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Glaucoma is a huge problem in Africa. Globally, there 
are a little over three million people blind from glau-
coma — about 8% of all blindness. However, in Africa 
glaucoma is responsible for around 15% of blindness. 
It can be difficult to diagnose, so many surveys of 
eye disease in Africa underestimate the prevalence of 
glaucoma, as a very basic eye exam may not detect the 
subtle signs of early glaucoma. 

Unlike cataract, sight lost from glaucoma cannot be 
restored, and management is based on early detection 
and treatment to prevent further visual loss. Although 
the prevalence of blindness from cataract is either stable 
or declining, as curative surgery becomes more widely 
available, blindness from glaucoma continues to rise 
inexorably, driven by an aging population, and the inad-
equacy of measures to detect and treat the condition.

The Nigeria blindness survey was a large population-
based study, carried out in Nigeria between 2005 and 
2007.1 Over 13 000 subjects over the age of 40 were 
examined. All participants had visual acuity and visual 
field measurements, and a basic eye examination, in-
cluding examination of the optic disc through an undi-
lated pupil. Subjects with abnormalities detected in the 
basic examination — e.g. reduced vision, field defect, 
or pathological cupping of the optic disc — had a more 
detailed slit lamp examination, which included dilated 
funduscopy and fundus photography. 1:7 ‘normal’ sub-
jects were randomly assigned to a detailed examination 
in order to develop a normative database for Nigeria. 

The diagnosis of glaucoma was based on the defini-
tions developed for population-based surveys by the 
International Society for Geographic and Epidemiological 
Ophthalmology (ISGEO). The principal diagnostic criteria 
are field defects typical of glaucoma, and optic disc chang-
es, particularly an increased vertical cup disc ratio (0.7 
or greater), or disc asymmetry with a difference of 0.2 or 
more in the cup-disc ratio between the two eyes. Based on 
these criteria, 5% of the study population had glaucoma. 

The prevalence of glaucoma increased with age, 
from 1.9% in the 40–49 age group to 10.8% in the 
70–79 age group. Glaucoma was also more common in 
men (5.7%) than women (4.5%). 

Some patients with glaucoma had gonioscopy. This 
examination uses a contact lens with a mirror to exam-
ine the trabecular meshwork and the drainage angle of 
the eye. This is the gold standard for distinguishing open 
angle from closed angle glaucoma. Of those that had 

gonioscopy, 70% had open angle glaucoma and 12% 
had closed angle glaucoma. Another 18% had secondary 
glaucoma — the most common cause of this was couch-
ing for cataract. Thirty-eight per cent (38%) of the eyes 
with glaucoma, and 20% of the people with glaucoma, 
were blind (presenting vision <3/60). Glaucoma was 
thought to be the main cause of blindness in 68% of blind 
people with glaucoma — in the other 32%, the main 
cause of blindness was thought to be other concurrent 
conditions, such as cataract, uveitis or macular degenera-
tion. Glaucoma causes one sixth of blindness in Nigeria. 

Although this is one of the most reliable and detailed 
surveys of glaucoma in sub-Saharan Africa, the results are 
similar to other published studies from Tanzania, Ghana 
and South Africa. While the prevalence of glaucoma 
may be a little higher in West Africa than in East Africa, it 
remains a major problem across the whole continent. 

From these prevalence estimates, the authors were 
able to determine the number of people in Nigeria with 
glaucoma — 1.2 million, of whom 400 000 are under 
60 years old. Glaucoma is usually asymptomatic until it 
reaches an advanced stage, so only 5% of the subjects 
with glaucoma knew that they had the condition. There 
are approximately 8600 people over the age of 40 with 
glaucoma per million people in Nigeria, but only 430 of 
them know they have the disease. Identifying and treat-
ing the other 8200 poses a massive challenge for eye 
care professionals and health planners. 

Just how big a challenge is made clear in another paper 
from Nigeria that looked at new patients presenting with 
open angle glaucoma to a teaching hospital in Bauchi, 
North East Nigeria.2 Glaucoma was graded by severity as:
• End-stage: vision hand motions or worse, and 

cup:disc ratio = 1.0.
• Advanced: vision <3/60 and/or grossly reduced 

visual field, and cup:disc ratio >0.8.
• Moderate: severe reduction in visual field, and 

cup:disc ratio >0.7.
• Mild: any visual field defect and cup:disc ratio >0.7.
During the five-month study, 131 patients presented 
with open angle glaucoma. Of these, 100 (76%) had ad-
vanced or end-stage disease in at least one eye. Forty-six 
(46) patients — over one third — were bilaterally blind 
from glaucoma.

Early glaucoma is asymptomatic. It is painless, and the 
loss of peripheral vision advances slowly and is usually un-
noticed by the patient. However, 70% of the patients attend-
ing the eye clinic did so because they were symptomatic. 

The majority of patients had a cup:disc ratio of 0.8 
or greater. Intraocular pressures ranged from 10 to 
68mmHg. At least 25% of eyes with glaucoma had 
intraocular pressures within the normal range. 

Advanced or end-stage disease was more likely in 
patients over 50 years old, and in those with little or no 
knowledge of glaucoma. 

In 46 patients it was only possible to offer symptom-
atic treatment to make the eye more comfortable, as 
there was no useful vision remaining. The other 85 pa-
tients were offered treatment to reduce intraocular pres-
sure and preserve the remaining vision. Fourteen (14) 
were offered medical treatment and 71 were advised to 
have a trabeculectomy — an operation to permanently 
reduce intraocular pressure. Of the 71 offered surgery, 
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only five agreed to have an operation, and only one of 
these actually attended for surgery. 

Glaucoma treatment does not improve vision, but 
there is good evidence that interventions to reduce the 
intraocular pressure do reduce the risk of loss of vision. 
In Africa it is likely, but not yet proven, that surgery to 
reduce the intraocular pressure permanently will be 
more effective than long-term use of eye drops. If pa-
tients are unwilling to have surgery, it is likely that many 
of them will lose their remaining sight. 

A recent trial of surgery for trachoma trichiasis has 
finally settled the argument regarding the best operation 
to do for upper lid entropion caused by trachoma.3 The 
authors randomised 1000 patients with trichiasis to either 
bilamellar tarsal plate rotation (BLTPR) or posterior lamel-
lar tarsal plate rotation (PLTPR). In BLTPR, the skin and 
orbicularis are incised, as well as the full-thickness of the 
tarsal plate. In PLTPR only the posterior lamella is incised. 
Full details of both operations can be found in the World 
Health Organization guide (http://apps.who.int/iris/bitstre
am/10665/101430/1/9789241548670_eng.pdf).

The trial was conducted to the highest possible 
standards. Obviously it was impossible to mask patients 
or surgeons, but the assessments at six months and one 
year were done by field workers who were masked. 
Confirmation was provided by photographic grading 
of any recurrent trichiasis. The grader was masked, and 
the skin of the upper lid was concealed so that it was 
impossible for the photographic grader to see any skin 
crease incision that would indicate a BLTPR procedure. 

The surgeons were well-trained and experienced in 
both techniques, and there was no inter-surgeon varia-
tion in outcomes. Baseline data was similar for both 
groups. Remarkably, the study managed to follow-up 
992 of 1000 patients at one year. Five hundred and one 
(501) patients were randomised to BLTPR and 499 to 
PLTPR. At 12-months, trichiasis had recurred in 110/496 
(22%) of the BLTPR patients compared to 63/496 (13%) 
of the PLTPR (adjusted odds ratio 1.96, 95% c.i. 1.4-2.8, 
p<0.001). During surgery, the BLTPR was more likely to 
be complicated by haemorrhage and post-operatively 
was more likely to become infected.

There have been other equivocal trials in the past, 
which failed to answer this question with any certainty. 
In some studies the numbers were too small, or they 
were hospital-based — whereas the great majority of 
trichiasis surgery happens in the community. 

This study shows that posterior lamellar tarsal rota-
tion is simpler, safer, and more effective than bilamellar 
surgery, and should now be the procedure of choice for 
trachoma trichiasis.
Dr. David Yorston
Ophthalmic Consultant, Christophel Blinden Mission, UK
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Ebola and Zika
The Ebola epidemic killed more than 11 300 people and 
infected over 28 500 in West Africa from 2013 to 2015.1 
While the epidemic is now over, monitoring of survivors 
and possible cases continues (there is ongoing concern 
about ‘flare-ups’ of new cases).2 Although the virus was 
first identified in 1976, there was little research on the 
disease. When the outbreak began, there was no simple 
test, no treatment, and no vaccine to prevent Ebola. 
However, in response to the recent epidemic, much 
progress has been made, and there is now a promising 
vaccine which can slow the spread of the disease and 
help protect medical workers treating Ebola patients. A 
rapid antigen test (Corgenix ReEBOV Antigen Rapid Test) 
is now available to diagnose infection, and treatment 
protocols have been revised. 

It has also been confirmed that Ebola genetic material 
(RNA) can be transmitted sexually. A suspected case of 
sexual transmission of Ebola Virus from a male survivor 
to his female partner occurred in March 2015 in Libe-
ria.3 Genomic analysis of blood samples from the female 
patient and semen from the male survivor, combined with 
epidemiologic data, confirms sexual transmission of Ebola 
Virus and indicates persistence of infective Ebola Virus in 
semen for 179 days or more after onset of disease.

The World Health Organization (WHO) advises that 
sexual transmission of the Ebola Virus from males to fe-
males is a strong possibility, while female to male sexual 
transmission is theoretically possible, but less probable.4 
While more research is needed, the WHO recommends 
that all male Ebola survivors should have their semen 
tested three months after onset of disease. Those who 
test positive should have their semen tested monthly 
thereafter until their semen tests negative for Ebola Virus 
twice by reverse transcription polymerase chain reaction 
testing, with a week in between tests.

Another virus outbreak, of the Zika virus (ZIKV), 
was identified in 2014 in Brazil and has spread to other 
countries in South America, North America, and the 
Caribbean. The virus, transmitted by the Aedes mos-
quito, was discovered in Uganda in 1947. The virus has 
been associated with birth defects and paralysis. Little is 
known about person-to-person transmission of ZIKV, but 
it is suspected the virus can be transmitted sexually. In 
December 2013, during a ZIKV outbreak in French Poly-
nesia, a patient in Tahiti sought treatment for hematosper-
mia, and ZIKV was isolated from his semen.5 The virus 
persisted in his semen even when no longer found in his 
blood. In another anecdotal case, an American biologist 
doing research in Senegal in 2008 became infected with 
ZIKV. His wife later showed symptoms of the disease, but 
her only exposure appears to have been through sexual 
intercourse with her husband prior to him falling ill.6 Test-
ing semen for ZIKV is logical for anyone showing symp-
toms of infection, and those who have been ill should use 
condoms until semen tests virus-free. More research is 
needed to understand all modes of transmission.

Underserved populations
Even where sexual and reproductive health programmes 
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are well established, there remain groups that are un-
derserved. These populations may be cut off from con-
ventional healthcare services geographically, economi-
cally or culturally. They may turn to the informal sector 
for care, or, more likely, do without services. One such 
underserved, but growing, population is the urban poor. 
In sub-Saharan Africa the urban population is expected 
to increase from the current 40% to around 56% by 
2050.7 An estimated 70% of all urban residents in the 
region live in slums or slum-like conditions. Sexual and 
reproductive health risks for the urban poor are critical, 
including high rates of unwanted pregnancy, sexually 
transmitted infections, and poor maternal and child 
health outcomes.8 Not only are needs high, but most 
informal urban settlements lack state-sponsored health 
facilities. There is urgent need to develop community-
based services that provide care to urban poor, includ-
ing the most vulnerable groups — youth, street children, 
disabled, refugees, cross-border migrants. Alternative 
services are required to reach many of these popula-
tions, including private care, in-school services, and 
door-to-door services.

Another vulnerable and underserved population is 
very young adolescents, defined as ages 10–14 years. 
The healthcare needs of these very young people are 
not well defined or understood. Very young adolescents 
are too old to be the focus of child survival pro-
grammes, which target children under age five, and too 
young to be included in most sexual and reproductive 
healthcare programmes, which serve adolescents ages 
15 years and older.9 However, very young adolescents 
are vulnerable and many need sexual and reproduc-
tive healthcare, especially married girls, street children, 
refugees, disabled, and domestic workers. Preventive 
healthcare services for very young adolescents can pre-
pare them for healthy adulthood, but interventions need 
to be designed with input from the very young.

A study of pregnant teenagers in Mwanza, Tanzania 
confirms that most adolescents have little access to 
reproductive healthcare, and care is almost non-existent 
for young females who are not pregnant10 In focus 
group discussions with 49 young pregnant women ages 
15–20, the researchers found that most participants 
were aware of the dangers of sexually transmitted infec-
tions (STIs) to themselves and their foetuses, but did 
not view themselves at risk. They perceived condoms 
as ineffective for preventing STIs and pregnancies, and 
viewed condom use as unnecessary for those in com-
mitted relationships. Many girls stated their partners 
would not use condoms, in any case. Participants stated 
that the only place where young women could receive 
sexual and reproductive health services is at the antena-
tal clinics, and those are intended for pregnant women 
only. Barriers to reproductive healthcare for young girls 
include unkind healthcare workers, stigma, long wait-
ing times, and lack of privacy in clinics. Antenatal care 
programmes in Tanzania should include care tailored to 
the needs of adolescents. There is need for community-
based interventions to provide health education to girls 
prior to pregnancy, and to understand the psychosocial 
and psychiatric consequences of early pregnancy.

Another qualitative study in Mwanza, Tanzania 
documented the need for better reproductive healthcare 

for adolescents.11 Many young people access sexual and 
reproductive health services from ‘close-to-community’ 
providers outside of the formal health sector, including 
drug stores, village AIDs committees, traditional healers, 
and traditional birth attendants. Focus group discussions 
with 323 of these providers confirmed they are often 
the first entry point for adolescents seeking reproduc-
tive healthcare, yet their knowledge of adolescent 
reproductive health was poor. The providers often had 
negative attitudes to providing care to adolescents, and 
some refused to provide condoms to adolescents. Some 
providers believed that condoms were impregnated 
with HIV and others thought condoms caused cancer. 
The study also found that there was poor integration be-
tween the close-to-community providers and the formal 
health sector. However, the community providers were 
willing to work together with the formal health sector 
to improve services. For example, dispensaries, whose 
staffs are trained in diagnosis and prescribing, often lack 
supplies of medicines. Drug shops, that have medicines, 
lack these same skills. Formally linking these provid-
ers would improve services. There is great potential to 
improve reproductive healthcare for adolescents, but 
close-to-community providers need skills building and 
training to address negative attitudes. 

Mobile phones
Digital media is increasingly influencing the provision 
of healthcare worldwide. The use of computers and the 
internet to do remote training of healthcare providers 
(called eHealth and mHealth) is now commonplace – 
and a vital tool for rural providers. Providers are also 
reaching out to patients using digital media for educa-
tion, to provide test results, appointment reminders, and 
data gathering. Applications for smartphones are being 
developed that focus on health promotion and health 
education.12 As ownership of cell phones, including 
smartphones grows throughout Africa, there is increas-
ing interest in putting the technology to use to improve 
patient communication and care. 

In South Africa, where 90% of the population owns 
a cell phone and 34% of these are smartphones,13 the 
Minister of Health has launched a mobile website (an 
example of ‘Web 2.0’ social media) to address health 
challenges faced by youth. Called ‘B-Wise’, the website 
(b-wise.mobi) offers information about sexual and 
reproductive health and rights, HIV/AIDS and tubercu-
losis, nutrition, fitness and physical activity, alcohol and 
substance abuse, mental health, gender based violence, 
chronic diseases, physical and mental disability, vio-
lence, trauma and injuries, and oral health.14 In addition 
to practical information, the website also says where 
youth can receive support and offers a live chat forum 
where experts provide information and interact with 
youth. In the month following the August 2015 launch, 
almost 21 000 users logged on and accessed more than 
40 000 pages of information.

While mobile technology can revolutionise health-
care, especially in low- and middle-income countries, 
there are also many hurdles.15 Cell phone ownership 
varies greatly across Africa, and phones may be shared 
between family members, raising privacy concerns. 
Phone owners may have difficulty charging their phones 

Feature FeatureClinical Review



FeatureMedicine Pub PDF

Africa Health  29March 2016

FeatureClinical Review

or paying for calls. Those who could benefit the most 
from mHealth are often illiterate, do not know how to 
text or use an app, or speak languages not available on 
cell phones. There are often gender and generational 
gaps in use of cell phones, limiting the populations being 
reached. Moreover, connecting via cell phone does not 
ensure that the person will seek out necessary care or 
follow the advice provided. While there are benefits and 
challenges to cell phone communication in the health-
care sector, perhaps the most promising use of mobile 
technology in health is for frontline health workers.

A study of 25 health extension workers and mid-
wives in Ethiopia found that having electronic forms 
on study-provided smartphones was useful for their 
day-to-day maternal healthcare service delivery.16 Over 
a six-month period, 2893 electronic health records of 
1122 women were submitted to a central computer via 
the internet. The majority (70%) of the providers found 
the electronic forms to be good reminders of what to do 
and what questions to ask. About half thought the forms 
were comprehensive and about one-third saw the forms 
as good learning tools. Almost 80% preferred to use the 
local language (Tigrinya) version of the forms. Sustain-
ing the use of smartphones as work tools at scale is 
very challenging and would require providing technical 
support to health workers and obtaining free or low-cost 
mobile network airtime.

Another recent study of mHealth and cell phones 
evaluated the efficacy of using a short message services 
(SMS) text app to notify people living with HIV (PLWH) 
in rural Uganda of their lab results.17 The app used three 
message formats to communicate test results: 
1.  A SMS text message stating results were abnormal 

and requested a return to the clinic (‘direct’);
2. The same message protected by a four-digit PIN 
 code (‘PIN’);
3. The message ‘ABCDEFG’ explained at enrolment 
 to indicate abnormal results (‘coded’). 

Seventy-two percent (72%) of the 385 participants 
successfully received a message, 88% correctly identi-
fied the message format, and 61% returned to the clinic 
at the requested time. The factors that contributed to an 
appropriate response to the text message were confirmed 
literacy at the time of enrolment. PIN-protected messages 
reduced the likelihood of a return to the clinic, but coded 
messages were equally effective as direct messages, and 
could improve privacy.
Barbara C. Shane, MPH
International Health Consultant in Reproductive Health
Bainbridge Island, WA USA
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Healthcare utilisation and access
A number of recent articles have focused on healthcare 
utilisation in primary care, from different perspectives. 
The ones that I selected have direct implications for 
primary care clinicians.

Helelo and colleagues set out to describe aspects that 
create positive experiences for patients requiring emer-
gency obstetric care (EmOC) in public health facilities 
in Ethiopia.1 This is important because patients’ experi-
ences during the provision of EmOC influence their 
future decisions on whether to seek care or not, thus 
impacting on safe outcomes for mothers and babies. The 
authors found that their respondents described the di-
mensions of quality of care defined by the World Health 
Organization, viz. effectiveness, efficiency, accessibility, 
acceptability, equity, and safety.2 In this, the care offered 
by clinicians was critical. Women want health profes-
sionals that are both technically skilled and respectful 
of their autonomy and values, while showing empathy 
and a caring attitude. Women’s experiences of care are 
affected by the amount of information they receive and 
understand, and encouragement by providers helps to 
relieve anxiety and stress. Teamwork and coordination 
among service providers was also recognised to be a 
good practice that saves lives.

Also in Ethiopia, Azage and Haile investigated factors 
associated with mothers’ healthcare services utilisation 
for childhood diarrhoea (CDD) in Ethiopia.3 They found 
that almost two-thirds of mothers did not use healthcare 
institutions for CDD. They identified urban residency, 
older age of the child, information about oral rehydra-
tion solutions, community conversation, antenatal care 
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attendance, and postnatal check to be the factors associ-
ated with healthcare services utilisation. While interven-
tions are required in all these areas, clinicians should 
pay attention to the promotion of appropriate CDD 
treatment during antenatal and postnatal care, particular 
in the case of rural mothers.

Snake bites remain a major cause of morbidity and 
mortality in Africa; for poisonous snakes, timely admin-
istration of effective antivenin remains the mainstay of 
management. Iliyasu and colleagues explored the causes 
and effects of delay, distance and time taken to access 
care on snakebite outcomes in Nigeria.4 Unsurprisingly, 
this study confirmed that delay in accessing care predict-
ed poor outcome, including deaths and prolonged length 
of hospital stay, following snakebite envenomation. Use 
of traditional first aid measures were more common fol-
lowing bites further away from hospital (>100 km), indi-
rectly predisposing to poor outcome; these measures had 
no benefit and often caused further delay; some, such 
as tourniquets, frequently caused increased local tissue 
damage. The authors suggest the provision of snakebite 
care at multiple peripheral sites, linked to a coordinating 
centre to provide oversight, logistics support, supplies, 
and training of rural healthcare staff.

De Beer et al described a mobile voluntary counsel-
ling and testing (VCT) and wellness screening programme 
operated at workplaces in Namibia, funded from both 
public and private resources.5 These services were found 
to be cost-effective, with equivalent running costs, but 
with a lower public cost due to subsidies by private 
funders (such as employers); more importantly, perhaps, 
they also offered wellness testing for groups that are 
normally difficult to reach, such as rural and remote com-
munities, and demonstrated that hard-to-reach men can 
be effectively reached through mobile VCT services. 

Stigma and discrimination are known to influence 
the decision of HIV-positive pregnant women to use 
antenatal care services. Ganga-Limando and Gule 
explored the views of HIV-positive pregnant women 
in Swaziland on potential barriers to antenatal care 
utilisation.6 Women’s decisions whether or not to use 
maternal health services were particularly influenced by 
provider-related factors, including long waiting hours, 
poor equipment, non-adherence by nurses to work-
ing hours, fragmented care, lack of privacy, the length 
of time spent with the nurses, and inadequate health 
education. Patients’ cumulative experiences of care play 
a significant role in influencing their future decisions on 
the utilisation of available health services; the potential 
barriers described could easily be avoided in most set-
tings through organisational interventions.

Despite having access to health centres in their local 
communities, many patients go directly to hospitals for 
non-emergencies and minor ailments. Visser et al stud-
ied the reasons given by patients presenting with minor 
ailments, for bypassing their local primary healthcare 
facilities in one district of Limpopo province, South 
Africa, using a questionnaire issued to patients attend-
ing a regional referral hospital.7 Participants in their 
study bypassed local clinics when specific services were 
not rendered or perceived not to be rendered at clinic 
level, and to see a doctor or a dentist. Knowledge and 
perceptions have a direct impact on utilisation patterns 

of patients; for instance, only 28% of patients were of 
the opinion that clinics could assist with basic health 
problems, 43% thought that clinic nurses were well 
trained, and only 40% knew that their local clinic had a 
visiting doctor. Clinic outreach by clinicians should be 
a priority, but such services should also be marketed to 
the communities they serve.

Some readers may wish to read the discussion about 
healthcare access provoked by an article I co-authored 
in the South African Medical Journal on the role of 
district hospitals as essential cogs in the district health 
system.8 Correspondence in response to the article high-
lighted the vital role of community health workers as 
essential members of the healthcare team in facilitating 
community utilisation of services,9 and the importance 
of both ambulance services and staff attitudes in achiev-
ing access to care.10

Mental healthcare
Mental health problems account for a significant pro-
portion of patient presentations in primary care. It is 
estimated that each year, 38.2% of the EU population 
suffers from a mental disorder.11 A joint World health 
Organization/The World Organization of Family Doc-
tors (WHO/WONCA) publication on mental health in 
primary care describes the burden of mental disorders 
as being ‘great’, with a treatment gap that is ‘enor-
mous’.12 It is thus important to give attention to mental 
disorders in all aspects of primary care. A number of 
recent articles focus on this.

Stellenberg and Abrahams sought to determine 
the prevalence of postnatal depression (PND) and to 
identify associated risk factors in primary healthcare 
clinics in a rural community in South Africa.13 They 
found that an alarming 50.3% of mothers suffered from 
PND, of which 28.8% was severe, 48.8% moderate, 
and 22.5% mild. Factors influencing the development 
of PND included being unmarried, being unemployed, 
unplanned and unwelcome babies, and having a history 
of a psychiatric illness. The authors argue that early and 
holistic assessment of pregnant women during the an-
tenatal period should be carried out to identify any risk 
factors and clinical symptoms of depression which may 
necessitate early referral and/or treatment.

Domingo et al sought to determine the association 
between diabetes mellitus (DM), depression, and psy-
chological distress in a cohort of South African teachers, 
based on the understanding that DM may increase the 
risk of depression due to lifestyle changes or the threat 
of complications, whereas depression may increase the 
risk of type 2 DM owing to poor health behaviours.14 
Studying teachers in Cape Town, the authors found psy-
chological distress in 28.1% of the subjects, depression 
in 15.5%, and confirmed DM in 7.7%, together with 
a high prevalence of obesity and a high mean systolic 
blood pressure. A diagnosis of DM was associated with 
an increased risk of depression (adjusted odds ratio 
3.90) and psychological distress (AOR 3.62). Clinicians 
should thus consider active screening for mental disor-
ders amongst patients with type 2 DM. 

More broadly, in South Africa, van Deventer described 
how empowerment evaluation was used in the North 
West province as the vehicle for patient engagement 
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in integrating and improving services for chronically ill 
patients, namely those with non-communicable diseases, 
HIV and mental illnesses at primary healthcare clinics. 
The primary purpose of this research was to introduce 
patient involvement into a process of integrating chronic 
care at clinics.15 (The article explains two important con-
cepts that will not be described here, viz. empowerment 
evaluation and the Integrated Chronic Disease Model.) 
While mental disorders were only one component of 
the study, their integration into chronic care services is 
significant. The study found that the empowerment of col-
laborative patient-provider teams may not make a signifi-
cant difference in quantifiable terms, but does facilitate 
innovative measures to improve the experience of being a 
patient at the clinic, as well as change management. The 
untapped potential of patients entering and leaving health 
facilities on a daily basis needs to be recognised as a 
resource to assist quality improvement efforts. In a linked 
systematic review of qualitative studies, van Deventer 
found that the barriers to patient engagement in systems 
improvement were health staff hierarchies, different per-
ceptions of their roles by patients and providers, and an 
apparent political and managerial will, but an inability to 
put this into practice, whereas the enablers were ongoing 
support and mentoring.16

Solberg and colleagues in the USA provide a reflec-
tion on the challenges to improving outcomes in the 
management of mental disorders, depression in particu-
lar, highlighting the obstacles facing the scale-up and 
spread of evidence-based practices.17 They tested wheth-
er a state-wide initiative in Minnesota to implement the 
collaborative care model for depression in 75 primary 
care clinics resulted in patient outcome improvements 
corresponding to those reported in randomised con-
trolled trials. No difference in depression outcomes 
was documented. This demonstrated the difficulties of 
implementing evidence-based practices proven success-
ful in clinical trials because they often require major 
changes in roles of providers and extensive financial 
and leadership support in order to scale-up successfully. 
This provides a sobering lesson for resource-constrained 
environments, and emphasises the need to conduct 
realistic trials in an African context.

Prevention of mental health problems is an ideal to be 
aimed at, however difficult to is to achieve. One interven-
tion that may make a difference in patients with chronic 
conditions is mindfulness-based interventions (MBIs), 
in terms of which positive effects have been reported 
in diverse settings, including primary care. Demarzo 
et al performed a meta-analytic review of randomised 
controlled trials addressing the application and efficacy 
of MBIs in primary care patients.18 Although recognising 
that the number of randomised controlled trials applying 
MBIs in primary care is limited, the authors argue that 
these interventions are promising for the mental health 
and quality of life of primary care patients.

Animal bites
I have to mention one very recent article that piqued my 
interest, mainly because I had a Masters student many 
years ago who wrote a study on a patient who suffered 
a donkey bite and struggled to find literature on this — 
until I directed him to other animal bites. De Klerk, van 

Dijk and van As conducted a retrospective chart review 
of children presenting with ‘unusual animal bite injuries’ 
(that is, excluding dog and human bites) to the trauma 
unit at Red Cross War Memorial Children’s Hospital, 
Cape Town, South Africa, over a 25-year period.19 In the 
213 patients identified, mammals inflicted most of the 
bite injuries (74.6%), but 18.3% were bitten by insects, 
3.8% by birds (including chickens), and 3.3% by snakes. 
Of the mammalian bite injuries, most were inflicted 
by rats (64.8), followed by monkeys (10.1%), horses or 
donkeys (8.8%), and rabbits or squirrels (8.2%). Most 
injuries were minor (84.5%), but 28 were moderate and 
five severe. The key lesson for clinicians is that manage-
ment guidelines are similar to those for common bites 
such as human and dog. Almost 50% of the children 
received a tetanus vaccination — this is required as for 
any other injury that penetrates the epidermis. Antibiot-
ics tend to be prescribed to patients with deep puncture 
wounds and high-risk immunocompromised patients. In 
terms of wound management, a deep wound generally 
also requires extensive cleaning, debridement and sutur-
ing, and in some cases skin grafting.

All these conclusions my student came to himself 15 
years ago — sadly, he never published his study.

Asthma care
I want to close by referring readers to a very brief, continu-
ing professional development article that is worth reading 
because it provides an excellent summary on asthma con-
trol, recently published in South African Family Practice.20 
The author notes that five principles underpin asthma 
control: education of the patient or parent of a child with 
asthma; giving the patient/parent written material (depend-
ing on literacy levels); assessing control at every visit (using 
standard measures); fixing poor control if the patient is not 
well controlled; and taking asthma seriously.
Ian D Couper
Professor of Rural Health, University of the 
Witwatersrand, South Africa
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