses and 
external sources. Revenue for the health sector 
may include taxes and charges, grants and 
loans from development partners, private and 
community insurance payments and out-of-
pocket expenditure by health users. Functional 
health financing systems seek to raise an 
adequate and sustainable level of revenue in an 
efficient and equitable manner.

· Risk pooling involves combining resources so 
that the members of the pool (health users) 
share collective health risks, thereby protecting 
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them from large, unpredictable and catastrophic 
health expenditures. 

· Resources need to be allocated to maximise 
health outcomes and ensure equitable access 
to good quality health services. Health 
services may be purchased by a government 
agency, social and private insurance providers, 
employers and individuals. An understanding of 
health financing will necessitate analysis of the 
different purchasers.

· Guide financing design decisions by taking into 
account the following criteria: 

· Is the mechanism (e.g. government financed, 
social health insurance, private health insurance 
and/or community-based health insurance) 
sustainable and feasible? 

· Does the mechanism pool risks and ensure 
financial protection? 

· Does it lead to greater efficiency in revenue 
collection and allocation? and

· Will its application enhance equity in financing 
and access to services?

· Take a medium-to-long-term perspective, and 
ensure political and institutional factors are at the 
forefront of any assessment. 

Application of this approach is not new – policymak-
ers within Ministries of Health and central government 
make macro level financial decisions to steer their 
health systems to deliver. Yet much of the recent debate 
is focused on ‘new’ financing models (e.g. results 
based financing (RBF)), the degree of risk sharing 
between public and private, and a relentless push for 
a ‘back to basics’ approach within the public financial 
management community. 

As a ‘new’ topic, RBF for health refers to any pro-
gramme that transfers money or goods to either patients 
when they take health-related actions (such as having 
their children immunised) or to healthcare providers, 
when they achieve agreed performance targets (such as 
immunising a certain percentage of children in a given 
area). Overall evidence suggests that RBF programmes 

increase utilisation of services, but results 
are ambiguous as to how it affects health 
system measures such as quality, efficiency 
and outcomes.

Crown Agents with HERA (an interna-
tional team of highly-skilled professionals, 
with expertise in health and development 
research, programming, evaluation and 
policy), is currently responsible for scal-
ing up a RBF model across 42 districts in 
Zimbabwe, in close partnership with the 
Ministry of Health. The programme hopes 
to deliver improved quality, access and 
utilisation of primary and maternal, new-
born and child health services. This will be 
achieved through the removal of user fees 
for pregnant and lactating women, and 
children under 5 years, as well as through 
the incentivisation of specific services by 
health facilities (and support and supervi-

sion by district and provincial health executives). The 
programme aims to achieve improvements in both 
quantity and quality, the latter achieved through greater 
community participation in health service delivery, 
as well as improved support and supervision. What is 
already clear is that having good health information 
systems are key to the success of RBF. 

Governments and development partners under-
stand the importance of supporting UHC - good health 
improves labour productivity, facilitates learning, and 
contributes to economic growth and poverty reduction 
- but policymakers need evidence. RBF approaches, if 
monitored and evaluated, can provide this evidence; but 
implementing RBF alone may not deliver improvement in 
all health outputs or outcomes. It would be folly to con-
sider any new innovation as the silver bullet to strength-
ening health systems. Instead we must continue to be 
guided by the principles of health financing and then 
consider innovative approaches. Undoubtedly taking a 
holistic view – technical, institutional and political - may 
be more onerous to measure, but without doing so we 
are less likely to see sustainable, long-term change.
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First-hand Ebola: protecting health workers 
and supporting communities in Sierra Leone
A Public Health expert with the Department for International Development, 
Susan Elden relocated from Accra to Freetown to assist the Ebola response. 
We asked her for some reflections on the challenges faced

One of the biggest tragedies of the Ebola outbreak is the 
infection rate among health workers. Official reported 
figures have been collected since June 2014 in Sierra 
Leone. From June through October 132 health workers 
were infected with Ebola. If these figures are accurate, 
out of a total of 3789 national health workers, 3.4% have 
been infected in this period. The rate among those work-
ing in Ebola care is likely to be higher. Compare these to 
the general population: in October a cumulative total of 
2103 out of an estimated 6.2 million (0.03%) have been 
infected. Health workers were 113 times more likely to 
be infected than the general population.

There are several questions about the data. First, it is 
not clear who is counted as a health worker. In practice, 
most Ebola centres are staffed by community health 
officers, student nurses, aides and other carers. We 
know anecdotally that there are high rates of infections 
among burial teams, ambulance drivers, support staff 
and cleaners. Second, there have been huge changes 
over time. In June and July, many health workers were 
not trained in infection prevention control, had limited 
knowledge and experience in Ebola care, and the cor-
rect use of personal protective equipment (PPE). Third, 

our evidence on where and how the infections occur 
is limited. In most situations, staff working in triage, 
emergency rooms and other settings open to the general 
public were the first in contact and often at highest risk. 
There is now an urgent need to identify and understand 
the sources and causes of health worker infections, to 
establish strong reporting and monitoring systems, and 
to dedicate special attention toward protecting, manag-
ing and caring for health workers. 

Health workers have been very clear about their 
expectations for working in Ebola centres. The problem 
is that most of the basic conditions such as pay, training 
and equipment were not systematically met. Addition-
ally, health workers described several other severe 
constraints such as transport and accommodation. 
Landlords refused to house people working with Ebola 
patients for fear of spreading it. Public transportation 
in rural areas was non-existent or was limited by the 
quarantine, and many taxis and buses refused to col-
lect people from outside hospitals and health centres. 
Médecins Sans Frontières and other international non-
governmental organisations (iNGOs) recognised this 
and have begun providing housing and transportation 
for local staff.

In the past month, several developments have given 
us significant hope that the situation for health workers 
will improve. Staff are being trained in how to protect 
themselves and safely triage fevers. There is increased 
emphasis countrywide on infection prevention and use 

Macauley cleaners: The Macauley street clinic has a 
small isolation unit alongside its clinic in Freetown. The 
cleaners and sprayers assemble here to dress, prior to 
entering into the isolation unit. They provide a system of 
safety checks on one another.

Checkpoint Newton, with the author seen washing her 
hands: Most high transmission areas are under quarantine 
measures which are hoped to stop the spread of Ebola 
by limited transportation and movement. Along the road, 
there are military checkpoints set up where people are 
screened for symptoms and temperature checks, and they 
must wash their hands in a diluted chlorine handwash. 
The quarantine measures are controversial because they 
limit the movement of essential goods, food and basic 
transportation. Also, many people have found alternative 
routes to the main motorway to continue moving both 
goods and people, so it is not entirely clear how effective 
they are at reducing spread.
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of PPE. There is now a strong and growing pool of expe-
rienced health workers in Ebola care who are trained in 
providing supportive supervision, quality assurance, and 
spot checks on newer centres. Supply chain improve-
ments have meant that there is a consistent supply of 
PPE, such that in most centres health workers are fully 
protected. After months of delayed payments, many 
health workers are now receiving their payments on 
time and an additional basic risk allowance. Finally, 
there is also hope that new or better methods of protec-
tion may be on the horizon. Although it is too early to 
know the level of protection, Liberia and Sierra Leone 
will be taking part in the new vaccine clinical trials, 
with health workers intended as initial recipients.

Health workers can only do so much alone. The 
past month I have been solely focussed on supporting 
our strategy to reduce transmission at the community 
level. What I discovered in many regions is that infected 
people remain in their homes and increase the risk to 
their families, as well as continue as a key source of 
onward transmission. As we know with most outbreaks, 
as well as supporting those already affected, we have to 
try to get ahead of the curve, to stop or slow transmis-
sion. We are supporting the concept of a community 

Health worker training at community care centre: 
Health workers, carers and staff are trained in care in 
the ‘red zone’ or ‘hot zone’ of treatment units and care 
centres. This is where the risk of infection is particularly 
high, where workers support patients in the late stages 
of infection often with significant bleeding, vomiting, 
diarrhoea, and bodily fluids. To note also that the suits 
are nonpourous and health workers are working inside 
non-airconditioned tented facilities which often reach 
temperatures over 30 degrees, making hydration and 
breaks important for staff. Extreme vigilance and super-
vision is required in taking the PPE on and off. Minimal 
contact and getting minor details correct is absolutely 
essential to maintaining good infection, prevention and 
control. Global shortages in PPE mean there is some 
variation across sites. It is essential to not only have 
adequate supplies of PPE, but consistent standards to 
minimise contamination such as having goggles that 
do not fog up or allow sweat to cross through, and 
respirator masks that do not have tie strings. Soiled PPE 
is then removed and taken to a burn pit behind the 
treatment unit or facility.

care centre (CCC). This is a complimentary strategy to 
rapidly identify potential infected persons and remove 
them from their households and communities so they 
can be tested and, if positive, receive basic care until a 
treatment bed is available.

What I discovered in visiting two rural communi-
ties in Port Loko is that they have seen the devastation 
from Ebola and they are taking matters into their own 
hands as best as they can. I have made several visits 
to one community in Buya Romende chiefdom of Port 
Loko district. On the first visit, the local chief and com-
munity elders had created a designated burial site and 
had started removing bodies and organising local burial 
teams. They also set up roadblocks to limit movement 
and onward transmission. In this particular community 
they had removed infected people from their homes and 
taken over an abandoned school as a makeshift isola-
tion unit or care centre. Two student nurses from the lo-
cal area were providing basic care for the patients in the 
school. While they complied with the right measures, 
they were lacking equipment, basic training and person-
nel. In these visits to community outposts, it was clear 
that we needed to help support local projects alongside 
large, 100-bed treatment units.

My role as a health adviser is to identify the key 
needs and priorities of affected districts, and provide 
structural, management and operational support. I am 
working with government, United Nations, and iNGO 
colleagues to provide additional treatment beds for the 
rising number of cases in high-transmission areas. The 
aim is to support the overall goal of reducing transmis-
sion by providing interventions which can help ‘bend’ 
the rising epidemiology curve, and applying strategies to 
limit the spread and transmission in the community. This 
includes supporting communities to quickly identify, 
refer and provide safe isolation and community care. 

In all this, it is important to focus on epidemiol-
ogy, on the location of infection rather than just 
the location of treatment facilities; speed as well as 
scale of response. The past two months have shown 
a geographically-shifting pattern of infections. Our 
previous focus for Ebola in Sierra Leone was on the 
far eastern regions, where the outbreak first occurred 
in the country, with large hotspots in the towns of 
Kenema and Kailahun. Over the past two months, we 
have moved to trying to contain infection in, and sup-
port, Western parts of the country, including Freetown, 
Port Loko and Western Area district. The dynamics and 
our strategies to address these are fundamentally dif-
ferent in predominantly urban areas compared to less 
densely populated regions. There are still unanswered 
questions however: What measures helped reduce 
transmission in Kailahun and Kenema? And what 
will be the most successful strategy for urban slum 
areas of Freetown? 

We are already thinking of the future, for the re-
covery period after the outbreak is under control. Part 
of that work is ensuring that iNGOs commit to cover 
the post-Ebola period. Further training on surveillance 
and contact tracing is needed to rapidly identify and 
isolate future outbreaks. We are also looking at combin-
ing services, of how community workers and family 



Chief Lugbu and community care centre build: In this 
rural area of Port Loko, the chief decided to take matters 
into his own hands with the local community. They had 
taken over a school to house Ebola patients. With some 
tents, oral rehydration solution, and other support, they 
have now trained up 22 local residents to act as support 
staff, contract tracers, security guards and burial teams. 
This site has now opened as the first safe isolation unit in 
the chieftancies. It provides testing, triage and commu-
nity care until a treatment bed becomes available.

planning staff can be trained as surveillance officers. 
There is a lot of work to be done before we reach this 
point, but one of the key aims is to support a sustainable 

Jonah and community: Jonah was a local community 
advocate hired by the chief. At the beginning of the 
outbreak he gathered the community together to dispel 
myths that the virus was related to witchcraft, or was 
spread through the rice provided by government. Over 
the course of the past four weeks, Jonah’s role evolved 
into supporting a local burial team identify grave sites, 
helping contract tracers to find homes of the affected, 
and to help security and police enforce to local quar-
antine to reduce spread. People like Jonah are essential 
to the scale up as they provide a voice and explain the 
cultural traditions, community needs and sensitivities 
particularly around burials. We feel a duty to support 
and protect the roles that community advocates play. 
We are also planning on how they can be supported 
now, as well as how they will help prevent the next 
eruption…an even more distant goal.

health system, which ensures the protection of primary 
healthcare, as well as an ability to respond to crises like 
the present one.
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Student nurses (pictured right): In many local commu-
nities there are no treatment facilities and local com-
munities are using schools (schools are all closed) and 
other abandoned buildings as makeshift holding centres. 
Some regions are also using student nurses to run local 
centres as all the schools are closed. These two student 
nurses were trying to support a makeshift temporary 
structure, but did not have any protective equipment, 
pay or training. Within one week, the students had left 
the area. Providing basic equipment, training, and pay 
are fundamental requirements, yet in many places stu-
dents, carers and health workers risk their lives because 
they are not given the adequate training resources or 
equipment to do their work.

World Health Organization updates personal protective equipment 
guidelines for Ebola response

As part of the World Health Organizations 
(WHO) commitment to safety and protec-
tion of healthcare workers and patients from 
transmission of Ebola virus disease, WHO 
has conducted a formal review of personal 
protective equipment (PPE) guidelines for 
healthcare workers and is updating its guide-
lines in context of the current outbreak.

These updated guidelines aim to clarify and 
standardise safe and effective PPE options to protect 
healthcare workers and patients, as well as provide 
information for procurement of PPE stock in the 
current Ebola outbreak. The guidelines are based on 
a review of evidence of PPE use during care of sus-
pected and confirmed Ebola virus disease patients.

The Guidelines Development Group convened 
by WHO included participation of a wide range of 
experts from developed and developing countries, and 
international organizations including the United States 
Centers for Disease Control and Prevention, Médecins 
Sans Frontières, the Infection Control Africa Network, 
and others.

‘These guidelines hold an important role in clari-
fying effective personal protective equipment options 
that protect the safety of healthcare workers and 
patients from Ebola virus disease transmission,’ says 
Edward Kelley, WHO Director for Service Delivery 
and Safety. ‘‘Paramount to the guidelines’ effective-
ness is the inclusion of mandatory training on the 
putting on, taking off and decontaminating of PPE, 
followed by mentoring for all users before engaging 
in any clinical care.’

Guidelines were developed from an accelerated 
development process that meets WHO’s standards for 
scientific rigour and serves as a complement to the 
interim infection prevention and control guidance for 
care of patients with suspected or confirmed filovirus 
haemorrhagic fever in healthcare settings, with focus 
on Ebola, published by WHO in August 2014.

Use of the personal protective equipment
Experts agreed that it was most important to have PPE 

that protects the mucosae – mouth, nose and eyes 
– from contaminated droplets and fluids. Given that 
hands are known to transmit pathogens to other parts 
of the body, as well as to other individuals, hand 
hygiene and gloves are essential, both to protect the 
health worker and to prevent transmission to others. 
Face cover, protective foot wear, gowns or coveralls, 
and head cover were also considered essential to 
prevent transmission to healthcare workers.

‘Although PPE is the most visible control used to 
prevent transmission, it is effective only if applied 
together with other controls including facilities for 
barrier nursing and work organisation, water and 
sanitation, hand hygiene, and waste management,’ 
says Marie-Paule Kieny, Assistant Director-General 
of Health Systems and Innovation. Benefits derived 
from PPE depend not only on choice of PPE, but also 
adherence to protocol on use of the equipment.

A fundamental principle guiding the selection of 
different types of PPE was the effort to strike a balance 
between the best possible protection against infection 
while allowing health workers to provide the best pos-
sible care to patients with maximum ease, dexterity, 
comfort and minimal heat-associated stress.

In this situation where evidence is still being col-
lected, to see what works best and on an effective 
sustainable basis, it was considered prudent to provide 
options for selecting PPE. In most cases, there was no 
evidence to show that any one of the options recom-
mended is superior to other options available for 
healthcare worker safety.

Further work is needed to gather scientific experi-
ence and data from the field in systematic studies, 
in order to understand why some health workers are 
infected in the current outbreak, and to increase ef-
fective clinical care. WHO is committed to working 
with international partners on these issues to build 
this evidence base.

The new PPE guidelines can be found at: 
http://www.who.int/mediacentre/news/re-
leases/2014/ebola-ppe-guidelines/en/
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Q1 (b), (c), (d), (e). This history is typical of age-related deafness, but it is too soon to jump   
 straight to prescribing a hearing aid without further examination. Presbycusis does appear  
 to be inherited, but this makes little difference to your diagnosis. The hearing loss may have  
 passed from father to son, but is just as likely to be environmental in cause as genetic.  

Q2 (a). Everything so far suggests that Ade has simple age-related deafness of which the 
 ‘ski-slope’ audiogram pattern is typical. Unilateral hearing loss is unlikely when 
 a patient complains of recent-onset deafness, as the ‘good’ ear can hide the fact that 
 the ‘bad’ ear function has been lost. It is only when the ‘good’ ear starts to deteriorate 
 too that the patient appreciates that he has become deaf. Most cases of presbyopia show  

 equal loss in the two ears. Damaged hearing due to excess exposure to noise causes  
	 specific	loss	in	a	narrow	range	related	to	the	frequency	of	the	sound	to	which	the	patient		
 has been exposed (drums are at relatively low frequencies).

Q3 (b), (e). Asymmetrical hearing loss must be taken further. It may be the only sign 
 of acoustic neuroma, which is best initially investigated by skull X-ray. The tumour may  

 show widening of the acoustic neural canal caused by expansion of the tumour, possibly  
 over years. You would expect balance problems if he had Meniere’s disease. He has  
 shown no sign of them.  

Q4 (a), (b), (c), (d). All these steps are useful in trying to achieve better hearing for Ade.   
 However, you should still refer him to an ear, nose and throat (ENT) specialist.   
 Audiograms alone are not enough to rule out other causes of his deafness. Remember that  
 he has been hearing his pulse in his right ear, and there is slight tinnitus. To be safe, and to  
 avoid missing a carotid aneurysm, it would be best to refer to an ENT specialist.
Happily, Ade had presbycusis, and is doing well with his hearing aids. 

(See page 56)
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Clinical Review identifies issues in 
the medical literature of interest 
to clinicians in Africa. Essential 

references are given at the end of 
each section

Dermatology Review
Skin lightening agents: a widespread practice 
with potentially serious consequences
The aim of this review is to raise awareness of the 
widespread practice of skin lightening and the potential 
serious side effects associated with it. Skin lightening 
is commonly practiced in Africa, the Middle East, Asia, 
the Caribbean and Latin America. However, its practice 
is particularly common in sub-Saharan Africa, with 
reported prevalence rates of use between 26-67%.1-3 
The highest prevalence of use has been reported 
predominantly in West African countries. 

The use of skin lightening agents to cosmetically 
lighten the skin has deep historical and cultural roots. 
It appears to be driven by social pressures as in some 
cultures lighter skin colour is perceived to be associ-
ated with success and social advantage. Skin lightening 
agents are also used in an attempt to make the skin 
appear more radiant as ‘teint clair’, or clear skin is often 
the standard of beauty promoted in West African maga-
zines. A recent study from South Africa investigated 
women’s perceptions of the benefits and risks associated 
with the use of skin lightening agents. Interestingly, the 
majority claimed awareness of the adverse effects, but 
this did not deter them from using them, and although 
32% reported adverse effects, 90% expressed satisfac-
tion with the results achieved.4

Skin lightening is practiced predominantly by women, 
but studies report that men use them regularly as well. All 
socio-professional groups are involved in this practice. 
Women admit to increasing their cosmetic use of skin 
lightening products before important events such as wed-
dings. Of particular concern are reports of the continued 
use of these products by pregnant women, and even 
an increase in use by some pregnant and breastfeeding 
women in preparation for the baptism of their child.5 A 
recent study amongst Senegalese women of predominant-
ly lower social class highlighted the economic impact 
of this practice on household income. It demonstrated 
that the monthly expenditure on skin lightening agents 
constituted 19% of their total income.6 Social pressures 
of maintaining a lighter skin colour together with a lack 
of understanding of the constituents of these products has 
lead to them being associated with a high incidence of 
both local and systemic side effects. 

Constituents of skin lightening agents
Skin lightening formulations contain a diverse range 
of agents. Those that commonly cause complications 
or potentially can cause serious complications include 
potent corticosteroids (often clobetasol propionate), 
high-dose hydroquinone (greater than the recom-
mended 5% maximum concentration), and mercurial 
derivatives. They are present in varying concentrations 
and the product information is often misleading (Figure 
1). A study conducted in Paris, France, which reported 
that skin lightening is widely practiced amongst im-
migrant communities originating from Africa, measured 
three samples of creams bought from markets and found 
hydroquinone concentrations of 4.5%, 9% and 16.7%. 

The packaging of two of the products did not mention 
the presence of hydroquinone, and the third listed only 
a 2% concentration of hydroquinone.7 Samples anal-
ysed in Senegal found hydroquinone concentrations of 
4-8.7%.1 A recent study demonstrated that almost 50% 
of skin lightening creams used by a sample of Somali 
women in the USA contained mercurial derivatives at 
concentrations in excess of the recommended Food and 
Drug Administration threshold.8 Several studies in Africa 
have reported that the majority of products contain hy-
droquinone and/or potent topical steroids.1,3 However, a 
study from Togo reported that mercury derivatives were 
a more common constituent than either corticosteroids 
or hydroquinone, and were present in 31% of skin light-
ening agents. Approximately 25% of products used in 
Senegal and Togo were of unknown composition. Even 
when the constituents of skin lightening creams are 
correctly labeled, users are often unaware of the risks 
associated with them. Alternatively, if they recognise a 
constituent such as hydroquinone, they may not know 
what is considered to be a safe concentration to use. 

Studies have demonstrated that those who practice 
skin lightening often use them on a daily basis. In some 
countries they are commonly used on the body as well 
as the face, a study in Senegal reported that 92% of 
users applied them to the whole body.1 Long term use 
can cause both cutaneous and systemic side effects, and 
approximately 70% of users develop complications. Risk 
factors for developing complications include the type and 
concentration of lightening agent used, the use of several 
products at the same time, the length of time that they are 
used, application all over the body, and sun exposure.  

Figure 1: A cream which suggests that it contains natural 
aloe vera actually contains clobetasol propionate.

See page 54 for questions about this article
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Cutaneous side effects
There are numerous side effects affecting the skin and 
multiple complications are common. In particular, 
chronic use of skin lightening agents containing cortico-
steroids is associated with severe and widespread skin 
infections (fungal and bacterial), scabies infestation, and 
pigmentary problems. Skin infections in this context 
are often clinically atypical and severe, and they can 
be difficult to treat and may recur. Fungal infections 
affecting the face are usually a rare occurrence but they 
are a much more common problem in this group of 
patients (Figure 2). Dermatophyte fungal on the body 
can be widespread, inflammatory or pustular. Commu-
nities where skin bleaching with potent topical steroids 
is common practice suffer with high rates of scabies 
infestation, and scabies often presents with widespread 
pustular or crusted lesions.1 

Pigmentary problems can be particularly disfiguring 
and include hyperpigmentation, exogenous ochronosis, 

and chemical leukoderma. Hyperpigmentation is 
usually post-inflammatory and often occurs because 
high dose hydroquinone can be photosensitizing as well 
as highly irritating producing an irritant contact derma-
titis. Ochronosis, which is almost inpossible to treat, is 
characterised by disfiguring blue/black pigmentation in 
sun exposed areas of the skin, and is a strong indication 
of the prolonged use of hydroquinone. Chemical leuko-
derma has mainly been linked to the use of monoben-
zylether of hydroquinone, but can rarely be caused by 
hydroquinone as well. 

 Steroid induced acne is a very common problem 
and can be severe (Figure 3). In addition there is the 
problem of ‘rebound acne’ when potent topical corti-
costeroid containing skin lightening agents are abruptly 
withdrawn. Striae are a common complication and 
important marker of chronic corticosteroid use. 
Corticosteroid-induced skin atrophy can also lead to 
impaired wound healing and wound dehiscence.

Systemic side effects
There is a significant risk of percutaneous absorption 
with regular, long-term, and all over body application of 
high concentrations of skin bleaching agents. Adrenal 
suppression can be induced by a weekly dose of 50g of 
clobetasol propionate 0.05%.9 Studies report that the 
amount of corticosteroids applied to the skin for skin 
lightening purposes can reach 350g,2 or even 480g5 
per month. A study in Senegal reported that the average 
amount of corticosteroid applied every month was 95g 
(range 15-350g).5 Hypertension, diabetes, and low birth-
for-weight babies have all been reported in association 
with potent corticosteroid use.5,10 In a hospital based 
study in Dakar, Senegal, patients who had used skin 
lightening products for more than 10 years had a odds 
ratio of 1.3 for developing hypertension, and an odds 
ratio of 3.6 for developing diabetes.10 There are reports 
of adrenal insufficiency when skin bleaching is suddenly 
stopped. The long-term application of potent topical 

steroids to the face can also increase the risks of cata-
racts, glaucoma and infections.2 

Animal studies have demonstrated that hydroquinone 
can cause cancer. There has been only a single report 
from Senegal of the development of cutaneous squa-
mous cell carcinoma in sun-exposed skin of two patients 
who practiced long-term skin bleaching. Although a 
direct carcinogenic effect of hydroquinone or other un-
identified compounds is possible, the authors suggested 
that the mechanism of carcinogenesis was more likely 
to involve melanin destruction, solar exposure, and 
corticosteroid-induced immunosuppression.11

The renal complications associated with the use of 
mercurials are well known. In the early 1970s they were 
the most common cause of nephrotic syndrome in adult 
women in Kenya. Mercury compounds have also been 
associated with neurological complications such as 
insomnia, memory loss and peripheral neuropathy, and 
there has been a case report of mercury intoxication in 

Figure 2: Pityriasis versicolor (Malassezia infection) and 
hyperpigmentation.

Figure 3: Steroid induced acne with hyperpigmentation.
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a newborn, which was attributed to the mother’s use 
of mercury containing soap during pregnancy 
and lactation.8

New cases of leprosy remain a problem in certain 
parts of Africa. There has been a reported case of a delay 
in the diagnosis of leprosy as a result of the applica-
tion of a skin lightening agent by the patient to treat the 
hypochromic lesion of leprosy on her cheek.

The cosmetic use of skin lightening products has had 
a huge impact on dermatological services. In Dakar, 
Senegal, the proportion of dermatological visits related 
to complications of the use of bleaching products signifi-
cantly increased from only 2% of dermatological con-
sultations in 1976 to approximately 25% by 2003.1 The 
high incidence of infections associated with this practice 
is a significant public health concern. It is important for 
clinicians to appreciate the dangers of skin lightening 
agents, and to be able to recognise clinical signs of its 
use in order to educate their patients and prevent serious 
sequelae. Patients often do not admit to using them. 
However, skin lightening agents produce characteristic 
changes to their skin, which can act as an indicator to 
the physician. At the early stages of use patients develop 
erythema, facial hypertrichosis, and hyperpigmentation, 
particularly affecting the cheekbones, forehead and 
periocular areas. 

Public education campaigns are required to highlight 
the dangers associated with this practice. Government 
authorities need to be alerted to this problem and per-
suaded to clamp down on the production of bleaching 
agents, which have been incorrectly labeled and mar-
keted, and which contain dangerous levels of bleaching 
agents. The media also need to understand their respon-
sibility in reinforcing this practice by selecting images of 
fair skin and promoting this as a desirable attribute.   
Mahreen Ahmeen, Department of Dermatology,
Royal Free Hampstead NHS Trust
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African type 1 diabetes - the epidemiology dilemma
It is generally recognised that the incidence of type 1 
diabetes, particularly in childhood, is relatively low in sub-
Saharan Africa, probably about 2 per 100 000 per year; 
compared with about 20 per 100 000 per year in Europe. 
In fact, there is good global evidence that from the equa-
tor, type 1 incidence rises the further north countries are 
situated, with particularly high rates in the Scandinavian 
countries of northern Europe. There are several theories 
which attempt to explain this interesting phenomenon, 
and these have recently been reviewed in an article in the 
journal Diabetes Update by Dr Eleanor Kennedy.1 This 
publication will probably not be known to those outside 
the UK. It is the journal of Diabetes UK (the national pa-
tient organisation). UK diabetologists are invited members 
of this organisation, and also receive the journal. Dr Ken-
nedy summarises four current theories for the north-south 
variation in type 1 diabetes incidence, as follows:
·  The ‘sunshine hypothesis’. There is clearly more   

sunshine in equatorial areas compared with the dark 
zones of northern Europe and America. This may 
lead to lower vitamin D levels in the north. There is 
quite strong evidence that vitamin D supplementa-
tion in infancy can protect against the later develop-
ment of type 1 diabetes in a dose-dependent way.

·	 The ‘hygiene hypothesis’. This theory is well known 
in asthma epidemiology, but may also apply to type 
1 diabetes. The idea is that low exposure to bacteria 
and viruses in early childhood reduces the immune 
system’s ability to resist later auto-immune attack, 
including islet cell antibodies and the pancreatic 
beta cell. Childhood infections are likely to be much 
more common in poorly-resourced equatorial areas, 
than in northern areas where the countries are richer, 
and children live in less crowded environments. 
Though this is an attractive idea, there is no direct 
supportive evidence at present.

·	 The ‘cow’s milk hypothesis’. It has been known for 
some time that prolonged breastfeeding can protect 
against the later development of type 1 diabetes. The 
effect seems to be related to a delay in the introduc-
tion of cow’s milk to the infant’s diet. It is thought 
that bovine albumen can mimic islet cell antigens 
and encourage an autoimmune islet cell attack. 
Breastfeeding is generally more prolonged in tropi-
cal areas than northern more ‘developed’ countries, 
which would fit in with this theory. However, a trial 
is in progress comparing formula (non-bovine) milk 
with cow’s milk in infants at high genetic risk for type 
1 diabetes. So far, a difference in future development 
of type 1 disease has not been demonstrated.

·	 The ‘accelerator hypothesis’. There is evidence that 
children are currently growing faster and bigger 
compared with previous generations. This is likely to 
‘strain’ beta cell reserves, inducing relative insulin re-
sistance, which will augment other factors (eg auto-
immune) predisposing to type 1 diabetes. Northern 
areas of the world are clearly more ‘obesogenic’ than 
in the tropics, so this hypothesis would fit in with 
the global variation in type 1 incidence. However, 
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though there is some evidence to support the ‘ac-
celerator hypothesis’, it remains a controversial idea.
All of those four theories are interesting, and could play 

a part in the low type 1 diabetes incidence in the tropics. 
More research is vital so that the high-risk northern areas of 
the world can learn from the tropical environment.

Hyponatraemia and mortality
One of the commonest blood tests requested in hos-
pitals is the ‘renal profile’ or ‘urea and electrolytes’ 
(U&Es). A common abnormality detected by this test is a 
low-level of plasma sodium (Na). In fact, hyponatraemia 
is probably the commonest biochemical abnormality 
with a hospital prevalence of about 15%. Traditionally, 
hyponatraemia is often categorised as mild (plasma Na 
above 130 mmol/l, but below the lower limit of the ref-
erence range), moderate (125-129 mmol/l), and severe 
(below 125 mmol/l).

There are many causes of hyponatraemia, of which 
drugs are probably the commonest. Of these, thiazide 
diuretics are the most frequent cause, but there are 
many others including loop diuretics, anticonvulsants, 
antipsychotics and omeprazole. Hypoadrenalism is an 
important treatable cause - either Addison’s Disease or 
hypopituitarism. Syndrome of inappropriate antidiuretic 
hormone (SIADH) is common, and may be due to a 
variety of malignancies, drugs, chest and neurological 
problems. Finally, in hospital there are iatrogenic causes 
- usually due to the overuse of hypotonic infusion fluids 
(eg 5% dextrose).

Whatever the cause, there is evidence that hypo-
natraemia is associated with excess mortality - both in 
hospital and after admission. A number of early mortal-
ity studies were small and uncontrolled, but there have 
been much better designed recent studies confirming 
a significant association between hyponatraemia and 
mortality. Perhaps the biggest and most convincing of 
these was a USA report of 98 411 adults hospitalised 
between 2000 and 2003 in Boston, Massachusetts.2  
There was an increased mortality risk for those with all 
degrees of hyponatraemia both in hospital (Odds Ratio 
1.47), at l year post admission (OR 1.38), and at 5 years 
(OR 1.25). It was noted that reduction of the degree of 
hyponatraemia in hospital also reduced mortality risk.

A more recent study from London, UK recorded a 
case-control study of 139 hospital patients with a plas-
ma Na level <128 mmol/l compared with a matched 
control group of 254 normonatraemic patients.3 The 
hospital mortality in the hyponatraemic patients was 
17.3% - almost 12 times that of the control group (OR 
11.89). Careful group matching and univariate analysis 
showed clearly that hyponatraemia was an independent 
risk factor for mortality.

There is therefore convincing evidence that hypona-
traemia is a significant and independent mortality risk 
factor amongst hospital patients. Two important ques-
tions however remain. Firstly, what is the actual cause of 
the mortality - is it a direct effect of low plasma Na 
levels in the extra-cellular fluid, or is it related more to 
the underlying causal condition? Secondly, will thera-
peutic elevation of low plasma Na levels reduce or 
abolish the mortality risk? The answers to these 
important questions are not known, and clearly 

further research is needed.
For the present, it is important for hospital doctors to 

recognise the importance of hyponatraemia, and to take 
the problem seriously. Attempts should be made to find 
the cause of the abnormality, and if possible correct the 
underlying problem. Sometimes this may be difficult, but 
it may also be simple - for example, stopping a thiazide 
diuretic in a hypertensive patient and substituting an 
alternative drug.

Neurocistercercosis - a new who initiative
The syndrome of neurocysticercosis is well-known to 
tropical doctors. It is due to the pig tapeworm Taenia 
solium, and specifically not to the beef tapeworm Taenia 
saginatum. If the segments of T.solium disrupt in the 
upper human bowel, cysts are released and can be 
absorbed into the circulation. They can then travel to 
distant organs, and enter a ‘blind alley’ of the life cycle.  
After some initial growth they die and calcify, forming 
typical ‘torpedo-shaped’ cysticerci. These give a charac-
teristic radiological appearance - particularly on plain 
X-rays of the muscles of the limbs (especially the thigh), 
and on CT scans of the brain. It is the central nervous 
system cysticerci which cause the real clinical problems, 
and in many countries neurocysticercosis is the com-
monest cause of epilepsy.

The World Health Organisation (WHO) has recently 
decided to ‘prepare battle on cysticercosis’.4 Standard 
measures of control are not easy, and include multiple 
approaches to break the life cycle. This may include 
control of pig movement, improving meat inspection 
and sanitation in slaughterhouses and, and possibly 
mass anthelmintic treatment of pigs and humans in 
endemic areas.

However, these strategies have so far not been greatly 
effective in achieving significant reductions in cases of 
neurocysticercosis. New strategies are however now 
becoming available. One is a pig vaccine to elimi-
nate porcine  T. solium infection. Preliminary trials in 
Cameroon have been encouraging, but wider and more 
definitive studies are needed. It is conceivable that the 
vaccine could in the future be used in high-risk human 
populations. A further possible control strategy is the 
drug oxfendazole, which can be 100% effective in clear-
ing T. solium cysts from pigs. Again, there is a possibility 
of future use of this drug in humans.

There are clearly now a variety of ways in which neu-
rocysticercosis may be either eradicated or significantly 
controlled. To achieve this, however, there will need to 
be political support, adequate funding, and investment 
from the pharmaceutical industry. Nevertheless, it is to 
be hoped that the current WHO initiative will be at least 
a start to bringing neurocysticercosis under control.
Professor Geoff Gill, Liverpool School of Tropical Medi-
cine and University Hospital Aintree, UK
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Oncology
Screening for colorectal cancer

Trials investigating the effectiveness 
of colorectal cancer (CRC) screening 
programmes suggest they are effective 
in reducing CRC mortality. However, 
more specific questions examining the 
benefits of sigmoidoscopy and adenoma 
removal have been examined in two 
recent trials.

The first trial followed 40 800 pa-
tients who had undergone colorectal ad-
enoma removal. The investigators then 
monitored CRC incidence and mortality. 
Using CRC rates for the general popula-
tion, a total of 398 deaths from CRC 
were expected compared with 
383 observed. This yielded a stan-
dardised mortality ratio (SMR) of 0.96 
among patients who had undergone 
adenoma removal. 

The second trial investigated the 
effectiveness of flexible sigmoidoscopy 
on CRC incidence and mortality. Ran-
domised patients received either once-
only flexible sigmoidoscopy (n=10 283), 
or a combination of once-only flexible 
sigmoidoscopy and faecal occult blood 
testing (FOBT) (n=10 289). The control 
group (n=78 220) received no interven-
tion. After a median follow-up of 11 
years, 71 participants died of CRC in 
the screening group versus 330 in the 
control group (significant hazard ratio 
(HR), 0.73). No difference in mortality 
was observed between the sigmoidos-
copy and sigmoidoscopy with FOBT. 
Once-only flexible sigmoidoscopy with 
or without FOBT reduces both the inci-
dence and mortality of CRC.
Løberg M, Kalager M, Holme Ø, et al. Long-term 
colorectal-cancer mortality after adenoma removal. 
NEJM 2014; 371: 799–807.
Holme Ø, Løberg M, Kalager M, et al. Effect of flex-
ible sigmoidoscopy screening on colorectal cancer 
incidence and mortality: A randomized clinical trial. 
JAMA 2014; 312: 606–15. 

Nicotinamide for Friedrich’s 
ataxia

Friedrich’s ataxia is a genetic, progres-
sive, and degenerative disorder caused 
by deficiency of the frataxin protein. 
Currently, no effective disease-modi-
fying treatments exist; however, recent 
preclinical studies have shown that the 
histone deacetylase inhibitor nico-
tinamide (vitamin B3) can induce an 

increase in frataxin concentrations. 
An exploratory, open-label study has 

investigated the effects of escalating the 
doses of nicotinamide (from 2 to 8g) in 
ten patients. The primary outcome mea-
sured upregulation of frataxin expres-
sion. Results showed that nicotinamide 
was generally well tolerated; the main 
adverse event was nausea, which in 
most cases was mild, and dose-related. 
Single doses resulted in an increase in 
the frataxin concentration but after dose 
escalation a significant and sustained 
upregulation of frataxin expression was 
observed. However, clinical measures 
did not show significant changes.

Nicotinamide increased frataxin con-
centrations but no changes in clinical 
measures were observed.  
Libri V, Yandim C, Athanasopoulos S. Epigenetic 
and neurological effects and safety of high-dose 
nicotinamide in patients with Friedreich’s ataxia: 
an exploratory, open-label, dose-escalation study. 
Lancet 2014; 384: 504–13.

Hypothermia for perinatal 
asphyxia

Perinatal asphyxia encephalopathy is 
associated with a high risk of death or 
early neurodevelopmental impairment. 
Studies have shown that infants treated 
with moderate hypothermic therapy 
have improved neurological outcomes 
at 18 months but crucially, the 
longer-term neurocognitive benefits 
remain unknown.

Therefore, the TOBY trial assigned 
325 newborns with asphyxial encepha-
lopathy to receive standard care or stan-
dard care plus hypothermia to a rectal 
temperature of 33-34°C for 72 hours. 
The primary outcome measured survival 
frequency with an IQ score of 85 or 
higher in children aged 6-7 years.

Although survival did not differ 
between the groups, 52% of children 
receiving hypothermic therapy satisfied 
the primary outcome compared with 
39% in the control group (significant 
relative risk (RR), 1.31). Further, the 
intervention group had a reduced risk of 
cerebral palsy and moderate or severe 
disability. 

Moderate hypothermia after 
perinatal asphyxia resulted in improved 
neurocognitive outcomes in middle 
childhood.
Azzopardi D, Strohm B, Marlow N, et al. Effects of 
hypothermia for perinatal asphyxia on childhood 
outcomes. NEJM 2014; 371: 140–9.

Testing for Creutzfeldt-Jakob 
disease

obtaining a definite diagnosis of the 
fatal neurodegenerative, Creutzfeldt-

Jakob disease is challenging. The 
commonly used fluorescence assay test, 
real-time quaking-induced conversion 
(RT-QuIC), uses cerebrospinal fluid to 
detect the biomarker, prion protein, and 
has an estimated 80-90% sensitivity. 
However, a new study has tested the 
sensitivity of RT-QuIC analysis of olfac-
tory epithelium from nasal brushings.

The RT-QuIC assays using nasal 
brushings were positive in 30 of 31 
patients with Creutzfeldt-Jakob disease 
but were negative in 43 of 43 patients 
without the disease; giving a sensitivity 
of 97% and a specificity of 100%. By 
contrast, the RT-QuIC test using cere-
brospinal fluid samples from the same 
patients, had a sensitivity of 77% and a 
specificity of 100%. 

RT-QuIC assays using olfactory 
epithelium were accurate in diagnosing 
Creutzfeldt-Jakob disease.
Orrú C, Bongianni M, Tonoli G, et al. A test for 
Creutzfeldt–Jakob disease using nasal brushings. 
NEJM 2014; 371: 519–29.

Neural tube defect prevention
Research has provided evidence that 
maternal folic acid supplementation 
before and during early pregnancy 
reduces the risk of neural tube defects. 
However, the optimal population red 
blood cell (RBC) folate concentration 
for the prevention of the defects 
remains unknown.

Two Chinese studies have examined 
this question by giving 250 000 women 
of reproductive age folic acid supple-
mentation (400 µg/day) in order to estab-
lish the RBC folate concentration at day 
28 gestation (time of neural tube closure) 
and the risk of neural tube defects.

The risk of neural tube defects was 
high at the lowest estimated RBC folate 
concentration (25.4 per 10 000 births at 
500 nmol/L) but this risk decreased with 
increasing concentrations and was sig-
nificantly attenuated at concentrations 
above 1000 nmol/L (6 per 10 000).

Higher RBC folate concentrations 
reduced the risk of neural tube defects. 
Therefore, these concentrations could 
be used as a risk biomarker.
Crider K, Devine O, Hao L, et al. Population red 
blood cell folate concentrations for prevention of 
neural tube defects: Bayesian model. BMJ 2014; 
349: 4554. 

Antiepileptic drugs, spontaneous 
abortion, and stillbirth

Anti-epileptic drug use during pregnancy 

Neurology

Africa Health  49November 2014

Medicine Digest

Obs & Gyn



November 201450  Africa Health

Medicine Digest

has been associated with pre-eclampsia, 
and foetal malformations. However, little is 
known about the association between 
antiepileptics in pregnancy and spontane-
ous abortion or stillbirth. Therefore a popu-
lation study aimed to establish the risks of 
spontaneous abortion and stillbirth after use 
of antiepileptic drugs during pregnancy.

The study results indicated that preg-
nant women using anti-epileptics had a 
13% higher risk of spontaneous abor-
tions than women not using antiepilep-
tics. However, the risk of spontaneous 
abortion was not increased in women 
taking antiepileptics with an epilepsy 
diagnosis, only in women taking antiepi-
leptics without a diagnosis of epilepsy. 
In women who had multiple pregnan-
cies with discordant antiepileptic drug 
use, no increased risk of abortion for 
exposed pregnancies was observed. 
Antiepileptics were not associated with 
an increased risk of stillbirths.

No association between the use of 
antiepileptic drugs and spontaneous 
abortion or stillbirth was found.
Bech B, Kjaersgaard M, Pedersen H, et al. Use of 
anti-epileptic drugs during pregnancy and risk of 
spontaneous abortion and stillbirth: population 
based cohort study. BMJ 2014; 349: 5159. 

Diagnostic accuracy of foetal 
RHD status

Postnatal prophylaxis with anti-RhD 
immunoglobulin reduces the prevalence 
of foetus and newborn haemolytic 
disease. Foetal RHD genotyping can 
be done during the pregnancy but 
techniques are labour-intensive so 
genotyping is only performed in high-risk 
mothers. Recently, new developments 
in RHD genotyping has reduced labour 
requirements and mass testing of foetal 
DNA may be possible.

A recent study analysed the accuracy 
of mass RHD genotyping by performing 
it on 2288 RHD-negative women up to 
four times during pregnancy (from 11 
weeks) and comparing its accuracy with 
RHD status determined by cord blood 
serology results.

The sensitivity for the detection of 
RHD positivity was 96.9% at <11 weeks 
gestation, and over 99.7% between 11 
and 23 weeks, whereafter it was 100%. 
Before 11 weeks gestation, 1.9% of 
babies tested were falsely predicted as 
RHD negative.

After 11 weeks, mass foetal RHD 
genotyping is accurate for the prediction 
of RHD type. 
Chitty L, Finning K, Wade A, et al. Diagnostic accu-
racy of routine antenatal determination of fetal RHD 
status across gestation: population based cohort 
study. BMJ 2014; 349: 5243.

Cardiovascular
Sodium consumption and 

cardiovascular death
High sodium intake increases blood pres-
sure, a risk factor for cardiovascular disease. 
Yet the effects of sodium intake on global 
cardiovascular mortality are uncertain.

A recent study compiled data from 
research conducted worldwide examin-
ing sodium intake and its effect on blood 
pressure and cardiovascular mortality. 

Guidelines recommend sodium 
intake should not exceed 2 g per day. 
However, in 2010, 88% of the global 
adult population exceeded this with cal-
culations estimating a mean daily intake 
of 3.95 g (with regions ranging from 2.18 
to 5.51 g). Annually, 1.65 million deaths 
from cardiovascular causes were at-
tributed to excessive sodium intake (10% 
of all cardiovascular causes of death). A 
total of 84% of these deaths occurred in 
low- to middle-income countries.

A significant proportion of cardio-
vascular deaths are caused by excessive 
sodium intake.
Mozaffarian D, Fahimi S, Singh G, et al. Global 
sodium consumption and death from cardiovascular 
causes. NEJM 2014; 371: 624–34. 

Angiotensin-neprilysin inhibition 
for heart failure

The drug, LCZ696, is comprised of the 
neprilysin inhibitor sacubitril and the 
angiotensin receptor blocker (ARB) valsar-
tan. It was recently found to be successful 
in treating hypertension, or heart failure 
with a preserved ejection fraction than 
an ARB alone. A recent trial compared 
the efficacy of LCZ696 at reducing death 
from cardiac causes or hospitalisation 
among patients with heart failure and a 
reduced ejection fraction (≤40%).

A total of 8442 patients were 
randomly assigned to receive either 
LCZ696 (200 mg twice daily) or enala-
pril (10 mg twice daily). Importantly, 
the trial was stopped early due to an 
overwhelming benefit of LCZ696. After 
a median follow-up of 27 months, 17% 
of patients receiving LCZ696 had died 
compared with 20% in the enalapril 
group (significant HR for LCZ696 group, 
0.84). LCZ696 also reduced the risk of 
hospitalization for heart failure by 21% 
in addition to decreasing symptoms.

LCZ696 was superior to enalapril 
in reducing the risks of death and 
hospitalisation for heart failure.
McMurray J, Packer M, Desai A, et al. Angiotensin–
neprilysin inhibition versus enalapril in heart failure. 
NEJM 2014; 371: 993–1004. 

Clarithromycin and risk of 
cardiac death

Acute cardiac toxicity is an increasingly 
recognised potential adverse effect of 
antimicrobial treatment, particularly 
macrolides such as erythromycin and 
azithromycin. However, relatively little 
is known about the cardiovascular risks 
associated with other macrolides. 

A Danish study assessed the risk of 
cardiac death among patients pre-
scribed clarithromycin and roxithro-
mycin and compared the risk in those 
receiving penicillin V.

The incidence of cardiac death for 
those patients receiving clarithromycin 
was 5.3 per 100 person years compared 
with 2.5 per 100 person years for peni-
cillin V – a significantly increased risk.  
However, no increased risk of cardiac 
death was observed for roxithromycin. 
Despite this, the absolute risk remains 
small and therefore should have limited, 
if any, effect on prescribing practice.

Clarithromycin is associated with a 
minor increased risk of cardiac death.
Svanstrom H, Pasternak B, Hviid A. Use of clarithro-
mycin and roxithromycin and risk of cardiac death: 
cohort study. BMJ 2014; 349: 4930.

Erythropoietin for preterm 
infants

Premature infants are at risk of devel-
oping encephalopathy of prematurity 
which is associated with long-term 
neurodevelopmental delay. Imaging 
show characteristic brain changes such 
as white matter loss, lesions, and abnor-
mal cortical development. Studies have 
shown erythropoietin to be neuropro-
tective and to have beneficial effects on 
neurodevelopment.

A recent trial randomised preterm 
infants to receive either three intrave-
nous infusions of high-dose recombi-
nant human erythropoietin (n=77) or 
placebo (n=88) before 42 hours after 
birth. Although neurodevelopment was 
not assessed, the authors compared MRI 
brain images of subjects in the inter-
vention and placebo groups. Results 
showed that significantly fewer infants 
treated with erythropoietin had abnor-
mal scores for white matter injury (risk 
ratio, 0.58), white matter signal intensity 
(risk ratio, 0.20), periventricular white 
matter loss (risk ratio, 0.53), and grey 
matter injury (risk ratio, 0.34).

High-dose erythropoietin within 
42 hours after birth reduced the risk of 
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brain abnormality on MRI. 
Leuchter R, Gui L, Poncet A, et al. Association be-
tween early administration of high-dose erythropoi-
etin in preterm infants and brain MRI abnormality at 
term-equivalent age. JAMA 2014; 312: 817–24. 

Validation of Apgar scoring
The Apgar score has been used as an 
index of early neonatal condition for 
over 50 years, but with advances in 
healthcare, some have questioned its 
relevance. Therefore, a recent study has 
assessed the strength of the relation be-
tween Apgar score at 5 min and the risk 
of neonatal and infant mortality.

Data for 1 029 207 births with 
a gestational age of 22-44 weeks 
were retrospectively assessed to 
calculate the relative risks of neonatal 
and infant death in neonates and infants 
with low (0-3) and intermediate (4-6) 
Apgar scores. 

Compared with normal Apgar scores 
(7-10), low Apgar scores at 5 min were 
associated with an increased risk of 
neonatal and infant death across all ges-
tational ages. The relative risk for early 
neonatal death was 359; 31 for late 
neonatal death; and 50 for infant death. 

Low Apgar score was strongly 
associated with the measured risk of 
neonatal or infant death.
Iliodromiti S, Mackay D, Smith G, Pell J, and Nelson S. 
Apgar score and the risk of cause-specific infant mor-
tality: a population-based cohort study. Lancet 2014; 
doi:10.1016/50140-6736 (14) 61135-1.

Pulse oximetry for congenital 
heart disease screening

Pulse oximetry screening for the detec-
tion of congenital heart disease (CHD) 
in high-income countries has proven 
beneficial. However, whether the 
benefits of this can be translated to low-
income countries is unknown.

A Chinese study assessed whether 
the accuracy of pulse oximetry plus 
clinical assessment in newborns was 
effective in the detection of CHD. 
Babies with an abnormal result from 
either assessment were then referred for 
echocardiography. False-negative results 
were identified by clinical follow-up 
and parent feedback.

During the prospective phase, 
122 738 consecutive newborns were 
screened (2031 were symptomatic), of 
which 1071 babies were identified to 
have CHD. In asymptomatic newborns, 
the sensitivity of pulse oximetry was 

93.2% for critical CHD. The addition of 
pulse oximetry to clinical assessment 
improved sensitivity for detection of 
critical CHD from 77·4% to 93·2%.

Pulse oximetry plus clinical assess-
ment is feasible and reliable for the 
detection of major CHD in newborns.
Zhao Q, Ma X, Ge X, et al. Pulse oximetry with 
clinical assessment to screen for congenital heart 
disease in neonates in China: a prospective study. 
Lancet 2014; 384: 747–54. 

A strategy to reduce neonatal 
and infant morbidity

The Integrated Management of Neonatal 
and Childhood Illness (IMNCI) strategy 
incorporates health worker home visits, 
whilst improving management of the 
sick child and strengthening health sys-
tems. The aim is to reduce neonatal and 
infant morbidity by changing treatment-
seeking practices. 

A recent study included over 60 000 
births from 18 population clusters in 
India. Each was randomised to receive 
either IMNCI or no intervention. The 
primary outcome measured the effect of 
IMNCI on treatment-seeking practices.

Subjects in the intervention clusters 
reported fewer episodes and sought 
treatment more often for severe neona-
tal illness, but also for local neonatal 
infection, diarrhoea, and pneumonia. 
Infants in the intervention clusters were 
more likely to be exclusively breast fed 
in the sixth month of life.

The implementation of IMNCI was 
associated with timely treatment seek-
ing and reduced morbidity. This is 
likely to explain the observed 
reduction in mortality. 
Mazumder S, Taneja S, Bahl R, et al. Effect of imple-
mentation of Integrated Management of Neonatal 
and Childhood Illness programme on treatment 
seeking practices for morbidities in infants: cluster 
randomised trial. BMJ. 2014; 349:4988.

Moxifloxacin-based regimens for 
tuberculosis

Short-term tuberculosis treatment regi-
mens could improve rates of adherence 
and adverse effects. Moxifloxacin, a 
fluroquinolone, may facilitate this as 
it induces a rapid decline in bacterial 
load. Consequently, a non-inferiority 
study aimed to determine if replace-
ment of isoniazid or ethambutol with 
moxifloxacin would be effective over 
4 months rather than the standard 6 
month regimen.

The control group (n=510) received 
isoniazid, rifampin, pyrazinamide, and 

ethambutol for 8 weeks, followed by 18 
weeks of isoniazid and rifampin. In the 
isoniazid group (n=514), ethambutol 
was replaced with moxifloxacin for 17 
weeks. In the ethambutol group (n=524), 
isoniazid was replaced with moxifloxa-
cin for 17 weeks (ethambutol group). The 
primary outcome measured treatment 
failure or relapse within 18 months.

Fewer patients in the isoniazid and 
the ethambutol groups had a favourable 
outcome (85% and 80%, respectively) 
compared with 92% in the control 
group. Therefore shortening treatment to 
4 months was not effective.
Gillespie S, Crook A, McHugh T, et al. Four-month 
moxifloxacin-based fegimens for drug-sensitive 
tuberculosis. NEJM 2014.

Tuberculous pericarditis therapy
Tuberculous pericarditis is associated 
with a high morbidity and mortality even 
after antituberculosis therapy. A recent 
randomised trial evaluated the efficacy 
of adjunctive glucocorticoid therapy and 
Mycobacterium indicus pranii immuno-
therapy (which is thought to reduce 
tuberculosis inflammation and increase 
CD4+ count in HIV patients).

A total of 1400 patients with definite 
or probable tuberculous pericarditis 
were randomised to receive either 
prednisolone or placebo for 6 weeks and 
to either M. indicus pranii or placebo 
injections for 3 months. The primary out-
come was a composite of death, cardiac 
tamponade requiring pericardiocentesis, 
or constrictive pericarditis.

By the study endpoint, there was 
no significant difference in the primary 
outcome between patients who received 
prednisolone and those who received 
placebo (23.8% and 24.5, respectively) 
or between those who received M. 
indicus pranii immunotherapy or pla-
cebo (25.0% and 24.3% respectively).

Neither prednisolone nor M. indicus 
pranii immunotherapy had a significant 
beneficial effect on tuberculous pericarditis.
Mayosi M, Ntsekhe M, Bosch J, et al. Prednisolone 
and Mycobacterium indicus pranii in tuberculous 
pericarditis. NEJM 2014; 371: 1121–30.

Izoniazid plus antiretroviral 
therapy for tuberculosis 

prevention
Antiretroviral therapy (ART) reduces 
the risk of developing tuberculosis, but 
new evidence has indicated that dual 
ART and isoniazid treatment may further 
reduce this risk. Therefore a recent South 
African trial assessed the efficacy and 
safety of this dual therapy at reducing 
the risk of developing tuberculosis in 
subjects infected with HIV-1. 

Tuberculosis
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A total of 1329 patients were 
randomised to receive either isoniazid 
or placebo for 12 months alongside 
concurrent ART. 

After 3227 person-years of follow-up, 
95 incident cases of tuberculosis were 
recorded, of which 37 occurred in the 
isoniazid group compared with 58 in the 
placebo group – yielding a significant 
hazard ratio of 0.63. Of note, raised ala-
nine transaminase concentrations caused 
drug discontinuation in 19 of the isoniazid 
group versus 10 in the placebo group.

Isoniazid preventative therapy should 
be recommended to all patients receiv-
ing ART in moderate or high incidence 
tuberculosis areas.
Rangaka M, Wilkinson R, Boulle A, et al. Isoniazid 
plus antiretroviral therapy to prevent tuberculosis: a 
randomised double-blind, placebo-controlled trial. 
Lancet 2014; 384: 682–90.

Effect of BCG vaccination against 
Mycobacterium tuberculosis

The BCG vaccine has been the subject 
of numerous efficacy trials over the 
decades. A recent systematic review 
and meta-analysis aimed to determine 
whether the BCG vaccination protects 
against Mycobacterium tuberculosis 
when assessed by interferon γ release 
assays in children.

A total of 14 studies incorporating 
3855 participants were included in the 
primary analysis. The estimated overall 
risk ratio was 0.81, indicating a pro-
tective efficacy of 19% against infec-
tion among vaccinated children after 
exposure compared with unvaccinated 
children. Further analysis, that included 
information on progression to active 
tuberculosis at the time of screening, 

Infection

showed protection against infection 
was 27% (RR, 0.73) compared with 
71% (RR, 0.29) against active tubercu-
losis. Among those infected, protection 
against progression to disease was 58% 
(RR, 0.42).

BCG protects against M tuberculosis 
as well as progression from infection to 
disease.
Roy A, Eisenhut M, Harris RJ, et al. Effect of BCG 
vaccination against Mycobacterium tuberculosis 
infection in children: systematic review and meta-
analysis. BMJ 2014; 349: 4643. 

Male circumcision for HIV 
prevention

Evidence suggests that male circumci-
sion reduces men’s risk of HIV ac-
quisition by 50-60%. Despite rates of 
voluntary medical male circumcision 
(VMMC) rising in Kenya, they remain 
considerably short of targets. A recent 
Kenyan trial assessed whether giving 
economic incentives to volunteers 
would increase the VMMC prevalence.

A total of 1504 volunteer men were 
randomised to one of three groups 
before undergoing circumcision. Three 
groups received compensation in the 
form of food vouchers. The first group 
received 200 Kenya shillings (≈US 
$2.50); the second, 700 Kenya shillings; 
and the third group received 1200 Ke-
nya shillings. The control group received 
no compensation. 

At 2 months, analysis showed VMMC 
uptake was highest in the third group 
(9%) compared with 6.6% in the second 
and 1.9% among those in the first group. 

The control group uptake was 1.6%.
Economic incentives resulted in a 

modest increase in the prevalence of 
circumcision. 
Thirumurthy H, Masters SH, Rao S, et al. Effect of 
providing conditional economic compensation on 
uptake of voluntary medical male circumcision in 
Kenya: A randomized clinical trial. JAMA 2014; 
312(7): 703–11. 

Combined treatment for 
neurocysticerosis

Neurocysticerosis caused by Taenia solium 
is regarded as the most frequent cause 
of acquired epilepsy worldwide. Current 
treatment utilises praziquantel or alben-
dozole but this has suboptimum efficacy. 
However, recently a trial assessed the effec-
tiveness of these drugs in combination. 

A total of 124 patients were random-
ly assigned to receive either albenda-
zole (15 mg/kg per day) plus praziquan-
tel (50 mg/kg per day), increased dose 
albendazole (22 mg/kg/day), or standard 
dose albendazole (15 mg/kg per day). 
The primary outcome assessed complete 
cyst resolution on 6-month MRI. 

Enrolment was stopped after interim 
analysis showed superiority of the com-
bined therapy. At 6 months, 64% of pa-
tients in the combined group had com-
plete cyst resolution compared with 37% 
in the standard albendazole and 53% 
in the increased albendazole groups. 
No significant difference in the reported 
adverse effect rates was observed.

Albendazole plus praziquantel 
increases the parasiticidal effect in pa-
tients with brain cysticerosis cysts.
Garcia H, Gonzales I, Lescano A, et al. Efficacy of 
combined antiparasitic therapy with praziquantel 
and albendazole for neurocysticercosis: a double-
blind, randomised controlled trial. Lancet Infectious 
Diseases 2014; 14: 687–95.

See page 54 for questions about this article
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Self-assessment

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

Q1. Clinical Review
i. Name two actively harmful ingredients used in skin 

lightening creams.

ii. Name two potential systemic side effects that these 
creams can cause.

iii. The low level of type 1 diabetes incidence in sub-
 Saharan Africa has never been fully explained. Explain 

two of the hypotheses described in the Clinical Review.

iv. Neurocysticercosis caused by the pig tapework 
 Taenia solium is now identified as being a leading 

cause of what condition?

Q2. Epidemiology of sexually transmitted infections: 
worldwide
i. Prevalence data for curable sexually transmitted 

infections (STIs) analysed by the World Health 
Organization indicate that in 2008 globally 

 there were:
a. 499 million new cases
b. 244 million new cases
c. 110 million new cases

ii. What condition is increasingly being seen in im-
munocompromised patients with the herpes simplex 
virus type 2 (HSV-2)?

iii. In most developing countries, case management of 
STIs must be syndromic, because facilities for labora-
tory diagnosis are unavailable outside a few specialist 
centres. Syndromic management of genital ulcers, 
and urethral discharge in men is straightforward and 
cost-effective. Is it the same for women?

iv. Universal screening of pregnant women for syphilis, 
and treatment with what pharmaceutical preparation, 
is described as being potentially one of the cheapest 
and most cost effective interventions available, saving 
as many as 500 000 perinatal deaths every year?

Q3. Sexually transmitted infections in women: history   
and examination
i. Many generalised skin conditions can give rise to geni-

tal disease. Any suspicion should prompt a general 
examination: name three important sites to examine. 

ii. If someone has been sexually assaulted, ask about 
other types of abuse, as women experiencing intimate 
partner violence (IPV) may need medical, social and 
psychological support. What are the HARK questions?

iii. When examining the vulva and perianal region for 
warts, what characteristics might you be looking 
out for? And what do you need to be careful not to 
confuse warts with?

Q1.
i. Skin lightening cream hazardous ingredients: Corti-

sosteroids (often clobetasol propionate); high-dose 
hydroquinone; mercurial derivatives.

ii. Hypertension, diabetes, low birth-for-weight babies, 
adrenal suppression.

iii. The Sunshine Hypothesis: greater sunshine levels 
increase vitamin D ingestion; The Hygiene Hypothesis: 
Low exposure to bacteria and viruses in early child-
hood reduces the immune system’s ability to resist 
later auto-immune attack; The Cow’s Milk Hypothesis: 
Prolonged breast feeding wins out against the early 
use of cow’s milk as bovine albumen can mimic islet 
cell antigens and enourage an autoimmune islet cell 
attack; The Accelerator Hypothesis: beta cell reserves 
are being strained by children (in the North) growing 
faster and bigger than previous generations.

iv. Epilepsy.

Q2. 
i. It was estimated that there are 499 million new cases 

each year.
ii. Genital ulcers.
iii. No. Syndromic management of vaginal discharge in 

women is not effective, because symptoms are poor 
predictors of the presence of an STI.

iv. Single dose benzathine penicillin is effective against 
syphilis.

Q3.
i. Sites that need to be checked: the finger webs (sca-

bies), knees and elbows (psoriasis), flexures (eczema) 
and mouth (lichen planus, Behcet’s disease).

ii. The HARK questions to help in identifying abuse are: 
H HUMILIATION: Within the last year, have you ever 
been humiliated or emotionally abused in other ways 
by your partner or ex-partner? A AFRAID: Within the 
last year, have you been afraid of your partner or ex-
partner? R RAPE: Within the last year have you been 
raped or forced to have any kind of sexual activity by 
your partner or ex-partner? K KICK: Within the last 
year, have you been kicked, hit, slapped or otherwise 
physically hurt by your partner or ex-partner?

iii. Warts are generally asymmetrical and feel slightly 
gritty as though containing grains of sand. They 

 should not be confused with vestibular papillae which 
may be seen as symmetrical roughening around the  
introitus in some women and are a normal finding.

Answers

CPD Challenge
Questions



Supporting Sierra Leone 
through the Ebola crisis
Crown Agents’ supply chain 
and procurement expertise has 

been at the forefront of the UK’s Ebola response work of 
over the last few months, with operations intensifying 
significantly during September and October. 

We already had a team on the ground in Sierra 
Leone due to our development and management of the 
country’s central medical stores, the National Phar-
maceutical Procurement Unit. With the stepping up of 
international action to tackle the deadly virus, our pres-
ence and experience in the country has been effectively 
harnessed to work on new emergency initiatives being 
put in place. 

One of the biggest pieces of work that our supply 
chain unit has been working on is putting together a 
brand new hospital facility in Kerry Town, Sierra Leone, 
to cope with the increasing medical demands of the 
situation. We’re having to source and procure more than 
600 different items – all vital to the basic functioning of 
an effective hospital – and have them in Sierra Leone in 
time for the scheduled opening at the end of October. 
Because of the extremely short timescales involved, 
we’ve had to source items from all over the place; the 
NHS supply chain, various manufacturers around the 
world, second-hand auctions (for equipment to be re-
engineered) and even the online superstores.

Our work on the Ebola response is being well re-
ceived and our teams – in the UK and in Sierra Leone 
– expect to be kept on their toes for months to come, 
with all hands on deck to try to stem the advance of 
the disease. 

Gaining global insights – 
online Master of Public 
Health
Interaction with other students 
from around the world is one 

of the highlights of the University of Liverpool’s online 
Master of Public Health (MPH) programme, says medical 
doctor and MPH graduate Cecilia Bartels (pictured right).

‘It really makes a big difference that you can learn 
from each other’s experiences,’ said Cecilia, who 
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worked in Tanzania and Kenya after qualifying in tropi-
cal medicine. ‘As it’s an online programme, everyone is 
sharing their opinions and their expertise with you.’

‘The students on my programme were not only medi-
cal doctors. They were nurses, pharmacists, one was 
even a pilot! There were all kinds of people participating 
in the programme and they came from all over – from 
New Guinea, to the Bahamas, Africa and Japan. There 
was one classmate who was actually working in a place 
where I had done a consultancy in Kenya,’ she said. 

Currently working as a locum in an embassy clinic in 
Jakarta, Indonesia, Cecilia comes from the Netherlands 
and first worked as an intern in Tanzania before moving 
to Kenya where she met her husband and had her chil-
dren. ‘I worked as a doctor in rural Kenya and later as a 
medical manager for an epilepsy programme. That was 
really public health – developing clinics, raising aware-
ness, teaching and treating people.’

It was her wish to return to public health that was be-
hind Cecilia’s decision to study for a MPH. ‘I was ready 
for a new move, new challenges. Although I was back 
in clinical medicine, I wanted to move forward, to grow 
again. I want to go back into public health,’ she said.

She chose to study online so that she could continue 
working. To learn more about the programme and see 
Cecilia on video, please visit: 

http://www.university-liverpool-online.com/pro-
grammes/health/master-of-public-health
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Clinical Quiz

Hard of hearing (answers on page 43)

Part
one

Part
two

Part
three

Part
four

Ade, a 66-year-old nurse who is continuing to work in the local medical clinic, mentioned during 
the morning coffee break that he is having trouble hearing – for the first time in his life. It came 
upon him gradually over the last few months: the first realisation being that he has had to turn the 
sound up on his radio and TV to a level that his wife and grandchildren couldn’t tolerate. He was 
having trouble, too, hearing conversations when in company; the background noise stopped him 
from concentrating on what was being said to him. However, he had noted that his deafness had 
not materially affected his work. For example, he could clearly hear the sounds of the pulse beat 
when taking blood pressures.

Q1 What are your first thoughts on hearing this story?
 (a) It is typical of age-related hearing loss in a man in his sixties. A trial of hearing  
  aids in the first place would be a good start.
 (b) He doesn’t volunteer other symptoms commonly related to hearing loss, such as  
  dizziness or tinnitus, which virtually rules out more complex causes of deafness.
 (c) His occupation isn’t one that suggests an industrial injury-related cause such as  
  exposure to high decibel noise pollution.
 (d) Still being able to hear low frequency pulse beats suggests a high-frequency  
  deficit that should be checked.
 (e) He doesn’t mention family history of deafness: this is relevant in a man in his sixties?

Q2 When asked leading questions Ade admits that from time-to-time he has had slight  
 ringing in his right ear. When he lies on one side at night he can hear his heartbeat  
 in the same ear, but he has just assumed that it was ‘his age’. His father went deaf  
 in his seventies, but he had thought that this, too, was a matter of age. Asked about  
 past history of exposure to noise he admitted that he used to play the drums in a  
 band – as had his father before him. You find that his ears look normal, with no wax,  
 no tympanic inflammation and no old scarring. You order an audiogram. What do  
 you expect to find?
 (a) A ‘ski-slope’ pattern for both ears with good hearing at low frequencies, but a  
  steep ‘tailing off’ of hearing for frequencies above 1000 Hertz. 
 (b) A different curve between the right and left ears, suggesting unilateral hearing loss.
 (c) A constant loss of hearing throughout the frequency range.
 (d) Loss at low frequency, rather than high, because of his past noise exposure.
 (e) Excessive loss of hearing in the right ear alone.  

Q3 The ‘ski-slope’ curve was confirmed for the left ear, but it was asymmetrical, the loss  
 being more pronounced and more widespread across the frequency range in the  
 right. What are your thoughts on this finding?
 (a) That is normal for age-related deafness (presbycusis): the deterioration is very  
  rarely similar in both ears.
 (b) Asymmetrical sensorineural hearing loss must always be investigated as it may  
  be caused by an acoustic neuroma, arising at any age. 
 (c) Acoustic neuroma is not a possible diagnosis here because it has arisen at a 
  relatively late age, and other symptoms such as pain, feeling of fullness in the  
  ear, and other signs of intracranial tumour are absent.
 (d) Meniere’s disease is a possibility.
 (e) A skull X-ray is mandatory.

Q4 If the audiogram had shown symmetry in the pattern of hearing loss in the two ears,  
 what would your next steps have been?
 (a) Refer for hearing aids.
 (b) To sign Ade up for hearing therapy, so that he can maximise amplification of the  
  sounds he hears.
 (c) Discuss with him techniques and habits that might improve his hearing at home  
  and at work.
 (d) Still to refer him to an ENT specialist for further tests to rule out possible 
  serious disease.
 (e) Order a skull X-ray anyway.








