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COVID-19 is still taking centre stage in  
the world

The July 2021 issue comes as the 
after-effects of COVID-19 are being felt 
as the pandemic continues. The AHJ 
has a number of articles on this topic 
HUK�ZWLJPÄJHSS`�VU�OV^�(MYPJH�JV\SK�
strengthen its health systems.

The opinion piece urges each 
country and the world to take stock of 
the experience of COVID-19 and apply 
the lessons learnt to future strategies. 
A lot is already happening, with 
many global forums discussing how 
to better counter future pandemics. 
The question is what should Africa do. 
Professor Francis Omaswa concludes 
that African countries should prioritise 
the health of their people in national 
plans. He goes on to explain how this 
could be implemented.

A team from Lesotho highlights the 
training of health workers, especially 
nurses, in problem solving using a 
Problem Solving for Better Health 
(PSBH) tool. They conclude that 
problems that health workers confront 
in healthcare facilities are common 
and that if not addressed, they can 
become maladaptive patterns that 
adversely affect patient care and 
staff morale. However, the power to 
solve a wide range of problems lies 
within the health workers themselves. 
The Lesotho experience suggests 
that PSBH promises to be a low-cost 
methodology that can be used in other 
low- and middle-income countries.

Another article written by a 
team of African Laboratory Scientist 
explains how they formed the 
African Consortium on Laboratory 
Systems Strengthening with the aim 
of improving the quality of laboratory 
services in Africa. This has been 
done through capacity building. The 
JVUZVY[P\T��OH]PUN�PKLU[PÄLK�HYLHZ�PU�
need of support, has so far conducted 
three webinars. The presenters were 

drawn mainly from universities in Africa 
and some international experts. The 
webinars were held successfully and 
the numbers of attendees from different 
African countries demonstrated that the 
concept can be successfully implemented 
with African experts supported by 
international experts to address areas of 
need on a virtual platform. More short 
courses are planned, aimed at improving 
the knowledge base of the participants 
leading to improvement in quality of test 
results in laboratories in Africa.

There is another article addressing 
COVID-19 training for healthcare 
workers in low- and middle-income 
countries in africa. The team behind it 
offers a free online course on training 
bedside healthcare workers to care for 
patients with COVID-19. The African 
Forum for Research and Education in 
Health (AFREhealth) has partnered with 
Stanford University to disseminate this 
MYLL�VUSPUL�JV\YZL�VU�[OL�PKLU[PÄJH[PVU�
and management of patients with 
COVID-19. It is a self-directed course and 
readers of AHJ can access it. AFREhealth 
is working on developing Portuguese and 
French versions to broaden the course’s 
reach to healthcare workers throughout 
Africa. Course information is presented in 
short, discrete modules of approximately 
10 minutes each. The modules focus on 
the key evidence pertinent to physicians, 
nurses, and other healthcare workers 
practising clinically. 

Another article analyses the growing 
mental health burden and the need for 
integrating mental health with non-
communicable diseases (NCDs) using 
digital interventions. They say that this 
is even more important now with the 
side effects of COVID-19. Another 
article argues that the reproductive 
decision-making (RDM) process during 
COVID-19 in Sub-Saharan Africa may 
KPMMLY�ZPNUPÄJHU[S`�MYVT�^OH[�P[�^HZ�ILMVYL�

Elsie Kiguli-Malwadde
(kigulimalwadde@achest.org)

Editorial

COVID considering the limited supply 
of and access to sexual reproductive 
health services. It highlights the 
possibility of a large-scale reproductive 
health crisis in the region and makes 
the case for research funding and 
studies on the dynamics of RDM in 
the time of COVID-19 in SSA. There 
is an article that explores some of 
the reasons that have been suggested 
as to why they are low number of 
COVID-19 cases and deaths in African 
countries. 

A report on a webinar that 
was hosted by the African Center 
for Global Health and Social 
Transformation (ACHEST) on 
Ischaemic Heart Disease is included. 
with a call for people to take charge of 
their own Health.

Do not miss out on the Medicine 
Digest that summarises for you 
abstracts from renowned journals 
followed by test question to challenge 
you and offer you continuous 
professional development.

The AHJ is available online as an 
open access web-based publication 
(africa-health.com). This website is 
active daily with current affairs, social 
media such as Twitter, Facebook and 
is visited by a large audience. Those 
wishing to advertise are welcome to 
use the print and electronic channels 
of the AHJ using guidelines that are in 
the journal.
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Capacity building has become a much touted term on 
health projects, and is often included as a key output 
in a plethora of programmes. Often, when develop-
ment professionals discuss the cross-sectorial theme of 
‘capacity building’, there is a tendency to automatically 
equate it with ‘training’ - but that is far from the com-
plete view of it. The basic tenets of capacity building 
are empowerment and change - to embed the concept 
of national ownership into a project from start to end. 
It is about building social capital and institutions that 
will lead to independent entities, and achieving this 
sustainability after limited-term funding has come to 
an end, which requires action from multiple angles 
and stakeholders. What is key in all sectors, including 
health, is determining how capacity building can be 
more holistic – and subsequently more effective – in 
providing expected services. 

While capacity building is not purely training 
related, the training of frontline staff, technicians and 
managers is absolutely vital to making sure that a health 
project is maintaining quality and collective under-
standing. Training can be a method in itself to incen-
tivise the retention of keen and able staff, especially in 
a clinical setting. Furthermore, given that programmes 
struggle to show results in all aspects of capacity build-
ing, the number of training sessions provided and 
number of people successfully trained becomes a 
measure that can easily be used for donor reporting. 
This shifts focus away from other essential aspects of 
capacity building. 

A comprehensive capacity building package is often 
perceived as an expensive and time-consuming endeav-
our that has historically been relegated as an after-
thought for development funds. Donor programmes 
have long had to decide whether to allocate their 
money for short-term impact or long-term structural and 
institutional reform - with short-term impact often being 
the most feasible option, due to the allocated length of 
programmes and funding. Donors are now keen to do 
both, however, making capacity building an integral 
part of development programmes. Resources are now 
often made available on the condition that they will 
WYVK\JL�M\[\YL�ILULÄ[Z�PU�HKKP[PVU�[V�PTTLKPH[L�VULZ��
allowing donors to successfully navigate through the 
inherent paradox of capacity building that sees them 

giving funding in order to be able to stop giving funding. 
There is scarce information, however, on what strate-

gies have been shown to work in these circumstances in 
different settings and for different health issues. While 
X\HU[PÄHISL�YLZ\S[Z�HUK�PTWHJ[Z�HYL�Z[PSS�YLSH[P]LS`�OHYK�
to come by, there are projects underway around the 
world that are setting precedents by building the intel-
lectual and strategic substance needed to inform future 
capacity building initiatives. An example of a project 
that is bridging long-term capacity building needs with 
short-term service to deliver requirements is the multi-
donor South Sudan Health Pooled Fund (HPF). 

The £121 million fund is managed by a consor-
tium that is led by Crown Agents. It is supporting the 
delivery of essential primary healthcare and referral 
health services up to county hospital level as well as 
providing health system strengthening at the national, 
state, county and community levels for the independent 
future of those structures. The design and management 
of the programme has been closely linked with South 
Sudan’s Ministry of Health (MoH) throughout its devel-
opment and implementation. This link has ensured that 
activities are always aligned with government strategy 
and that the government’s own capacity is being devel-
oped to a level where it is able to provide the requisite 
strategic support to their successors. Work on areas 
PUJS\KPUN�Z\WWS`�JOHPU��ÄUHUJL�ZLY]PJL�KLSP]LY �̀�O\THU�
resources, Information Technology Services (ITS), and 
governance has been devised with capacity building as 
an integral operation. Non-Government Organisations 
have been co-located with government bodies, allow-
ing for the sharing of skills and knowledge and the easy 
coordination of operations. 

Health Commodities Project nurse and patients

May 20146 Africa Health
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Rethinking African health systems

Francis Omaswa discusses the opportunity presented by the 
COVID-19 pandemic

Francis Omaswa, CEO, African Centre for Global Health and 
Social Transformation and Publisher of Africa Health Journal.

Human history is characterised by transformations that 
follow major upheavals and challenges. Examples in-
clude the creation of the League of Nations in 1920 and 
the UN system in 1945 that followed World Wars I and 
II respectively. More recent is the establishment of the 
African Centers for Disease Control after the Ebola out-
break in West Africa in 2016. In Uganda, HIV led to the 
creation of the multisectoral Uganda Aids Commission; 
copied by other countries. The COVID-19 pandemic 
is a major global upheaval that must trigger major 
transformations globally and in individual countries. 
The frequency of pandemics may well increase and our 
preparedness and response is central to human survival. 
Louis Pasteur said “Gentlemen, it is the microbes who 
will have the last word”. So how do we delay this?

Each country and the world should take stock of the 
experience of COVID-19 and apply lessons learnt to 
future strategies. Globally, this is already happening; 
there is a WHO Panel studying COVID-19’s origins, 
the UN General Assembly will convene to adopt a 
Pandemic Treaty, and in June 2021 the World Health 
:\TTP[�HKVW[LK�[OL�2HTWHSH�+LJSHYH[PVU��(�:JPLU[PÄJ�
Advisory Group for the Origins of Novel Pathogens is 
being created by WHO for the One Health approach. 
What should African countries do?

African countries have learnt many lessons from CO-
VID-19; among the most prominent are that disease out-
breaks can bring a country to a standstill and that public 
health cannot be left to the market. Governments have a 
key role in ensuring that there are effective multisectoral 
systems in place for disease outbreak preparedness and 
response. Africa has also painfully learnt that capac-
ity is lacking in the continent to manufacture essential 
technologies to control pandemics and that in this crisis, 
African countries are the last to access these essential 
technologies. Investing in health systems and the health 
economy must therefore become a top priority. The 
pathogen economy calls for the African disease burden 
[V�IL�YLÅLJ[LK�PU�(MYPJHU�LJVUVTPLZ��PUZ[LHK�VM�ILPUN�H�
source of wealth for other countries as is the case now.

COVID-19 has helped to dispel the traditional belief 
among some economists that investing in health is a 
consumptive cost. The UN High Level Commission on 
Health Employment and Economic Growth, established 
in 2016, demonstrated that in some countries the health 
economy contributes up to 30% of GDP and that health 
employment is a source of jobs especially for women, 
who form 70% of the health workforce. It has been 
shown that return on investing for example in immunis-

ing children is a factor of 9. Finally, it is recognised that 
SDG3 on “Good health and wellbeing through the life 
course” is the ultimate purpose of all other SDGs; con-
[YPI\[PUN�[V�[OLT�HZ�^LSS�HZ�ILULÄ[PUN�MYVT�HSS�:+.Z��
Good health and wellbeing require dedicated action 
and cannot be expected or assumed to be a passive 
side-effect of other SDGs.

African countries must therefore prioritize the good 
health of their people as follows: 
1. Open national dialogues to promote personal and 

individual roles and responsibility that enables 
people to remain healthy. Most people are born 
healthy and can remain so without losing their 
health provided they know how to listen to and 
obey their bodies. This should be taught in schools 
and through mass media and community health 
systems and there should be a health component in 
all government policies. 

2. Establish strong community health systems led by 
the people themselves through representative village 
health committees and community health workers 
as the foundation of Integrated People Centered 
Primary Health Care (IPCPHC). This leaves no one 
ILOPUK�HUK�PZ�[OL�ÄYZ[�SPUL�VM�KLMLUZL�HNHPUZ[�KPZLHZL�
outbreaks. The village committee is connected to 
the rest of the health system, namely health centres 
HUK�OVZWP[HSZ��(�KLÄULK�TPUPT\T�WHJRHNL�VM�OLHS[O�
services should be agreed and provided free of 
charge to the population through general taxes. This 
services package can be expanded progressively as 
the economy grows. 

3. 4VIPSPZL�HKKP[PVUHS�ÄUHUJPUN�MVY�ZLY]PJLZ�IL`VUK�
the minimum services package through national 
and community health insurance schemes. Partner-
ship with private service providers and better donor 
coordination are needed for implementation of one 
well governed national health plan. 

4. Deliver effective health system governance led 
by accountable governments. This should focus 
on strict regulation and supervision of public and 
private service providers to assure acceptable quality 
of care, free from corruption and responsive to the 
voices of the people.

5. Finally, African Union and Regional Economic 
Communities, WHO, and international community 
should support the African pathogenic economy 
through public-private partnerships to ensure that Af-
YPJH�PZ�ZLSM�Z\MÄJPLU[�PU�HSS�[LJOUVSVNPLZ�[OH[�HKKYLZZ�
the its disease burden, including vaccines, diagnos-
tics, therapeutics and human resources. Political will 
for this has been demonstrated in some countries 
however additional mobilisation is needed.

FeatureOpinion



July 20218 Africa Health

2VÄ�(UUHU�7YVNYHTTL
Carol Natukunda reports on an initiative to inspire the next generation of 
public health leaders

The former United Nations Secretary General, the late 
2VÄ�(UUHU��^HZ�H�THU�VM�]PZPVUHY`�SLHKLYZOPW��(TVUN�
other achievements, he played a critical role in the cre-
ation of the Global Fund for HIV, tuberculosis and ma-
laria, which has saved millions of lives, and transformed 
the approach to preventing and managing infectious 
diseases and the practice of public health globally. 

)\PSKPUN�VU�(UUHU»Z�SLNHJ �̀�[OL�2VÄ�(UUHU�7\ISPJ�
Health Leadership Programme was launched in May 
2020 by the Africa Centres for Disease Control and Pre-
]LU[PVU��(MYPJH�*+*��HUK�[OL�2VÄ�(UUHU�-V\UKH[PVU��0[�
seeks to equip emerging and senior public health leaders 
with the skills required to initiate innovative, bold, vision-
ary but implementable African-owned solutions to ad-
dress disease threats and challenges in the 21st century. 
Through this programme, fellows will acquire advanced 
competencies in leadership, governance, health diplo-
macy, and management of public health initiatives.

Twenty inaugural fellows from 14 African Union 
member States have been selected to participate in the 
fellowship over the course of 12 months. During their 
ÄYZ[�ZLZZPVU��OLSK�]PY[\HSS`�VU����1\UL��[OL�MLSSV^Z�OHK�
the opportunity to learn from leading public health 
leaders at the African Center for Global Health and 
Social Transformation (ACHEST). Below is a summary of 
the key issues discussed.

Leadership and governance
It was noted that systems were working well in the co-
lonial era and for 10-15 years in the post-independence 
period. Today, however, the continent lags behind all 
other regions of the world in development and health 
indicators such as child and maternal mortality. There 
is corruption and high unemployment rates. Unless 
(MYPJHUZ�HJ[�\WVU�[OPZ��P[�^PSS�IL�KPMÄJ\S[�[V�HJOPL]L�
progress. The Sustainable Development Goals (SDGs) 
and Universal Health Coverage (UHC 2030) offer 
Africa the opportunity for emancipation. To close the 
implementation gap, strong stewardship, leadership and 
governance is essential to achieve population needs 
and other pressing health challenges such as the global 
shortage of health workforce.

Global Health diplomacy
In this globalised and interconnected world, countries 
should ideally rely on one another in order to protect 
and promote health. However, the construct of North-
South members, rooted in colonial history, has struc-
tural inequalities. This gives high income countries privi-
leges and prominence; funding opportunities, research 
grants, and generally a higher say in key decisions. This 

leads to the assumption that only high-income countries 
OH]L�L_WLY[PZL�[V�WYV]PKL�JHWHJP[`�[V�ÄSS�[OL�NHWZ�PU�
poor countries. The distortions also lead to imbalances 
in global health, planning and implementation, research 
and publishing and negotiations of treaties. For exam-
ple, Africa has very good Integrated Primary health Care 
Initiatives but it implements silo interventions that frag-
ment its health systems leading to poor performance. In 
order to have proper input in future, it was noted that it 
is important to build capacity of south-south networks 
of leaders and public health alliances to help guide 
and support delegations invited for key negotiations on 
global issues in the North. 

Intersectoral collaboration
The meeting acknowledged that fragmentation indeed 
fails progress. The 2017 study that was carried out by 
ACHEST in seven East and Southern African countries 
(Ethiopia, Kenya, Rwanda, Uganda, Tanzania, Zambia 
and Zimbabwe) examined how the SDGs Agenda is 
being implemented and the implications for health. The 
study found that the SDGs are interconnected, inte-
grated and are best achieved through ISC. A follow-up 
assessment of ISC in Uganda in 2018/2019 found that 
implementation of government programmes was mostly 
in silos. People participation was weak, and health is 
perceived to be taken care of by someone else – mostly 
by donors. Sustainable health development cannot be 
driven by donors. It has to be inter-sectoral, “owned and 
driven by African populations themselves”. 

Human resources for health
For a continent that relied on traditional medicine in 
the 20th century, it was noted that health professionals 
education(HPE) has changed exponentially in the last 
30 years. There is remarkable increase in the number of 
Medical/Health Professions Education (HPE) schools; im-
provement in innovative curricular, research & publica-
tions, learning & teaching equipment, facilities (infra-
structure), collaboration and partnerships and Africa-led 
projects. Medicine has also transitioned into the informa-
tion age, despite the disruptions from the emerging health 
challenges such as COVID-19. However, bottlenecks 
remain in health worker retention, standards/accredita-
tion, assessment and evaluation, static curriculum, and 
unstable political and economic environments which 
disrupt education. There is need to focus on compassion-
ate care for patients as well as health workers, expanding 
education and training capacity, embracing new tech-
nologies and innovations as well as harnessing partner-
ships and leadership.
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Health professionals education  
conference 2021
Reported by Elsie Kiguli-Malwadde and Carol Natukunda

A conference on health professions education was 
hosted in Kampala, Uganda on 27-28 May with the 
theme “Transforming Health Professions Education in 
the 21st Century: From Theory to Practice”. It was a 
hybrid of face-to-face sessions ands virtual attendance 
from the USA, Kenya, Ethiopia and Rwanda.

The conference was organised by the Eastern Africa 
Health Professions Educators’ Association (EAHPEA), 
and the Health Professions Education Partnership 
Initiative (HEPI), which is co-hosted by the Makerere 
University College of Health Sciences. 

The goal of the HEPI, which started in August 2018, 
is to improve service delivery of Uganda’s health 
system through strengthened interdisciplinary health 
professional education and research training to produce 
graduates with competencies to address the priority 
health needs of the population.

HEPI has seen the birth of Health Professions 
Education and training for Strengthening the Health 
System and Services in Uganda (HEPI-SHSSU). The 
project is implemented by a partnership between 
the African Center for Global Health and Social 
Transformation (ACHEST), Makerere College of Health 
Sciences, Busitema University School of Health 
Sciences, Kabale University School of Medicine, 
Clarke International University, Mulago School of 
Nursing and Midwifery, Yale University and John 
Hopkins University. Prof Sarah Kiguli from the School 
of Medicine, College of Health Sciences is the 
project’s Principal Investigator and was Conference’s 
Chairperson, Organising Committee.

Deputy Vice Chancellor of Makerere University 
+Y�<THY�2HR\TIH�VMÄJPHSS`�VWLULK�[OL�[^V�KH`�
Conference. In his remarks he noted that health 
is critical in sustaining and promoting human 
development and urged all stakeholders to be involved 
in strengthening education and training systems for 
Health Professionals. In this regard, he said that EAHPEA 
and the HEPI Project both provide opportunities and 
platforms for stakeholders to collaborate, plan and 
implement strategies that will improve the competence 
of educators and, ultimately, the quality of graduates 
and health of communities. He therefore urged the 
CHS to strengthen its partnership with government, 
particularly the ministries of health and education, and 
the development partners and the community to ensure 
that meaningful transformation is achieved.

 The Principal of the CHS, Prof Damalie Nakanjako, 
also credited the support from the HEPI Program, by 
noting that the college was able to carry on teaching 
despite the restrictions to educational institutions aimed 

at preventing the spread of COVID-19.
Nelson Sewankambo, a Professor of Internal 

Medicine in the School of Medicine, delivered the 
keynote address on “Transformative Health Professions 
Education: Owning and Changing Our Future”. He 
highlighted that for transformative education to happen, 
there is a need to link education and the health systems. 
He also noted that in order to lay the foundation for 
transformational learning, the educationists must analyse 
the opportunities and challenges facing the health 
workforce and acknowledge the need for change.

The case of STRIPE
ACHEST Director of Medical Education and 
Development, Dr Kiguli-Malwadde, who is also the 
Vice President of the African Forum for Research and 
Education in Health (AFREhealth), made a presentation 
on “Developing an inter-professional curriculum to 
improve team-based case in Sub-Saharan Africa: focusing 
on learners in transition”. She used the example of 
Strengthening Inter-professional Education for HIV 
(STRIPE HIV), a programmw being implemented 
by AFREhealth and the University of California San 
Francisco. The STRIPE HIV programme is about building 
the capacity of health professionals in the sub-Saharan 
region using an inter-professional approach. It links 
health professional’s education to clinical practice (health 
system) and uses partnerships to create communities of 
practice. Dr Kiguli-Malwadde said the overreaching goal 
of STRIPE is to strengthen preservice training institutions 
across Africa to produce the next generation of healthcare 
workers that can deliver high quality team-based health 
care. It is delivered through 17 Modules based on HIV 
content using a case-based format. She stated that the 
impact has been enormous. There are 40 partner training 
PUZ[P[\[PVUZ�WHY[PJPWH[PUN�[OYV\NO�����HMÄSPH[LK�JSPUPJHS�
sites institutions across 14 countries. This has led to 
PTWYV]LTLU[Z�PU�/0=�RUV^SLKNL��SLHYULY�JVUÄKLUJL��
and greater awareness of the need for interprofessional 
collaboration. She noted that the programme faces 
HKTPUPZ[YH[P]L�HUK�ÄUHUJPHS�JOHSSLUNLZ��PZZ\LZ�[V�KV�^P[O�
sustainability, quality assurance, and how to incorporate 
the program into curriculum and transform such 
education programs into practice. Yet, there are positive 
lessons, namely, that there is great leadership potential in 
sub-Saharan Africa, there was expansive programmatic 
capacity and tremendous opportunity around 
Interprofessional Education and Quality improvement. 

For details: https://news.mak.ac.ug/2021/05/dr-kakumba-officially-opens-
hpe-conference-2021
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Strengthening health systems from the 
bottom up: example from Lesotho
Elizabeth Limakatso Nkabane-Nkholongo and colleagues highlight how 
training can empower health workers to solve everyday problems

Demand for nurses and other health workers in Africa 
is often overwhelming. Health settings are plagued 
with overcrowding, shortages of supplies, and lack of 
administrative oversight. These challenges can lead 
to low morale and motivation among health workers, 
who may experience psychological injuries referred to 
HZ�¸PUZ\MÄJPLU[�YLZV\YJL�[YH\TH¹�1 Such trauma affects 
the quality of care delivered and leads to professional 
“burn-out”,2 a phenomenon of increasing importance in 
the wake of the SARS-CoV-2 pandemic.3 

Providing health workers in Africa with problem-
solving training can empower them to solve clinical and 
management issues within the scope of their authority. 
Skill building of this nature can improve a health 
^VYRLY»Z�ZLUZL�VM�¸ZLSM�LMÄJHJ`¹�HUK�HIPSP[`�[V�L_LJ\[L�
actions to succeed in their work. These resilience factors 
are critically important in sub-Saharan Africa, where 
nurses and other health workers are largely responsible 
for patient care.4 

Problem-solving training in Lesotho
The Kingdom of Lesotho is a country of 2.1 million 
people in southern Africa with a high prevalence of HIV 
and tuberculosis.5 There is no medical school and 0.9 
physicians and 10.2 nurses per 10,000 population, both 
about one-third the African average.6 There is therefore, 
ZPNUPÄJHU[�[HZR�ZOPM[PUN�MYVT�WO`ZPJPHUZ�[V�U\YZLZ�HUK�
other health workers.7 

In 2004, Lesotho and the faculty from Boston 
University created the Lesotho-Boston Health Alliance 
(LeBoHA) to work in Lesotho on programs to address 
the human resource challenges unleashed by the HIV/
AIDS epidemic.8 Since then, LeBoHA has collaborated 
with the Lesotho Ministry of Health (MoH) to conduct 
programmes to strengthen healthcare management and 
human-resource capacity.9

LeBoHA partnered with the Dreyfus Health 
Foundation to train health workers on quality 
improvement using a methodology called Problem 
Solving for Better Health ® (PSBH). Over 30 years, 
more than 70,000 people have participated in 
PSBH workshops, generating over 50,000 quality-
improvement projects in 32 countries.10 

The goal of PSBH in Lesotho is to develop a health 

worker’s problem-solving skills by encouraging the 
participant to identify and solve a problem within the 
scope of their day-to-day work and authority.11 The 
problems addressed are not solely clinical but include 
administrative issues that impact the functioning of the 
health system. 

In the two-and-a-half-day workshops, participants 
KLÄUL�H�WYVISLT��PKLU[PM`�ZVS\[PVUZ�HUK�KL[LYTPUL�
measures for assessing effectiveness. Participants write a 
WSHU�[V�HKKYLZZ�[OLPY�PKLU[PÄLK�WYVISLT��\ZPUN�TPUPTHS�
to-no monetary support, and make a commitment to 
implement their solution over six months. Local PSBH 
staff follow-up on a participants’ progress at three and 
six months, while providing guidance to overcome 
challenges and facilitate project completion. 

From 2004-09, LeBoHA trained over 250 health 
workers from government-run hospitals and District 
Health Management Teams in PSBH. Initially, PSBH was 
a way to address problems resulting from the HIV/AIDS 
crisis, but the programme soon expanded to address a 
variety of other issues faced by health workers.

5\YZLZ�^LYL�ZWLJPÄJHSS`�[OL�MVJ\Z�VM�[^V�^VYRZOVWZ�
(Problem Solving for Better Health-Nursing TM (PSBH-
NTM)12 in partnership with the Lesotho Nursing Council 
and the Lesotho Nursing Assocation. These workshops 
VJJ\YYLK�H[�H�[PTL�VM�SV^�TVYHSL�PU�[OL�ÄNO[�HNHPUZ[�/0=�
AIDS. The programme fostered a sense of energy and 
engagement among the nurses that was noticable to 
leaders throughout the health system. PSBH-N provided 
a way for nurses to assume a leadership role and fostered 
team work as they worked towards project completion. 

From 2018-19, LeBoHA trained another 86 health 
workers, including 11 of its postgraduate family-
medicine trainees. In focus groups after the workshops, 
these participants reported that they were encouraged 
by an increased number of quality improvement 
initiatives led by health workers under their supervision 
as a downstream effect of their own successful problem-
solving efforts.13 

Partnering with government 
In 2019, during routine supervisory visits to the 
Districts, the Lesotho MoH Quality Assurance Unit 
(QAU) staff learned about PSBH from health workers 
carrying out their PSBH projects. The QAU staff 
VIZLY]LK�[OL�LU[O\ZPHZT�HUK�JVUÄKLUJL�L_OPIP[LK�
by these project leaders and recognised that the QAU 
could provide mentorship and technical assistance on 
the front lines to ensure success. The QAU staff believed 
that PSBH could be integrated into the national and 
KPZ[YPJ[�X\HSP[`�PTWYV]LTLU[�Z[YH[LNPJ�WSHUZ�I`�M\SÄSSPUN�
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their legislative responsibility “to support establishment 
of quality improvement projects and conduct onsite 
coaching and mentorship at all health service levels.”14 

Accordingly, the QAU requested that LeBoHA 
conduct a series of courses designed to train their staff 
in the PSBH methodology. Workshops were held to 
train MoH Clinical Directorate leaders, Departmental 
Heads, QAU staff, National Quality Assurance 
Technical Working Group members and District Health 
Management Team members. Integration of PSBH into 
the QAU’s quality-assurance implementation strategy is 
now under way.

National dissemination to all nurses
By 2019, one of the nurses trained in PSBH-N in 2006 
was elevated to the role of MoH Nursing Director. 
When she heard of the new PSBH training of MoH 
8(<�Z[HMM��ZOL�YLÅLJ[LK�VU�OLY�V^U�L_WLYPLUJL��Z[H[PUN��
“The nurses trained in PSBH are among the best nurses 
in the country today.” The Director asked that LeBoHA 
organise PSBH-N workshops with the goal of training 
all 877 RNs and 373 LPNs in the country over the next 
[OYLL�[V�Ä]L�`LHYZ��;OL�[YHPUPUN�HUK�L]HS\H[PVU�VM�[OL�
national rollout is under way. 

Involving HCWs in problem-solving
Centralised “top-down” approaches for local problem-
solving can lead to priority setting not always relevant 
to the district.15 A survey of health workers in South 
African hospitals showed that hospital managers with 
a leadership style encouraging a participation and 
problem-solving were perceived as good leaders.16 A 
national quality assurance strategy that includes PSBH 
emphasises a commitment to a decentralised and 
egalitarian (equity-fostering) approach, where problem-
solving is the responsibility of all health workers. 

If not addressed, the problems that health workers 
confront in healthcare facilities can become 
maladaptive patterns that adversely affect patient care 
and staff morale. The power to solve a wide range of 
problems lies within the health workers themselves, and 
this has long been overlooked. The Lesotho experience 

suggests that PSBH holds the promise to be a low-cost, 
problem- solving methodology that can be used in other 
low- and middle-income countries. 
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COVID-19 training for healthcare workers

A free online course on training healthcare workers to care for patients with 
COVID-19, as elaborated by Matthew Strehlow and Jennifer Jones

Matthew Strehlow MD Associate Professor and Vice Chair of 
Strategy, Director, Stanford Emergency Medicine International, 
Jennifer Jones MD, Department of Emergency Medicine Stan-
ford University School of Medicine.

AFREHealth has partnered with Stanford University to 
KPZZLTPUH[L�H�MYLL�VUSPUL�JV\YZL�VU�[OL�PKLU[PÄJH[PVU�
and management of patients with COVID-19. Over 
100,000 learners globally have taken the 5-hour, self-
directed course to date. Approximately 10% of course 
enrollees reside in Africa. Healthcare workers can 
enroll in the course on Coursera or edX, or download 
P[�MVY�VMÅPUL�HJJLZZ�MYVT�:[HUMVYK»Z�+PNP[HS�4,K0*�HWW��
available on ios or Google Play. Both Coursera and 
Digital MEdIC have agreed to waive course participation 
HUK�JLY[PÄJH[L�MLLZ��^OPSL�LK?�OHZ�KYHTH[PJHSS`�YLK\JLK�
the cost. The course is currently offered in English, 
Spanish, and Hindi. AFREHealth is collaborating with 
Stanford to develop Portuguese and French versions 
to broaden the course’s reach to healthcare workers 
throughout Africa. Course information is presented in 
short, discrete modules of approximately 10 minutes 
each. The modules focus on the key evidence pertinent 
to physicians, nurses, and other healthcare workers 
practicing clinically. 

 
Key clinical features 
COVID-19 is spread by respiratory droplets produced 
when patients cough, sneeze, talk and breathe. These 
droplets can travel up to two metres and can remain in 
the air or land on surfaces. Individuals typically become 
infected by inhaling COVID-19 viral particles. However, 
it is also possible, for example, to become infected 
by touching a contaminated surface, such as a door 
handle, the side of a gurney, or a keyboard, and then 
touching the nose, eyes or other mucous membranes. 

Importantly, COVID-19 disease can be spread by 
asymptomatic patients. R0, the basic reproduction 
U\TILY�[OH[�KLÄULZ�OV^�THU`�WLVWSL�[OL�H]LYHNL�
infected person will spread the disease to, is estimated 
to be 2 to 3. This means that one person will likely 
infect two to three other people. COVID-19’s R0 is 
ZPNUPÄJHU[S`�OPNOLY�[OHU�ZLHZVUHS�PUÅ\LUaH�^OPJO�
explains its rapid spread. Variants of concern, including 
[OL�X\PJRS`�ZWYLHKPUN�)�������ÄYZ[�PKLU[PÄLK�PU�0UKPH��
are potentially more transmissible, with an even higher 
R0. Proven public health interventions to reduce 
the spread of disease include wearing masks, hand 
washing, and vaccination.1 

Up to 50% of infected individuals may be 
asymptomatic. In those patients who become 

symptomatic, incubation can take as long as 14 
days, though most patients (81%) develop symptoms 
approximately four days after exposure. In addition 
[V�JVTTVU�PUÅ\LUaH�SPRL�Z`TW[VTZ�SPRL�ML]LY�HUK�
cough, the loss of taste and/or smell is a hallmark 
feature in a minority of patients. Approximately 14% 
of patients develop severe illness around day nine, 
which commonly manifest as pneumonia with greater 
than 50% lung involvement. Dramatic hypoxia and 
rapid breathing can be incongruent with a patient’s 
mild shortness of breath. Currently no validated scoring 
systems to identify those at highest risk for death 
exist, although many risk scoring systems have been 
developed and are being used.2 The recovery period for 
mild cases averages two weeks, while severe cases can 
take two months or more to fully improve. 

 

Other complications of COVID-19 disease involve 
the cardiovascular and neurologic systems. Deep 
venous thrombosis, heart injury, arrythmia, and 
encephalopathy are commonly reported in intensive 
care unit patients. While secondary bacterial infections 
can occur, they are not common. It is also uncommon 
for children to become severely ill, though delayed 
WYLZLU[H[PVU�VM�T\S[PZ`Z[LT�PUÅHTTH[VY`�Z`UKYVTL�
(MIS) associated with COVID-19 is well documented in 
the literature.3

 
Diagnosing COVID-19 
PCR testing for the RNA of SARS-CoV2 particles, 
the virus that causes COVID-19, is the mainstay 
of diagnostic testing. The available tests vary by 
THU\MHJ[\YLY�I\[�HYL�NLULYHSS`�]LY`�ZWLJPÄJ�MVY�
COVID-19 and if positive, COVID-19 infection can be 
presumed. Nasopharyngeal and oral swabs have been 
approved and the choice of method depends on local 
protocols. Regardless, proper technique for obtaining 
samples is imperative. While awaiting test results, 

Typical timeline of symptomatic COVID-19 infection



similar improvement in outcomes. To implement prone 
positioning, patients rotate through a series of different 
positions every 30 to 120 minutes.5

Oxygen therapy is imperative for patients with 
COVID-19. Patients can be started on simple nasal 
cannula with a goal oxygen saturation level >90% 
for most adults and >92%-95% for pregnant women. 
If the respiratory rate remains elevated or the oxygen 
saturation falls below these levels, oxygen support 
should be advanced in a stepwise fashion to provide 
higher levels of support: face mask > non-rebreather 
face mask (NRFM) > NRFM in combination with nasal 
cannula > non-invasive positive pressure ventilation or 
OPNO�ÅV^�UHZHS�JHUU\SH�%�PU[\IH[PVU�HUK�TLJOHUPJHS�
ventilation. If patients are rapidly decompensating, 
this stepwise approach to oxygen delivery may not be 
feasible and providers should advance to higher levels 
of support immediately.6 During oxygen administration, 
aerosolization of viral particles can occur and 
healthcare workers must take appropriate precautions to 
limit their own exposure. 

In addition to respiratory support, the cornerstone 
of COVID-19 patient management, other medications 
OH]L�KLTVUZ[YH[LK�]HY`PUN�SL]LSZ�VM�LMÄJHJ �̀�;OL�TVZ[�
well-supported treatment is systemic corticosteroids for 
patients requiring supplemental oxygen or mechanical 
ventilation.7 The exact dosing of systemic corticosteroids 
HUK�[OL�ILULÄ[Z�VM�PUOHSLK�I\KLZVUPKL�HYL�Z[PSS�
being determined. IL-6 inhibitors, like remdesivir, 
and monoclonal antibodies may have more narrow 
indications with less well-established clinical outcome 
ILULÄ[Z��*VU]HSLZJLU[�WSHZTH�HUK�O`KYV_`JOSVYVX\PUL�
OH]L�UV[�ZOV^U�ILULÄ[�HUK�HYL�UV[�YLJVTTLUKLK�1
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patients are asked to self-isolate. Antigen tests that 
detect viral proteins exist and can be easily performed 
at home. While an important part of the public health 
strategy, antigen tests are less sensitive than PCR tests, 
with a higher false negative rate. 

 Numerous other laboratory and radiographic 
tests can suggest COVID-19 illness or help predict 
the severity of disease or the risk of complications. In 
NLULYHS��PUÅHTTH[VY`�THYRLYZ�HYL�OPNOS`�LSL]H[LK��L�N��
ferritin) while the absolute lymphocyte count is low. 
Chest radiographs may demonstrate diffuse pulmonary 
opacities that can progress rapidly as a patient’s 
clinical status worsens. Bedside ultrasound has been 
demonstrated to be as effective as chest radiograph 
in identifying pulmonary lesions due to COVID-19 
PSSULZZ��<S[YHZV\UK�ÄUKPUNZ�WYVNYLZZ�VU�H�JVU[PU\\T�
from discrete focal B-lines to coalescing B-lines and 
subpleural consolidations.4 

 
Treatment for symptomatic patients 
-VY�WH[PLU[Z�^P[O�ZPNUPÄJHU[�YLZWPYH[VY`�Z`TW[VTZ��
positioning is a critically important intervention that 
is free-of-cost. Traditionally, a patient with respiratory 
compromise is placed in the upright seated position 
which allows maximisation of lung volume and air 
exchange. In patients with COVID-19, however, prone 
WVZP[PVUPUN�PZ�MYLX\LU[S`�ILULÄJPHS��7YPVY�YLZLHYJO�OHZ�
demonstrated that prone positioning, lying face down, 
leads to decreased rates of intubation and improved 
outcomes in patients with Acute Respiratory Distress 
Syndrome (ARDS). Patients with COVID-19 are showing 

Nasopharyngeal sample acquisition technique

Upright and prone positioning in COVID-19 patients 
^P[O�KPMÄJ\S[`�IYLH[OPUN�
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Infection prevention 
Personal protective equipment (PPE) and hand hygiene 
remain foundational to protecting healthcare workers 

and preventing the spread of COVID-19. Differing levels 
of PPE are used depending on the likelihood of infection 
of the patient and the type of care or procedure being 
performed. 

Vaccines are effective at preventing COVID-19 
infection, but more importantly, vaccination has nearly 
eliminated severe illness in those that do become 
infected, with very low rates of hospitalization and 
death. A number of vaccines have received emergency 
use authorization or similar approvals, and each has 
P[Z�\UPX\L�LMMLJ[P]LULZZ�HUK�ZPKL�LMMLJ[�WYVÄSL��0U�
NLULYHS��ZPKL�LMMLJ[Z�VM�TPSK�Å\�SPRL�PSSULZZ�HYL�YLSH[P]LS`�
common while severe side effects are extremely rare. 
Eligibility and uptake of vaccines has been highly 
location-dependent and access to vaccines across 

nations and communities is disturbingly unequitable. 
Led by the WHO, international health organisations 
are aggressively pushing for more equity in vaccine 
distribution and access. 

 
Role for trusted information sources 
Vaccine uptake, public health prevention measures, 
and patient care practices have been hampered by 
the “Infodemic” or deluge of misinformation being 
disseminated primarily on social media platforms and 
through informal social networks.8 Healthcare workers 
are viewed as trusted sources of accurate information 
and have a pivotal role in not only caring for their 
patients, but also in educating their communities. 
Unfortunately, healthcare workers themselves are 
JOHSSLUNLK�[V�ÄUK�YLHKPS`�H]HPSHISL��[Y\Z[LK�ZV\YJLZ�VM�
information. The partnership between AFREHealth and 
Stanford University aims to bridge this gap by providing 
training materials from trusted sources that will support 
healthcare workers as they combat the rampant 
misinformation in their communities. 

 
Conclusion 
Together AfreHealth and Stanford University are 
disseminating a free course designed to train healthcare 
workers on identifying and managing patients with 
COVID-19. Evidence to date demonstrates that early 
detection and optimal care can dramatically reduce 
the mortality rate and prevent the spread of infection. 
Healthcare workers must supplement what they 
already know with reliable information that allows 
them to improve the care they provide to their patients 
and better serve as key information sources for their 
communities. 
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COVID-19 prevention education and 
awareness through community outreach

Stephen Engmann, Francis Adomah and Ninette Hayibor look at the role of 
primary care workforce

Stephen T. Engmann,1,2 Francis Adomah,1 Ninette Hayibor.1 
1: Manna Mission Hospital, Accra. 2: Family Medicine Depart-
ment/Polyclinic, Korle Bu Teaching Hospital-Accra. Correspon-
dence to: Stephen T. Engmann, stephenengmann@gmail.com; 
+(233) 202 536 154.

*6=0+�� �PZ�H�UL^S`�PKLU[PÄLK�:L]LYL�(J\[L�9LZWPYH-
tory infection caused by the novel Severe Acute Respira-
tory Syndrome Coronavirus-2 (SARS-COV-2), that was 
ÄYZ[�YLWVY[LK�[V�[OL�>VYSK�/LHS[O�6YNHUPaH[PVU��>/6��
on 31 December 2019. The disease has spread rapidly 
among human populations on all continents around 
[OL�^VYSK�ZPUJL�P[�^HZ�ÄYZ[�PKLU[PÄLK��0[�^HZ�PUP[PHSS`�
declared by the WHO as a Public Health Emergency of 
International Concern (PHEIC) on 30 January 2020, and 
was subsequently declared a pandemic on 11 March.1 

;OL�ÄYZ[�[^V�JHZLZ�*6=0+�� �PU�.OHUH�^LYL�JVU-
ÄYTLK�PU�4HYJO������2 Strategies adopted by the Gov-
ernment of Ghana to reduce community spread included 
hand hygiene, wearing of facemask, social distancing, 
basic cough etiquette, and education through various 
media (television, print and social media).2,3 An audit of 
selected public transport stations in the Greater Accra 
region revealed that compliance with COVID-19 preven-
tion measures was a challenge with social distancing 
and wearing of facemask being poorly observed.4 With 
the recognition of the government’s strategy to limit the 
spread of COVID-19, it was crucial to have an interaction 
with communities in the form of outreach to further dis-
seminate these preventive measures. Any project carried 
out by an organisation or a group to transfer knowledge 
HUK�ZRPSSZ�MVY�[OL�ILULÄ[�VM�H�JVTT\UP[`�PZ�[LYTLK�H�
Community Outreach Project (COP).5

This is a short report on a community project that 
was executed by the healthcare workforce of an urban 
primary care facility. The aim was to educate and create 
awareness of COVID-19 prevention in the communities 
within the catchment area of the Manna Mission Hospi-
tal of the Ledzokuku Municipality of Ghana. 

Description of communities
The Project was executed by the workforce of the 
Manna Mission Hospital, a primary care health facility, 
with support from the Christian Health Association of 
Ghana (CHAG). A total of eight communities within the 
Ledzokuku Municipality were reached. According to 
the Ghana Statistical Service District Analytical Report, 
the Municipality has a total population of 227,932. The 
predominant occupations of the people are trading and 
marketing, manufacturing, craftsmanship and related 
industries.7 The eight communities that were reached 

are Etsor, Akowor, Anomantu, Aloway, Fertilizer, Manna, 
Biashoye, and Sealady.

Training of workforce
Before the community outreach, a workshop was organ-
ised for the workforce to train them on the prevention 
and control of COVID-19. Training of the workforce was 
done for two days from 26 August 2020, to 27 August 
2020. Out of the trained workforce, 15 volunteered to 
embark on the community outreach project. Category 
of staff who went for outreach were mostly Community 
health and Public Health Nurses, Clinicians, and a few 
Non-Clinical Staff who had an interest in the project 
and were trained. The workforce team used educative 
TH[LYPHSZ�Z\JO�HZ�WVZ[LYZ�HUK�Å`LYZ�KVUH[LK�I`�[OL�
Christian Health Association of Ghana (CHAG). 

Community outreach
The outreach began with a community entry where 
contacts were made with the elders and opinion leaders 
of the eight communities. The purpose of the outreach 
was explained to them and their support was sought 
for the outreach project to be undertaken. A total of 
189 households were reached by the 15 health work-
LYZ��,HJO�OV\ZLOVSK�OHK�HU�H]LYHNL�VM�Ä]L�TLTILYZ��
The households were selected randomly. The outreach 
was done within three weeks, from 3-24 September 
2020. When members of the outreachteam arrived at a 
particular household, they introduced themselves and 
the work they do to the family members. The purpose 
of the outreach was explained to the family members 
and then COVID-19 prevention education was given to 
those present at the time of the visit. The education and 
awareness focused on how they can protect themselves 
against COVID-19. 

They were encouraged to adhere to the following to 
prevent infection with COVID-19:
• Hand hygiene – frequent washing of hands with 

soap under running water and rubbing with 
alcohol-based hand sanitisers. This was to be 
done at home, church, market, office, bank, farm, 
school, lorry stations, after touching surfaces 
and use of the toilet. The team demonstrated to 
the households the right steps to follow during 
handwashing. 

• Social distancing – always keeping a distance of 
about 1 to 2 meters from other people.

• Basic etiquette and wearing of facemask – they 
were to avoid touching the eyes, nose, and mouth. 
When coughing and sneezing, their mouths and 
nose must be covered with tissue or a bent elbow. 

FeatureCOVID-19
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Tissue must be disposed of into a closed dustbin 
immediately after use. Households were taught 
how to wear the facemask appropriately all the 
time, and its proper disposal after use. 

They were encouraged to eat healthy foods like fruits 
and vegetables and exercise regularly. They were also 
encouraged to put on their facemask and report at the 
nearest health facility if they felt sick.

Outcome and challenges
A few of the challenges encountered included language 
barrier which limited the coverage of more households 
in a day, however, interpreters from among the work-
force assisted to enable such people to be reached. Fur-
thermore, since the timing of the outreach was during 
working hours of the day, some family members were 
not at home at the time of the visit. A few people within 
the community also did not believe in the existence of 
the COVID-19 despite the media education and govern-
ment interventions, hence their unwillingness to allow 
for education. Generally, members of the community 
were very receptive. Certain households requested free 
hand sanitisers and face masks, which the outreach 
teams did not have.

Discussion
Health education within communities has been found 
to have a greater impact on the prevention of emerg-
ing infectious diseases resulting in reduced incidence 
of such diseases.6 The COVID-19 pandemic is not an 
exception. This report has highlighted outcomes of the 
community outreach project that was executed by the 
workforce of an urban primary care Hospital in Ghana.

During the COVID-19 pandemic, governments 
around the world have used different prevention strate-
gies, ranging from imposing partial or total lockdowns 
to scaling up testing as well as contact tracing. Howev-
er, health promotion can be undertaken through com-
munity education and risk communication at different 
levels to help the general public understand the risk and 
gravity of COVID-19.7 This was what the community 
outreach by this workforce sought to achieve. The com-

munities reached were educated about the prevention 
and control of the disease. In China where the pan-
demic originated, General Practitioners were assigned 
to undertake community visits to facilitate public health 
education.8�0U�[OL�ÄNO[�HNHPUZ[�*6=0+�� ��[OL�WYPTHY`�
health care workforce has a key role to play in creating 
awareness of the disease and educating the communi-
ties that seek health care from their facilities.

There is a need to boost health education to improve 
public health awareness for COVID-19 among dwellers 
within communities. Through this community outreach 
project, the awareness of COVID-19 prevention and 
control, handwashing, and wearing of facemasks has in-
creased. The increase in awareness was observed among 
many people wearing facemask when they visited the 
hospital and frequent washing of hands with soap under 
running water as well as the use of alcohol-based hand 
sanitisers. The primary health care workforce has a key 
role to play in their communities to reduce the commu-
nity spread of COVID-19.
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Ischaemic Heart Disease
Carol Natukunda and James Kayima report on an ACHEST co-hosted 
webinar

Compiled by Carol Natukunda, Communications Specialist 
ACHEST, and James Kayima, Consultant Cardiologist, Uganda 
Heart Institute

There is a need for individuals to take responsibility for 
managing their own health. This was the call to action 
from the 21 April 2021 webinar on Ischaemic heart 
disease for all in Uganda.

The webinar, which featured high-level experts in 
heart disease diagnosis and management was organised 
by Uganda Heart Foundation, Uganda Heart Institute, 
and the African Center for Global Health and Social 
Transformation (ACHEST). It was chaired by the ACHEST 
Executive Director, Professor Francis Omaswa together 
with Prof Paul D’Arbela from Mother Kevin Postgraduate 
School, Nsambya Hospital, Kampala, Uganda. 

Dr Barbara Kakande, a Consultant Cardiologist and 
Uganda Heart Association started off the discussion 
I`�KLÄUPUN�0ZJOHLTPJ�/LHY[�+PZLHZL�HZ�H�NYV\W�VM�
syndromes or diseases that occur because of narrowing 
or blockage of the blood vessel that supplies the heart 
with oxygen-rich blood usually caused by the buildup 
of fatty material called plaque . Because of this, there 
is an imbalance between the oxygen that the heart 
muscle is receiving versus the oxygen which the heart 
is demanding. Ischemic heart disease is also called 
Coronary Heart Disease or Coronary Artery Disease. In 
its acute form, ischemic heart disease presents as Acute 
Coronary Syndrome or “Heart Attack”.

 “Ischaemia occurs when the demand for blood 
is higher than the supply, usually the left side of the 
heart is the one which is affected due to many factors 
including the fact that the left side has a thicker wall 
compared to the right side,” explained Dr Kakande. 
Approximately one-third to a half of cardiovascular 
diseases in the world are ischemic. Some of the risk 
factors include aging, smoking, high blood pressure, 
high cholesterol, diabetes, physical inactivity, waist size, 
psychosocial issues and family history.

The signs and symptoms of the disease were 
elaborated by Dr Ephraim Batambuze, a Senior 
Consultant Cardiologist. “Heart diseases start with 
chest pain, chest tightness (like something is squeezing 
the patient), chest heaviness sometimes around the 
breast on the left side; and chest pain which radiates 
into the left arm, back, or neck. Some patients may 
present with pain at the tip of the tongue and nose, 
skipping heart whenever they walk, tightness in the 
calf and shortness of breath. He described Ischaemic 
Heart Disease as treacherous, as some patients don’t 
present with any symptoms until the last minute when 
it is too late to save them.

The experts, therefore, called for the need for 

medical practitioners to carry out a comprehensive 
history, physical exam and investigation for a patient 
presenting with any of the above of symptoms.

“It is not enough to say chest pain sounds like 
cardiac pain. Let us take history before referring them 
to a cardiologist. Don’t just get excited,” cautioned 
Prof D’Arbela.

The investigations for Ischaemic Heart Disease such as 
blood tests, chest Xrays, ECHO, ECG, exercise stress test 
among others, were well explained by Dr Charles Lugero, 
the specialist physician and cardiologist at the UHI. 

Dr Emmy Okello, Consultant Cardiologist and Head 
of Cardiology Division, UHI, spoke about the referral 
network and acute management. Survival of the patient 
who has suffered a heart attack depends on the quick 
HUK�HWWYVWYPH[L�YLZWVUZL�I`�[OL�ÄYZ[�OLHS[O�^VYRLY��
health facility to attend to them (within 10 minutes), 
access to appropriate medicines as well as access to 
ambulances to take the patient to a specialised unit 
within 2 hours. “Health workers, therefore, need to 
understand how the referral system works. For instance, 
you need to call the referral hospital so that they 
prepare for the patient’s arrival,” said Dr Okello, adding 
that the UHI has a network of hubs at different hospitals 
to help in quick diagnosis and other interventions.

Another topic of interest was on chronic management 
and prevention by Dr James Kayima, the Consultant 
Cardiologist at UHI and Senior Lecturer at the Makerere 
College of Health Sciences. He mentioned patient 
education on physical activity, weight management, 
diets, and their lifestyle habits as important.

During the discussion, ACHEST’s Director of Health 
Systems Dr David Okello called on stakeholders to 
push for a shift in policy that puts emphasis on disease 
prevention.

¸7YVJLZZLK�MVVKZ�[OH[�HYL�YPJO�PU�OPNOS`�YLÄULK�
sugars, salts, trans fats, and saturated fats; as well as 
sugar-rich drinks, alcohol, and smoking are being 
marketed aggressively in the public media. He 
highlighted the need for doctors being advocates 
for healthy living. Responding to this concern, Dr 

FeatureHeart disease
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Peter Lwabi, Senior Consultant Cardiologist UHI and 
President Uganda Heart Association said Uganda 
already has good policies on health promotion. “The 
NHW�PZ�PU�YLN\SH[PVU��LUMVYJLTLU[��HUK�ÄUHUJPUN��/L�
said that there is a need to engage politicians who 
control the budgets to ensure implementation of the 
programs that translate policy into action.”

This was also echoed by Prof D’Arbela, who noted 
that engaging policymakers would ensure that well-
equipped facilities are available.

Dr Batambuze strongly recommended that 

individuals must take charge of managing their health. 
Professor Omaswa agreed: “Responsibility for health 
starts with the individual.”

Another participant, Dr Elizabeth Ekochu called for 
the establishment of wellness clinics across the country 
so that the general public can walk in and be tested 
before it is too late.

Professor Omaswa closed the webinar by saying that 
subsequent public education webinars would be hosted 
in due “We can become advocates of better health.”

Feature FeatureHeart disease
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Africa Consortium on Laboratory Systems 
Strengthening
A Consortium has been formed to strengthen laboratory systems in Africa

Pasipanodya I. Machingura,1 Glenda M. Davison,2 Tahir S. Pil-
lay,3 Paul Lalvani,4 Rajiv T. Erasmus,5,6 1: University of Zimbabwe 
Department of Laboratory Diagnostic and Investigative Sciences 
Faculty of Medicine and Health Sciences, Mazoe Street, Harare. 
2: Cape Peninsula University of Technology Department of 
Biomedical Sciences. 3: University of Pretoria Department of 
Chemical Pathology & National Health Laboratory Service. 4: 
Empower School of Health. 5: Stellenbosch University Divi-
sion of Chemical Pathology. 6: African Federation of Clinical 
Chemistry and Laboratory Medicine. Corresponding author: 
Pasipanodya I. Machingura, imachingura@yahoo.co.uk, +263 
772 377 567.

Laboratory medicine plays an essential role in the 
detection, surveillance, control and management of 
diseases. In low income and middle-income countries, 
the access to quality assured laboratory diagnosis is 
a challenge causing delayed or inaccurate diagnosis 
and ineffective treatment which affects patient safety. 
Laboratories in low income and middle-income 
countries have constraints which include absence 
of essential infrastructure, laboratory supplies, 
basic equipment, skilled personnel, supply chain 
management, equipment maintenance, reliance on 
empirical treatment, inadequate quality management 
systems and lack of government standards on 
laboratory testing.1 In Africa laboratories also faces 
challenges of power outages and intermittent loss 
of connectivity which can cause partial disruption 
of services. However, it is important to note that for 
the implementation of the Sustainable Development 
Goals, in particular the universal health coverage, the 
access to high quality and timely laboratory services is 
needed to support health care systems which enable 
the achieving of these goals. Accurate and timely 
KPHNUVZPZ�\UKLYWPUZ�TVYL�ZWLJPÄJ�[YLH[TLU[Z�HZ�
opposed to the empirical treatments, assisting with the 
stewardship of resources.2 

In an effort to improve the quality of Laboratory 
services in Africa there have been several initiatives. 
One key event was the World Health Organization 
and United States Centre for Disease Control and 
Prevention (CDC)) conference of 2008 on Laboratory 
Quality Systems which recommended considerations of 
a staged approach towards implementation of a Quality 
Management System by Laboratories in resource limited 
settings. This has been followed by several resolutions 
on laboratory strengthening in the Africa region. In 
��� �[OL�>VYSK�/LHS[O�6YNHUPaH[PVU�9LNPVUHS�6MÄJL�
for Africa (WHO-AFRO), in collaboration with the 
CDC and other partners, launched the WHO-AFRO 
laboratory accreditation process and Strengthening 

Laboratory Management Towards Accreditation 
(SLMTA) training and mentoring programme which was 
subsequently renamed Stepwise Laboratory Quality 
Improvement Process Towards Accreditation (SLIPTA). 
The African Society for Laboratory Medicine (ASLM) 
was designated the SLIPTA secretariat by WHO-AFRO 
in 2012.3 However, despite these and many efforts in 
sub-Saharan Africa, the clinical laboratory remains the 
weak link in the healthcare chain.4 

In sub-Saharan Africa most clinical laboratories are 
underequipped, underfunded and remain far from the 
attainment of international norms and standards. There 
are not many laboratories accredited to international 
quality standards and most of the accredited laboratories 
are in South Africa.4 Studies have demonstrated that 
technologies, collectively known as telementoring, are 
LMÄJPLU[�HUK�JVZ[�LMMLJ[P]L�[VVSZ�[V�WYV]PKL�ZLHZVULK�
or specialized expertise to health professionals in 
remote or resource-limited medical facilities and 
have an impact on professional behaviour and 
knowledge, as well as health outcomes.5 Furthermore, 
public and private sectors working in public–private 
partnerships combining strengths, experiences, methods 
and resources across sectors have been shown to 
successfully support laboratory strengthening efforts. 
A strong workforce is essential in order to achieve a 
nation’s public health goals. However, this is a critical 
weakness in resource limited settings. In South Africa 
public–private partnerships solved workforce challenges 
through innovative training programmes for tuberculosis 
which was eventually cascaded to other countries. The 
success of the public–private partnership demonstrates 
that this model is scalable and expandable to other 
countries with similar resources for health systems 
strengthening. Furthermore, effective collaboration is 
possible and necessary between the public and private 
sectors in order to solve complex health issues.6 In 
Zambia training was demonstrated to build on previous 
investments to improve laboratory quality systems 
operability and preparedness.7 

In view of the need to complement the current 
efforts and support laboratory professionals, African 
universities consisting of University of Zimbabwe 
Department of Laboratory Diagnostic and Investigative 
Sciences, Cape Peninsula University of Technology 
Department of Biomedical Sciences, Stellenbosch 
University Division of Chemical Pathology, University 
of Pretoria Department of Chemical Pathology and 
the African Federation of Clinical Chemistry and 
Laboratory Medicine formed a consortium led by PIM. 
The consortium has collaborated with the International 
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Federation of Clinical Chemistry and Laboratory 
Medicine and Empower School of Health, Geneva. 

Progress so far 
;OL�JVUZVY[P\T��OH]PUN�PKLU[PÄLK�HYLHZ�PU�ULLK�VM�
support, has so far conducted three webinars, namely, 
Ethical Laboratory Practice on 26 March 2021, (to 
celebrate the International Laboratory Professionals 
week 18 – 24 April 2021); The Medical Laboratory 
Career opportunities on 20 April 2021 and Quality 
Issues in the Medical Laboratory: The Elephant in 
the room on 29 April 2021. The webinars were held 
with Empower School of Health providing support 
in preparation of advocacy, demand generation, the 
digital platform for registration of participants and 
Zoom account to host the webinar. All the universities 
involved advertised the webinars to their staff; students 
used links with professional bodies and laboratories 
to disseminate the information on the webinars. The 
International Federation of Clinical Chemistry and 
Laboratory Medicine also advertised the webinars. The 
presenters were drawn mainly from universities in Africa 
and some international experts were also invited to 
present on areas of expertise. During the webinars the 
presenters were given a twenty minute slot to present on 
a topic and at the end of all presentations a round table 
forum was held on questions raised on the presentations 
^P[O�HSS�[OL�ZWLHRLYZ�JVU[YPI\[PUN��;OL�ÄYZ[�^LIPUHY�
of Ethical Laboratory practice had 473 registrants of 
which 183 attended. The Medical Laboratory Career 
opportunities had 45 attendees and Quality Issues in the 

Medical Laboratory: The Elephant in the room had 150 
registrants and 54 attendees. 

The webinars were held successfully and the 
numbers of attendees from different African countries 
demonstrated that the concept can be successfully 
implemented with African experts and with support 
from international experts to address areas of need 
on a virtual platform without the need for movement 
of the personnel and presenters. Empower School of 
Health also placed the recording on their Facebook 
site for later access enabling the recording to be a good 
contextual reference for laboratory professionals and 
teaching purposes. 

The future
The consortium will hold more webinars on priority 
HYLHZ�PKLU[PÄLK�HUK�ZLLR�[V�HWWS`�MVY�H�NYHU[�[V�M\UK�[OL�
setting up of a centre of excellence at the University of 
Zimbabwe Department of Laboratory Diagnostic and 
Investigative Sciences that will enable the consortium 
to offer hands on training for areas of need and face-
to-face training where needed. Short courses planned 
include laboratory accreditation, supply chain 
management, good clinical laboratory practice, quality 
management systems and laboratory management, 
which will all be aimed to improve the knowledge base 
of the participants leading to improvement in quality of 
test results.

Through the publication of the manuscript, we hope 
to identify collaborators who may be interested in 
supporting the initiative from our pilot concept to full 
implementation by the consortium. We welcome all 
comments and suggestions for improvement. 
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Africa must step up! 

Reflections from the World Health Summit Africa Regional Meeting 2021, 
which adopted the Kampala Declaration on COVID-19 Vaccine Equity

Francis Omaswa, CEO, African Centre for Global Health and 
Social Transformation and Publisher of Africa Health Journal.

The World Health Summit (WHS) Africa Regional meet-
ing took place, June 27-30, 2021 in Kampala, Uganda. 
The WHS was postponed from April 2020 due to the 
COVID-19 pandemic. 

Against this backdrop, it was not surprising that the 
prominent message from the summit was the need for 
vaccine equity as many countries in the global south 
have so far been left behind in accessing the life-saving 
intervention. Just 1.1% of the African population have 
received COVID-19 vaccination, mostly through the 
COVAX facility. A stark comparison was made between 
the developed countries of which many are currently 
opening up, having ramped up vaccinations for their 
populations, while at the same time many countries 
especially in Africa are locking up (again) amidst a 
third COVID-19 wave that is sweeping the continent. 
“A pandemic fueled by inequity”, vaccine ‘nationalism’ 
and ‘apartheid’ were some of the terms being used. The 
WHO Director-General, Dr. Tedros Adhanom Ghebr-
eyesus re-echoed the need for sharing vaccines now 
and investing in local production, stressing also that 
Africa needs to build its own capacity to manufacture 
COVID-19 and other vaccines.

Amidst the acknowledgement of the unfairness of 
the rich world in hoarding vaccines and neglecting 
Africa, a consensus emerged on the need for Africa to 
step up its capacity to deal with, and solve its problems. 
¸:LSÄZOULZZ�PU�[OL�^VYSK�PZ�IHK�I\[�HSZV�NVVK�[V�^HRL�
up Africans.” the Ugandan president, H.E Yoweri Kaguta 
Museveni, remarked at the opening of the summit. He 
continued “Africa should not depend on others for vac-
cines and essential commodities. We need to invest in 
Africa. Africa has fought Ebola; it can address its prob-
lems.” Several other speakers agreed that the current 
adversity Africa is facing should be turned around and 

efforts focused on building the continent’s capacity in 
science and technology. Africa currently produces only 
1% of the vaccines it administers, and this must change. 
Speakers requested for technology transfer, supplies, 
patent waivers and capacity development to support 
Africa to embark on this journey. African countries were 
also requested to step up their funding for research and 
development. Recently, there has been debate on open 
sharing of SARS-COV-2 genomic sequences with a view 
on spotting virus variants and making or updating vac-
cines, an agenda mostly pushed by Western researchers 
and funders. In this debate, researchers in Africa are 
wary of exploitation, non-recognition and later not hav-
ing access to vaccines. Similar concerns were expressed 
during the Ebola outbreak when specimens collected by 
African researchers were shipped out of the country and 
most papers authored by Western scientists, negating 
the contribution of many African researchers and com-
munities in responding to health challenges. Africa will 
have to confront these issues as it steps up and develops 
its own capacity.

Another challenge that Africa and many low- and 
middle- income countries will face in their journey to 
IVSZ[LY�[OLPY�ZJPLU[PÄJ�JVU[YPI\[PVU�PZ�[OL�J\YYLU[�H[[P[\KL�
of some Western actors towards their products. This was 
recently demonstrated by the European Union when 
P[�PZZ\LK�N\PKLSPULZ�VU�[OL�KPNP[HS�*6=0+�JLY[PÄJH[L��
which facilitates safe free movement in the EU during 
the COVID-19 pandemic from July 1 onwards. So far, 
the guidelines don’t recognize AstraZeneca vaccines 
produced by the Serum Institute of India. This is espe-
cially concerning because the bulk of vaccines distrib-
uted by the COVAX facility to African countries have 
been manufactured in India till now. Unfortunately, as 
has been noted by many, such actions are also likely to 
further contribute to vaccine hesitancy in Africa. Speak-
ing in a plenary session at the Summit, Dr. John Nken-
gasong, the Director of the Africa CDC, condemned this 
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behaviour and wondered why the EU would castigate 
vaccines from the COVAX facility, supported and 
funded by the EU (!) among others. Earlier this week, 
the Africa CDC issued a statement urging the EU to 
consider increasing mandatory access to those vaccines 
deemed suitable for global rollout through COVAX.

Everybody agreed vaccines are important, hence the 
big focus on vaccines, vaccine equity, tech transfer and 
capacity building at the regional meeting. Still, it was 
also acknowledged that vaccines alone will not end 
the pandemic. Speakers emphasized that public health 
measures need to remain central to the response in 
every country. Such measures include boosting surveil-
lance, contact tracing, quarantine and empowering and 
engaging communities to (continue to) comply with 
measures such as physical distancing, avoiding crowds 
and wearing masks. The need for pandemic prepared-
ness was also highlighted as key to stopping the next 
outbreak, and it was emphasized that efforts are needed 
to foster building resilient and responsive health systems 
and advance universal health coverage (UHC) if future 
pandemics are to be dealt with better. 

Last but not least, the pandemic has also further 
grounded new ways of thinking and looking at health. 
With the globe lagging behind in making progress 
towards attaining the SDGs, and the COVID-19 
pandemic further jeopardizing the 2030 agenda, the 
time was considered opportune to think of meeting the 
health needs of the present without compromising the 
health of future generations, a concept termed ‘Sustain-
able Health’, advanced by the Centre of Excellence 
for Sustainable Health. In the session where this was 

discussed, meeting participants shared their perspec-
tives about what they considered the greatest challenges 
of the 21st century, almost all of which had a genera-
tion aspect. Issues such as poverty, climate crisis, health 
inequities and non-communicable diseases (NCDs) 
among others all place an onus on the current genera-
tion to break the cycle.

Building partnerships that work was also considered 
key for improving the health of Africans. In fact, many 
discussions dwelled on the importance of building 
mutual south to south and north to south partnerships 
aimed at addressing Africa’s health challenges includ-
ing COVID-19, HIV/AIDS, health system strengthening, 
NCDs, medicines and medical technologies among 
others.

Some of the other topics discussed included: The 
Global Health Workforce Crisis characterized by wide-
spread shortages, maldistribution and poor working 
conditions, including implications for the future of the 
global health workforce education and migration, the 
Young African Health Leadership, Women in Global 
Health, Emergency Care, Global Surgery, Digital Health 
and Innovative Solutions among others.

This WHS showed that Africa is ready to lead the 
decolonization of global health. Through working 
together and with support from the global north, Africa 
has the potential to manage its current and future health 
challenges, including the COVID-19 pandemic. The 
WHS called upon African leaders to invest in health to 
overcome their continent’s challenges, and the global 
north to support these initiatives. Let’s hope both heed 
the message.
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No one is safe until all are safe! 

1. In appreciation, the Ministers of Health, the 
World Health Summit, M8 Alliance, medical 
practitioners, academia, researchers and all the 
participants both physical and virtually attend-
ing the World Health Summit Regional Meeting 
deeply appreciated His Excellency Yoweri Kaguta 
Museveni, President of the Republic of Uganda, 
and the Government for graciously hosting the 
8th World Health Summit Regional Meeting from 
27-30 June 2021 at Speke Resort Munyonyo, 
Kampala, Uganda. 

2. Cognizant that the COVID-19 pandemic has 
caused unprecedented public health, social, eco-
nomic, and security challenges, threatening the 
lives and livelihoods of billons of people. It has 
PU[LUZPÄLK�PULX\HSP[PLZ�^VYSK^PKL��WHY[PJ\SHYS`�
regarding vaccine production and distribution. 
COVID-19 threatens the achievement of the Sus-
tainable Development Goals and the implemen-
tation of many health programs worldwide. 

3. Reiterating that vaccine injustice is an existential 
challenge for global health today. It divides the 
world between those that have access to vaccines 
and those who do not. 

4. Recognizing that in Kampala, Uganda, the World 
Health Summit 8th Regional Meeting under the 
auspices of the M8 Alliance, a global network 
of pioneer academic institutions from all six 
continents, convened leading actors in politics 
HUK�L_WLY[Z�MYVT�(MYPJH�HUK�[OL�^VYSK�[V�ÄNO[�MVY�
vaccine equity. The participants urged political 
leaders, international agencies and organizations, 
the civil society and industry, to strive for more 
equity in vaccine production and distribution. 

5. Emphasized that despite efforts to increase de-
livery and access to COVID-19 vaccines through 
the COVAX mechanism, now focused particularly 
on low- and middle-income countries (LMICs), 
ZPNUPÄJHU[�KPZWHYP[PLZ�HYL�VI]PV\Z��/PNO�PUJVTL�
countries, representing about 20 percent of the 
global adult population, hold over half of the 
KVZLZ�NSVIHSS`�H]HPSHISL��HSTVZ[�Ä]L�IPSSPVU���
enough to vaccinate twice their populations. In 

contrast, the LMICs are left behind, not allowing 
them to adequately protect their inhabitants – in 
many cases not even those groups that have espe-
cially high risk. 

6. Stressed that vaccines are a global public good 
and vaccine hoarding puts the life of many as 
well as the economy and security of the world at 
stake. It also increases the risk for the develop-
ment of more aggressive virus mutations and yet 
another pandemic wave. There is no time to lose. 
Fast and effective measures are needed to tackle 
the present situation and to increase preparedness 
for the future. 

7. Underlined the importance for fair and equitable 
access to vaccines as the key to ending the pan-
demic, restoring normal life and economy, and to 
preventing the unacceptable health gap to widen 
further. 

8. Recognizing that at the historical World Health 
Regional Summit Meeting 2021 in the Pearl of 
Africa, Uganda, the signatories of the Kampala-
Declaration on COVID-19 Vaccine Equity strong-
ly advocate strategic partnership and effective 
cooperation at the regional, national, and global 
level for distributed production and access to vac-
cines according to medical need, with a focus on 
Low and Middle Income Settings (LMICs). 

9. Cognizant that this crisis reminds us to foster the 
spirit of collaboration, solidarity, and cooperation 
instead of practicing vaccine egoism and nation-
alism. We need to transform Universal Health 
Coverage to include universal health prepared-
ness, prevention, and universal health solidarity. 

We are all in this together

Signed: 

H.E. Yoweri Kaguta Museveni President of the Republic 
of Uganda 

Dr. Tedros Adhanom Ghebreyesus, Director General, 
World Health Organization (WHO)
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Nursing Now campaign yields global results

Summary of the story of the Nursing Now Campaign

This is Nursing Now Campaign Story is taken from the report: 
“Agents of Change: the story of the Nursing Now campaign” 
by the Burdett Trust for Nursing. See https://archive.nursing-
now.org/nursing-now-final-report

This is the story of nurses and their allies coming 
[VNL[OLY�HYV\UK�[OL�^VYSK��NYV^PUN�PU�PUÅ\LUJL��HUK�
building a platform for improving health and health 
care for the future. There are now more than 800 
independent and self-funding Nursing Now groups in 
126 countries and more than 31,000 young nurses and 
midwives have participated in the Nursing Now

‘Nightingale Challenge’.
Many governments and health leaders have responded: 
24 countries have invested more in nursing in response 
to the campaign, more than 800 employers have setup 
development programmes for young nurses and mid-
wives, and there are now many more nurses onboards 
HUK�PU�WVZP[PVUZ�VM�PUÅ\LUJL�

There is global momentum and energy, and change 
is underway – driven by the passion and skills of nurses 
and accelerated by social media and digital technology, 
which connect nurses to each other and offer them a 
platform to share their messages.

The core message of this report, and the whole 
Nursing Now campaign, is that nurses are vital agents 
of change who can improve health and transform 
health care. Governments that want to see health 
improvements reaching every part of their populations 
– and leaving no one behind – need to invest in nursing 
and enable nurses to work to their full potential.

This report shows that all governments and health 
leaders must understand and act on this message.

The Covid-19 pandemic has made nurses even more 
visible at the heart of every health team. Nurses have 
been with their patients at every step of the way – from 
the community to intensive care – providing intimate, 
personal care and looking after mental and physical 
well-being. They have innovated and adapted – as true 
agents of change – working alone and with colleagues 
PU�T\S[PKPZJPWSPUHY`�[LHTZ�[V�ÄUK�ZVS\[PVUZ�[V�[OL�UL^�
problems that Covid has presented.

But Covid has also reminded us that nurses are too 
often under-valued and their work taken for granted, 
unable to make their best contribution. 

The experience of the pandemic should serve as a 
spur for action. All governments and health leaders now 
need to respond by investing in nurses, providing good 
working conditions and environments, strengthening 
education and support, and enabling nurses to take 

on wider roles as service designers and leaders, 
practitioners and specialists, and agents of change in 
health care and in public health.

Last year’s State of the World’s Nursing report1 
and the World Health Organization’s (WHO’s) newly 
published Strategic Directions for Nursing and 
Midwifery2 set out clearly the challenges that have 
resonated with nurses, and also what needs to be done 
to ensure that more nurses are recruited, properly 
educated and kept in the workforce. 

The newly launched Care Compact,3 marking the 
WHO Year of Health and Care Workers, recognises the 
responsibilities that countries have to their health and 
care workers. As this report shows, many countries are 
already investing in nursing and others need to follow if 
they want to make rapid, cost-effective and high-quality 
improvements in health.

Strengthening nursing will strengthen the whole 
health team and the whole health and care system. It 
is one of the most important things that can be done to 
improve health globally.

The Nursing Now campaign
The aim of the Nursing Now campaign was to improve 
OLHS[O�NSVIHSS`�I`�YHPZPUN�[OL�Z[H[\Z�HUK�WYVÄSL�VM�
nursing; and it is a health campaign as much as it is a 
nursing one.

The campaign originated with a report from a group 
of UK parliamentarians in 2016 entitled Triple Impact, 
which argued that strengthening nursing would make a 
major contribution to three Sustainable Development 
Goals (SDGs): improved health, greater gender equity 
and economic development.4 The campaign was 
launched in February 2018 and the Burdett Trust for 
Nursing included the campaign as part of its activities 
HUK�WYV]PKLK�[OL�THQVYP[`�VM�JVYL�ÄUHUJPHS�Z\WWVY[�
throughout. The campaign was run in association with 
the WHO and the International Council of Nurses 
(ICN).

The campaign was designed to be inclusive, avoiding 
duplication of effort and welcoming organisations 
and individuals from nursing and beyond as allies 
and partners. The campaign did not represent nurses 
as the ICN does, and national groups did not seek to 
set standards as WHO does. Rather, the focus was on 
the impact nurses have on health and society and to 
strengthen their role as leaders, service designers and 
advocates – true agents of change for improvement.

The campaign was vision-led and entrepreneurial, 
learning by doing, and designed to encourage activity 
and enterprise at every level – from the most local to 
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[OL�NSVIHS��0[�PKLU[PÄLK�HYLHZ�MVY�KL]LSVWTLU[�PUJS\KPUN�
advanced practice, research capacity, leadership 
development, education and, of course, investment, 
rather than specifying top-down targets. It was keen to 
H]VPK�PTWVZPUN�ZWLJPÄJ�TVKLSZ�VM�U\YZPUN�VU�JV\U[YPLZ�
and recognised that everyone has something to teach 
HUK�ZVTL[OPUN�[V�SLHYU��0[Z�KLÄUP[PVU�VM�U\YZPUN�^HZ�
KLSPILYH[LS`�PUJS\ZP]L!�U\YZLZ�^LYL�KLÄULK�HZ�WLVWSL�
who have had a professional education and are 
registered in the country where they work.

5\YZLZ�HUK�[OLPY�HSSPLZ�YLZWVUKLK�THNUPÄJLU[S �̀�
(�;HUaHUPHU�NYV\W�ZL[�\W�[OL�ÄYZ[�-HJLIVVR�WHNL�
even before the campaign launched and people from 
126countries followed with their own initiatives. The 
ÄYZ[�UH[PVUHS�NYV\W�[V�IL�MV\UKLK�^HZ�<NHUKH�PU�
early 2018, followed soon by Jordan, and the last was 
Saudi Arabiain January 2021. In between were many 
remarkable campaign launches: the Koreans attracting 
5,000 nurses to a meeting; the Russian Minister of 
Health speaking to 2,000 nurses in a webinar; and 
the Pakistan President committing £130 million of 
investment at the country’s Nursing Now campaign 
launch. And every one of the local, national and 
regional groups was self-supporting.

The ‘Nightingale Challenge’ was launched in 2019 
as a challenge to all employers of nurses to provide 
development opportunities for young nurses and 
midwives. More than 800 employers responded, evenly 
split between the public and private sectors. More than 
31,000 young professionals have been involved, with 
India leading the way with about 8,500 young nurses 
signed up.

There have been global achievements, for example: 

advocating for 2020 to be the Year of the Nurse and the 
Midwife; successfully working with the WHO and the 
0*5�[V�YLZLHYJO�HUK�W\ISPZO�[OL�ÄYZ[�L]LY�:[H[L�VM�[OL�
World’s Nursing report;5 and, with our partners, raising 
[OL�WYVÄSL�HUK�JVU[YPI\[PVU�VM�U\YZPUN�^P[OPU�NSVIHS�
policies in are as such as universal health coverage, 
non-communicable diseases, gender equality and 
primary care.

However, the most remarkable achievements 
have been national, where Nursing Now groups have 
PUÅ\LUJLK�WVSPJ`�HUK�PU]LZ[TLU[�PU�THU`�JV\U[YPLZ��
Sixty-three groups report increased investment in 
nursing during the campaign, with some evidence that 
PU����JV\U[YPLZ�PU]LZ[TLU[�^HZ�KPYLJ[S`�PUÅ\LUJLK�I`�
local Nursing Now groups. There has been an increase 
in nurses in leadership positions, as Chief Nursing 
6MÄJLYZ�HUK�VUIVHYKZ��^OV�HYL�HISL�[V�L_LYJPZL�NYLH[LY�
PUÅ\LUJL�PU�ZOHWPUN�WVSPJ`�HUK�ZLY]PJL�KLSP]LY �̀�5\YZL�
led clinics, particularly for non-communicable diseases, 
nurse based primary and community care, nurse 
specialists, nurse practitioners and nurses in public 
health are all playing a vital role in countries where they 
have been developed and employed.

The campaign went online when the Covid-19 
pandemic struck in 2020. This played an important global 
role in linking nurses together, enabling them to discuss 
[OL�KPMÄJ\S[�PZZ\LZ�[OL`�^LYL�KLHSPUN�^P[O��ZOHYL�PKLHZ�
and support each other. Partnerships have blossomed 
and there is a greater sense of global solidarity. While 
the achievement of the goals of some Nursing Now 
groups was disrupted by the pandemic, the pandemic has 
demonstrated the value of nursing and the importance of 
future development and investment.
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The combination of global, national and local action 
has created a social movement with energy, momentum 
and enormous reach. It has been immeasurably helped 
by social media and digital technology, bringing people 
together, creating digital communities and enabling 
anyone anywhere to spread ideas and innovation 
and start their own campaign for local and global 
improvements in nursing. It has also brought nurses 
[VNL[OLY��ZVTL[PTLZ�MVY�[OL�ÄYZ[�[PTL��I\PS[�JVUÄKLUJL�
and strengthened links with partners and allies outside 
of nursing.

Building the future
Sustainable long-term change in nursing will take a 
generation or more, as hierarchies are broken down, 
attitudes towards women change and a new and more 
holistic understanding of health takes hold in the popu-
lation. Nurses will be at the forefront of all these chang-
es – demonstrating by their actions and their values how 
health and society can be improved in the future.

The Nursing Now story is not just one story, but 
many individual and collective stories, linked together 
locally, nationally and globally. Developments in 
different parts of the world will be different and take 
place on different timescales. But the campaign 
has created anew global solidarity, allowing greater 
interchange of partnerships, ideas and mutual support. 
And many

Nursing Now groups, with their ability to bring 
together diverse organisations – nursing and non-
nursing – fora common purpose, will continue to 
operate into the future.

The Burdett Trust for Nursing has agreed to support 
the Nightingale Challenge, renamed as the ‘Nursing 
Now Challenge’, for another two years and to plan for 
its future thereafter. The challenge has developed are 
markable network of young professionals who can work 
[VNL[OLY�[V�PUÅ\LUJL�[OL�M\[\YL�

Both the WHO and the ICN have played vital roles 
PU�[OL�JHTWHPNU�HUK�[OL`�OH]L�ZPNUPÄJHU[�YVSLZ�PU�

continuing to develop nursing.
The WHO has published the new Strategic 

Directions for Nursing and Midwifery,6 which follows 
on from the publication of the State of the World’s 
Nursing report,7 and will determine its strategy for the 
next decade. It has also launched the ‘International Year 
of Health and Care Workers 2021’.8 Meanwhile the ICN 
is building links with many of the Nursing Now groups, 
to maintain the momentum, energy and impact of the 
campaign.

The Covid-19 pandemic has dominated our world 
MVY�[OL�WHZ[�`LHY�HUK�^PSS�PUÅ\LUJL�P[Z�ZOHWL�MVY�[OL�
future. It has made the work that nurses do – from work 
in the community to the most intensive of care – visible 
to the wider public, and there is some evidence that 
nurses have become more respected and valued.9 It has 
HSZV�YL]LHSLK�[OL�KHUNLYV\Z�HUK�KPMÄJ\S[�ZP[\H[PVUZ�PU�
which so many nurses work and demonstrated beyond 
doubt how important their role is to us all.

This report describes the Nursing Now campaign. It 
is not an evaluation. That will have to come later when 
the true impact of the campaign can be assessed and 
when some of the young nurses who have participated 
in the Nightingale Challenge have become local, 
national and global leaders.

Agents of Change does, however, demonstrate, how 
nurses and their allies have created an extraordinarily 
powerful platform from which to improve health and 
develop nursing. It can offer enormous hope for us all.

Keeping up the momentum
It is vital to use the raised awareness, created by the 
Covid-19 pandemic, of what the world owes to health 
workers in general, and nurses in particular, to make 
the changes that nurses have long been arguing for: 
improved employment conditions, better regulation, 
strengthened education and research, and far greater 
investment in developing the profession.

;OPZ�YLWVY[�ZL[Z�V\[�H�ZWLJPÄJ�ZL[�VM�RL`�HJ[PVUZ�MVY�
Ä]L�NYV\WZ�[OH[�OH]L�H�M\UKHTLU[HS�YVSL�[V�WSH`�PU�[OL�
future in improving global health. No health system can 
function without a wholly enabled health workforce. 
As the largest group of health professionals, with 
the greatest reach in society and the highest level of 
population trust, nurses and midwives offer are source 
that can deliver the sustainable development agenda. 
However, this will only be so if decisive action is taken 
now to realise this potential and by those sectors whose 
priority it is to achieve improvements in population 
health, health equity, social inclusion, planetary health, 
gender equality and economic growth. For nursing 
and nurses, it can no longer be‘ business as usual’ but 
nursing included in all policies.

Nurses and midwives are urged to:
• )L�JVUÄKLU[�HUK�JYLH[P]L�HNLU[Z�VM�JOHUNL�¶

equipped with the ability to frame and position 
health issues in the wider context of politics, 
national priorities and demographics, to provid 
data-driven solutions and to engage with 
leaders, political authorities and allies outside 
the nursing and midwifery professions.

• Work with each other, breaking down divisions 
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between the different professional specialties 
and organisations, to create a common 
perspective and shared voice for advancing the 
professions and improving health.

• Use data to lobby politicians and policy 
makers for the investment that is needed to 
develop the nursing profession, based on the 
recommendations of the WHO’s Strategic 
Directions for Nursing, and Midwifery including 
decent working conditions, a fair salary, lifelong 
learning opportunities, a career path and 
HKLX\H[L�Z[HMÄUN�YH[PVZ�

Employers should:
• Recognize the key role that nurses can 

play in designing and delivering services 
for their patients and the public and 
create the opportunities for them to do so 
through inclusion in policy formulation and 
representation.

• Ensure nurses are part of their board and all 
senior management entities that plan and 
manage services.

• Provide decent working conditions, education 
and support as necessary, adhering to the 
International Labour Organization’s conventions 
on decent work and implementing the WHO’s 
Strategic Directions for Nursing and Midwifery.

• Sign up to the Care Compact, proposed as an 
action by the International Year of Health and 
Care Workers 2021. The Care Compact will 
protect health workers’ rights, decent work and 
practice environments.

Education bodies need to:
• Develop their curricula to recognise the full 

extent of nurses’ roles in health care, disease 
prevention and health creation.

• Adopt a model which recognises that education 
is informative (about knowledge and skills), 
formative (about professional traits and 
behaviors) and transformative (about leadership 
HUK�PUÅ\LUJL��HUK�KL]LSVW�[YHUZMVYTH[P]L�
leadership skills in upcoming generations of 
nurses so they can be agents of change for the 
improvement of health and health care.10

• Promote nursing as a subject embedded 
in science, technology, engineering and 
mathematics (STEM), recognising that it is a 
science-based profession that solves complex 
health issues with individuals, families and 
communities. St Josef’s Hospital Wiesbaden/
Nursing in Focus

Governments and international bodies need to:
• Commit to implementing the recommendations 

in the WHO’s Strategic Directions for Nursing 
and Midwifery.

• Recognise the key role that nurses can play 
in both designing and delivering services for 
their population and create the opportunities 
for nurse-led services, particularly for non-

communicable diseases and in primary and 
community care, specialist nurses, nurse 
practitioners and nurses in public health.

• ,UZ\YL�[OH[�[OLYL�PZ�H�*OPLM�5\YZPUN�6MÄJLY�
and that nurse leaders are part of all policy 
formulation, planning and management boards 
within the system and that they are enabled to 
bring their perspective and experience to play in 
decision making.

• Provide the investment and the environment 
that will enable nurses to play these roles to 
the full, ensuring good working environments 
and conditions, appropriate education and 
regulation, and adequate funding for education 
and employment.

• Work towards gender equality at all levels of 
the health system, ensuring that all nurses have 
opportunities for promotion, equal pay for equal 
work and freedom from harassment at work.

• Sign up to and be accountable for implementing 
the proposed Care Compact with the WHO, 
which will protect health workers’ rights, decent 
work and practice environments.

The WHO and the ICN are urged to:
• Continue the momentum that has been built 

through the Nursing Now campaign by 
supporting the Nursing Now groups that have 
been established with learning

• activities and opportunities for sharing good 
practice and disseminating research.

• Support competency-based leadership 
development through existing and new 
PUP[PH[P]LZ��LZWLJPHSS`�MVY�*OPLM�5\YZPUN�6MÄJLYZ�
and young nurses.

• Engage member states and Chief Nursing 
6MÄJLYZ�PU�MVYT\SH[PUN�H�*HYL�*VTWHJ[�[V�
ensure decent work for nurses, including a fair 
salary and good working conditions.

• Gather and analyse data to prepare State of 
the World’s Nursing reports at regular intervals 
to monitor global trends and ensure that more 
nurses are recruited, educated and retained to 
work indecent jobs. 

FeatureNursing Now
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Explaining the limited impact of COVID-19 
in African countries

Iyabo Obasanjo reviews the factors which may have contributed

Iyabo Obasanjo PhD, Dept of Kinesiology and Health Sciences, 
College of William and Mary, Williamsburg, VA

The number of COVID-19 cases and mortality rate in 
African countries is currently lower than most other 
regions of the world. As of May 15, 2021, data from 
WHO website accessed May 15, 20211 showed that 
countries in the WHO Africa Region had 2.1% of the 
cumulative COVID-19 cases in the world and 2.5% of 
the cumulative deaths, while African countries have 
17% of the world population. This is occurring as 
the region has less vaccination rates and the highest 
levels of poverty in the world. There is skepticism in 
the literature about the case and mortality numbers for 
African countries, but the effect of increase cases in 
India was reported all over the world, and if such high 
numbers of cases were occurring in African countries, it 
would be impossible to hide such occurrences. 

The low rate of COVID-19 in African countries 
cannot be ascribed to incomplete data but is an issue 
that warrants delving into the reasons why this is 
occurring. This paper explores some of the reasons that 
have been suggested as to why they are low number of 
cases and deaths in African countries.

Methods
A literature review for factors associated with 
COVID-19 rates at country level were examined and 
discussed as it pertains to African countries.

Results: Culture
*\S[\YL�HZ�KLÄULK�I`�/VMZ[LKL�L[�HS2 has been 
studied as contributing to disease outbreak pattern of 
COVID-19 at country level. Ibanez and Sisodia3 found 
that countries with high individualistic index and 
high-power distance have higher rates of COVID-19. 
Hofstede et al2 rated African countries as low on 
individualism and medium level on power distances. 
This means that Africans tend to look out for each 
other and cooperate for the common good with high 
collectivist tendencies. He rated Western Africa, high; 
Eastern Africa, medium and Southern Africa, low, in 
power distance. Therefore, that index would have 
to be looked at regional levels. Ibanez and Sisodia3 
found that high masculinity index and long-term 
orientation were associated with higher death rate 
from COVID-19. Hofstede et al2 classed Southern 
Africa as high masculine index, Western Africa as 
medium masculine index and Eastern Africa as low 
masculine index, so the general success in managing 
COVID-19 could not be ascribed to Masculine/

Feminine cultural index. All African countries are 
classed as having short-term orientation by Hofstede 
et al2 and this would explain their ability to endure 
JSVZ\YLZ�HUK�SVJRKV^UZ�ILJH\ZL�[OL�ILULÄ[�HUK�JVZ[�
of not complying was immediate, resulting in sickness 
and death. While having long-term orientation is best 
for a country’s long-term economic growth, it may 
limit the short-term orientation of being cautious to 
anything causing immediate illness and death. Since 
death at every age is common in African countries 
there is the orientation of seeing it as something that 
could happen to you at any time, causing individuals 
to make short-term plans. This tends to make African 
countries low ranking on uncertainty avoidance index, 
Hofstede et al.2 Also, cultures are not static, as over 
time cultural nuances and socially accepted norms 
change all the time. Social and cultural change can 
be implemented as short-term interventions for public 
health, for example, the Liberian government stopped 
burials during the Ebola epidemic, but allowed only 
cremation which is foreign to West African cultures.4 
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Figure 1: Average cases per 100,000 population
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Figure 2: Average deaths per 100,000 population
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6US`�>LZ[LYU�7HJPÄJ�>/6�YLNPVU�OHZ�ML^LY�JHZLZ�
and death per 100,000 than the Africa Region (Figures 
1 and 2). Population density and age dynamics affect 
both number of cases and deaths. Europe has countries 
with the oldest population in the world, therefore, one 
can expect that a disease that kills the elderly more will 
cause more death. Europe and Asia have the highest 
population densities, followed by Africa, however, cases 
per 100,000 do not follow this pattern.5 Population 
density seems not to be a major driver of cases on a 
country-by-country basis. Apart from slums across major 
cities across the continent and coastal areas, African 
countries have low human density. African countries 
have some of the youngest population in the world with 
Niger having the youngest population in the world. 

I carried out a correlation analyses of COVID-19 
cases and mortality per 100,000 as reported by WHO1 
to the percentage of population below 14 years of age 
for all countries of the world obtained from the World 
Bank databank6 and the correlation of percentage 
below 14 years to COVID-19 cases per 100,000 was 
-0.64 with a R2 of 0.41 (Figure 3). Indicating that 41% 
of the variation in COVID-19 rates could be explained 
by percentage of children under 14 in the population. 
Note that it is a negative correlation as percentage 
of children age below 14 years increases, the rate of 
COVID-19 cases in the country decreases. There could 
be many factors contributing to this. One is children do 
not move around as much as adults do in general and in 
countries where lockdowns were effected, schools were 
closed and this is the main daily social interactions 
for most children across the globe. Without schools, 
children live within family or neighborhood children 
units. Children do not have to go to the grocery store 
or market, use public transportation or work, which are 
sources of contracting the infection for many adults. 
It is known that children tend not to get severely sick 
with the disease, if healthy, and may also not shed the 
organism as effectively.7

Life expectancy was also more correlated to cases 
than deaths. Deaths are also affected by other issues 
such as the health system of countries. Countries with 
good health systems have less deaths from their cases. 
African countries have two factors that are working in 
opposite directions in causing death from cases, namely 
large young population which ameliorate death but 
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bad health systems which increase death rates from 
the disease. Diop et al.8 used a deterministic model 
under different containment measures and found that 
Africa’s younger population and low density of people 
in its rural areas results in lower spread of COVID-19 in 
African countries.

Burden of disease
Most African countries have low GDP and high disease 
burden with most of the disease burden coming from 
infectious diseases. In countries with high poverty and 
high infectious disease rates, people die from infectious 
diseases and high-income earners from chronic 
non-communicable diseases. The communicable 
disease burden in the high-income earners is based 
on their ability to afford life-saving interventions and 
medications while low-income earners die from getting 
a chronic non-communicable disease. Since COVID-19 
is most likely to result in death when people have co-
morbidities of chronic non-communicable diseases, 
death from COVID-19 is striking the elite class more 
than the lowest income earners where the burden of 
infectious disease is already high. High infant mortality 
is a major reason for the low life expectancy in African 
countries and this high infant mortality may serve as a 
means of having only individuals with better immune 
Z`Z[LTZ�Z\Y]P]PUN�WHZ[�Ä]L�`LHYZ�VM�HNL�HUK�[OPZ�OPNO�
burden of infectious diseases mostly affects the urban 
poor and rural dwellers. It is possible that the adaptive 
immunity in populations with such high burden of 
disease is more active against other microbes than those 
of people with less exposure to infectious agents but 
India’s burden of disease is relatively high and it is going 
through a widespread COVID-19 outbreak. 

The disease burden from Non-Communicable 
diseases is also generally higher in low-income 
countries in general and in African countries.9 The 
main reason for high rates in low-income countries is 
low rates of early detection and late or no intervention 
or treatment for chronic non-communicable diseases. 
There is also the inability of large numbers of 
the population of affording life-saving drugs and 
interventions that help with management of chronic 
non-communicable diseases. Prepaid schemes 
that allow for less or no out-of-pocket payment for 
preventive health care are still rare in most African 
countries. 
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Figure 3: Percentage of children under 14 (X) and cases 
of COVID-19 per 100,000 population (Y), showing 
negative regression

Country/region

India
Central sub-Saharan Africa
Eastern sub-Saharan Africa
Southern sub-Saharan Africa
Western sub-Saharan Africa
High-income countries

Percentage 
burden

33.7
60.6
60.7
51.8
67.5
5.4
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Lockdowns
While some authors have criticized the early thorough 
shutdowns carried out by several African countries to 
manage the spread of COVID-19, however, shutdown 
have contributed to African countries continuing to have 
some of the lowest rates of COVID-19 in the world. The 
argument against lockdowns in African countries was 
mainly about the effects on the economies.10-11

The lockdowns made the population to be aware 
of a grave disease out there and how to protect 
themselves from it. Early lockdowns saved lives and 
human misery and helped African countries rebound 
earlier to normal activities. In a study by Bicalho et al12 
using an online survey of social media users in Kenya, 
Nigeria and Uganda, they found that responders were 
mostly favorable towards lockdown policies in the early 
stages of the pandemic and were knowledgeable about 
the disease. There is therefore reason to be hopeful in 
terms of Africans continued responsiveness to behaving 
in ways that thwart the spread of COVID-19. Also, 
religious festivals with lots of human movement and 
joyous exuberance were muted in most countries based 
on directions from country leaders as part of preventive 
actions against the spread of COVID-19.

Leadership
Leadership in successfully preventing a potential disaster 
is not something Africa leaders are usually acknowledged 
for. But African countries acted swiftly working together 
to combat COVID-19, early in the pandemic, and 
individual countries also carried out thorough lockdowns 
and other mitigating actions such as airport monitoring 
of passengers for symptoms and temperature, curfews, 
border closures.13 African leaders acted responsibly 
towards protecting their population. Unfortunately, an 
African leader that publicly entertained doubts about 
the existence of the virus is rumored to had died from 
COVID-19.14 Swift response from African leaders played 
a part in the low rate across the continent. Also, the elite 

NYV\WZ�^OPJO�(MYPJHU�SLHKLYZ�ILSVUN�[V��^LYL�[OL�ÄYZ[�
affected in most African countries, since the disease came 
PU[V�JV\U[YPLZ�MYVT�WLVWSL�Å`PUN�PU�MYVT�V[OLY�WHY[Z�
of the world. This means the leaders were themselves 
in jeopardy and probably knew people who had been 
sick and died from the disease. Based on the African 
leadership response to COVID-19, they deserve a well-
earned pat on the back for a job well done in managing 
this pandemic.

Discussion
Some cultural attributes such as collectivism, short-
term orientation and uncertainty avoidance may 
have contributed to the success of African countries 
PU�THUHNPUN�*6=0+�� ��;OL�KLTVNYHWOPJ�WYVÄSL�VM�
having a younger population seems to have played a 
major part in the reduced spread and death from the 
disease. How high disease burden from infectious 
diseases could have helped with reducing spread, 
symptoms and death needs to be further studied. It is 
possible, for example that Africans have been exposed 
to a strain of Coronavirus that produces some immunity 
to the COVID-19 virus. Lockdowns helped and 
leadership in responding quickly and effectively, worked 
in preventing widespread community transmission early 
in the pandemic. However, surveillance and monitoring 
needs to go on as vaccination is ramped up. African 
countries cannot afford to have COVID-19 rates that 
overwhelm already fragile health systems. 
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Mainstreaming mental health with the NCD 
agenda using digital technology

A literature review 

JS Thakur, Ria Nangia and Sukriti Singh, Department of Com-
munity Medicine and School of Public Health, Post Graduate 
Institute of Medical Education and Research, Chandigarh, and 
Health Department, Chandigarh Administration, India. Corre-
spondence to: Dr JS Thakur Email: jsthakur64@gmail.com

The global burden of mental illness is increasing 
rapidly. According to Global Burden of Disease Study, 
in 2017, 1.1 billion people were living with mental 
health and substance use disorders which is 10% of the 
total disease burden and 19% of all years lived with 
disability.1 Major depressive disorders ranked in the top 
10 causes of ill health in all but 4 countries worldwide.2 
Keeping in view of these, the United Nations High Level 
Summit on NCD, 2011 and World Health Assembly 
2012, focused largely on the four main preventable 
NCDs but discussed the dire need to address the 
growing burden of mental health conditions.3,4 It was 
in 2018, when the UN member states expanded the 
focus from the four main NCDs to the more inclusive 
Ä]L�I`�Ä]L�HWWYVHJO�JVUZPZ[PUN�VM�TLU[HS�OLHS[O�HUK�
wellbeing.5 Also, in 2021, WHO Executive board 
stressed the importance of incorporating mental health 
into response and preparedness plans for public health 
emergencies like the ongoing COVID-19 pandemic.6 
This review article analyses the growing mental health 
burden and the need for integrating mental health with 
NCDs using digital interventions.

Methods
A literature review was conducted in May 2020-21 
to identify existing articles and documents focusing 
on integrating mental health with NCDs and the 
digital technology that can be used. Search terms 
were developed, and both methodological and topic 
literature was searched. This involved a review of 
research papers and published reports to collect 
information the digital revolution and its impact on 
mental health and also on the integrating of mental 
health with NCDs. PubMed and Google scholar 
databases were used to search for published literature. 
The search combined various terms for mental health, 
NCDs and digital technology. No restrictions on 
publication date were used; however, the language 
was restricted to English. Reference lists of the included 
documents were searched to identify additional relevant 
articles and documents.

Current mental health burden
Mental disorders are the second leading cause of 
disease burden in terms of years lived with disability 
(YLDs) and the sixth leading cause of disability-adjusted 

life-years (DALYs) in the world in 2017, posing a serious 
challenge to health systems, particularly in low-income 
and middle-income countries.7 Though progress has 
been made in reducing the global suicide rates from 
12.9% per 100,000 in 2000 to 10.6% per 100,000 
in 2016, however, suicide remains the second high-
est cause of death among people aged 15 to 29 years 
globally.8 Taken together, mental, neurological and 
substance use disorders exact a high toll, accounting for 
13% of the total global burden of disease.9 However, 
availability of mental health workforce vary from below 
2 per 100,000 population in low-income countries to 
over 60 in high-income countries. The global median 
remains at 9 per 100,000 population, or less than one 
mental health worker per 10,000 population which is 
very low.2

Mental health and its NCD interconnections
Mental disorders often affect, and are affected by, 
other diseases such as cancer, cardiovascular disease 
and HIV infection/AIDS, and as such require common 
services and resource mobilisation efforts. Many risk 
factors such as low socioeconomic status, alcohol use, 
tobacco use, unhealthy diet and stress are common to 
both mental disorders and other noncommunicable 
diseases and often cluster in people with mental 
disorders.10,11 Cardiovascular diseases, diabetes, cancer, 
and respiratory diseases commonly co-occur with 
both common mental disorders such as depression 
and anxiety disorders and severe mental illnesses 
such as schizophrenia and bipolar disorder. Various 
epidemiological studies and systematic reviews report 
the link between common mental disorders and 
diabetes, CVDs and cancer.12-14 World Mental Health 
Survey reports an excess mortality of about 12% in 
people with mental disorders due to smoking, diabetes 
and hypertension.13 

Mental Health Parity in the Global Health Agenda
The World Health Organization’s mental health 

action plan for 2013-20 emphasizes that mental health 
and wellbeing are central to reducing the global burden 
of NCDs15 and has led to an expansion in the focus of 
the UN member states on the big four NCDs and risk 
MHJ[VYZ�[V�H�Ä]L�I`�Ä]L�HWWYVHJO�[OH[�PUJS\KLZ�TLU[HS�
disorders and environmental contributors.11 

In alignment with target 3.4 of the Sustainable 
Development Goals (SDGs), “by 2030, reduce by one 
third premature mortality from non-communicable 
diseases through prevention and treatment and promote 
mental health and well-being”,16 mental health needs 
[V�IL�PU[LNYH[LK�PU[V�[OL�YLZWVUZL�[V�5*+Z��-VY�[OL�ÄYZ[�
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time, the promotion of mental health and well-being, 
and the prevention and treatment of substance abuse 
have been recognised as priorities within the global 
development agenda.17 

Table 1 gives the baseline and progress values for 
the year 2014 and 2017 respectively for the global 
targets for mental health. The values indicate that we are 
progressing towards achieving the targets however the 
progress is slow and the global targets can be achieved 
through collective global commitment to substantial 
investment and expanded efforts at country level in 
relation to mental health policies, laws, programmes 
and services. 

Digital interventions in mental health
Many people with mental health problems around the 
world have limited, chance of accessing psychological 
help at all.22 We are in the midst of a digital revolution 
and central to the digital revolution is digitally mediated 
communication, and the mass uptake of smartphones. 
As of January 2021, more than half (59.5%) of the global 
population have access to the internet while of this total, 
92.6% accessed the internet via mobile devices.23

Digital interventions can be a useful instrument for 
global mental health as it offers alternative modes of 
mental health care delivery when resources are scarce, 
and new ways to address long-standing obstacles that 
hinder access to care, such as transportation barriers, 
stigma associated with visiting mental health clinics, 
clinician shortages, and high costs.24 There are a 
number of ways digital tools can be involved in mental 
health assessment and bring us steps closer towards 
measurement-based care. Studies show that some 
people actively choose to seek help and support  
from peers online via forums and social media 
websites while others prefer to communicate their 
feelings and experiences about their mental health 
using blogs.25-27

Digital tools are also being used to assess 
Å\J[\H[PVUZ�PU�WLVWSL»Z�KHPS`�SPML�L_WLYPLUJLZ�HUK�PU�
delivering guided self-help and health interventions. 
Some digital tools primarily deliver education about 
KPMÄJ\S[PLZ��^OPJO�HPTZ�[V�WYV]PKL�WLVWSL�^P[O�
accessible, systematic, structured, and interactive 
information that normalise, and help people cope with 
challenging experiences.28,29

Case Study: India’s steps towards addressing the Mental health issues

Realizing the importance of addressing the mental disorders in order to reduce the total disease burden, India 
launched its National Mental Health Programme in the year 1982 and first National Mental Health Policy in 2014, 
and a revised Mental Healthcare Act in 2017, with the objectives of providing equitable, affordable, and universal 
access to mental health care.19 Furthermore, with the expansion of state and district mental health programmes 
to all states and districts, there has been a felt need for good quality data to strengthen mental health services in 
India. In 2021, the Government of India launched a multilingual mobile app “MANAS” which stands for Mental 
Health and Normalcy Augmentation System to promote mental wellbeing across age groups and with the motto 
“Uttam Mann, Saksham Jan” translating to healthy mind, competent people. The app is based on life skills and 
core psychological processes, with universal accessibility, and promoting positive attitude focusing on wellness.20 In 
addition to this newly launched app, other initiatives to improve mental health and wellbeing including the Kiran 
and Manodarpan 24*7 helplines in order to cater to people in distress, pandemic induced psychological issues and 
mental health emergency. Recent Global health and wellness initiative of World NCD Federation with theme Play, 
Laugh and Grow (Indian version: Khelo, Hasso aur Hassao and Badho aur Badhao, India) has also been launched 
on 2nd March, 2021 which integrate NCDs with mental health.21

1. Mental health data availability and reporting

2. Government mental health expenditure per capita (US$)

3. Out of pocket costs towards mental health services (%)

4. Mental health workforce per 100,000

5. Median mental health beds per100,000

6. Functioning Promotion and prevention programmes for 
mental health

7. Standalone mental health policies

2014

81

2

31

9.0

6.5

41

77

Global (177 of 194 
countries)

SEAR (10 of 11 
countries)

AFRO (43 of 47 
countries)

2017

83

2.5

17

9.0

11.3

71

79

2014

60

0.1

33

4.8

2.1

45

80

2017

80

0.1

40

2.5

2.1

75

90

2014

61

0.1

44

1.4

1.9

32

71

2017

76

0.1

43

0.9

2.0

48

72

;HISL��!�)HZLSPUL�HUK�WYVNYLZZ�]HS\LZ�MVY�NSVIHS�[HYNL[Z�MVY�TLU[HS�OLHS[O��4LU[HS�/LHS[O�(J[PVU�7SHU�����������2,18
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Challenges in using digital interventions
There is an immense potential for digital technologies 
to improve mental health service provision but there 
are many challenges to overcome as well. There are 
concerns regarding the intrusiveness and the invasion 
of privacy. The digital divide across the various global 
regions is also a major hindrance in implementing the 
various information technology applications. A study 
reported that of 130 countries, 91 (70%) have adopted 
telemedicine or tele-therapy for mental health support 
during the COVID-19 pandemic, however, the percent-
age of adoption varies considerably between countries, 
being less than 50% in the 15 low-income countries 
surveyed, because of limited resources.30

Discussion
Mental health has long been overlooked when NCDs 
are discussed and are seen as being separate disease. 
But the synergies across all NCDs including mental 
health makes it crucial to address the common risk 
factors and systems barriers to reduce premature and 
preventable suffering and death. It is now imperative 
that the mental health and NCD agendas are 
coordinated to leverage current political and funding 
commitments, particularly those aimed at reaching 
the SDGs. Recent global health and wellness initiative 
of World NCD Federation with theme Play, Laugh 
and Grow is a serious attempt to integrate NCDs with 
mental health.21,31

Collaboration is needed between policy makers, 
practitioners, consumers, public health researchers, 
development agencies, and funding organisations to 
develop globally coordinated strategies. To meet the 
challenge of providing integrated mental health and 
NCD care at the primary care level, more investments are 
needed to strengthen health care systems, to expand the 
roles of traditional providers to manage multiple chronic 
diseases by using digital technology and to train these 
individuals for those roles. More explicit links between 
research into NCDs and SDG indicators need to be 
developed and consolidated, in order to attain the goal of 
reducing NCDs by 2030. The move to digital services is 
a promising start, but there is more to do. It is the time to 
address the digital divide, ensure equitable access across 
a diverse population, and identify groups for whom 
digital interventions are feasible and who should be 
prioritised for different models of service delivery.
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Ivermectin may significantly 
impact COVID-19 Infection 
prevention and treatment
Ivermectin, an anti-parasitic with 
HU[P]PYHS�HUK�HU[P�PUÅHTTH[VY`�
properties has been tested by 
YLZLHYJOLYZ�MVY�P[Z�LMÄJHJ`�PU�YLK\JPUN�
mortality and in chemoprophylaxis, 
among people with, or at high risk of, 
COVID-19 infection. A meta-analysis of 
15 clinical trials found with moderate 
certainty that ivermectin reduced risk 
of death compared with no ivermectin. 
They also found, with low-certainty 
evidence, that ivermectin prophylaxis 
reduced COVID-19 infection by an 
average 86%. Effect estimates for 
“improvement” and “deterioration” 
favored ivermectin use, and severe 
adverse events in the treatment trials 
were rare. The researchers concluded 
that ivermectin is likely to have a 
ZPNUPÄJHU[�PTWHJ[�VU�[OL�:(9:�*V=���
pandemic globally owing to the proven 
LMÄJHJ �̀�ZHML[`�HUK�SV^�JVZ[�
Bryant A, Lawrie TA et al. Ivermectin for Prevention 

and Treatment of COVID-19 Infection: 
A Systematic Review, Meta-analysis, and 
Trial Sequential Analysis to Inform Clinical 
Guidelines. Am J Ther. 2021 Jun 17. doi: 
10.1097/MJT.0000000000001402. Epub 
ahead of print. PMID: 34145166.

Berberine and Obatoclax inhibit 
SARS-Cov-2 replication in 
primary human nasal epithelial 
cells 
There is growing excitement about 
herbal medicines in the treatment 
of COVID19, for example, the now 
popular “Covidex” (a berberine-
containing herbal medicine) in Uganda. 
Elsewhere, studies on two herbal 
compounds: berberine and obatoclax 
were conducted. Berberine, a plant-
derived alkaloid inhibited SARS-CoV-2 
at micromolar concentrations and 
obatoclax, originally developed as 
an anti-apoptotic protein antagonist 
was effective at sub-micromolar 
concentrations. Researchers found that 
Berberine acted on the late stages of the 
viral life cycle, strongly reducing the 
infectious viral titers while obatoclax 
acted on the early stage of the infection. 
Both obatoclax and berberine inhibited 
SARS-CoV-2 replication in primary 
human nasal epithelial cells in vitro. 
Researchers proposed berberine and 
obatoclax as potential antiviral drugs 

against SARS-CoV-2 that may need 
M\Y[OLY�LMÄJHJ`�[LZ[PUN�
Varghese, Finny S et al. “Berberine and Obatoclax 

Inhibit SARS-Cov-2 Replication in Primary 
Human Nasal Epithelial Cells In Vitro.” Viruses 
vol. 13,2 282. 11 Feb. 2021, doi:10.3390/
v13020282

Increased risk of clinical 
sequelae after the acute phase of 
SARS-CoV-2 infection
A group of researchers set out to 
evaluate the excess risk of clinical 
sequelae associated with SARS-CoV-2 
infection. Through a large retrospective 
cohort study in the United States, 
participants aged 18-65years diagnosed 
as having SARS-CoV-2 infection were 
compared to 3 groups and excess risk 
after acute infection calculated. 14% 
of those infected with SARS-CoV-2 
developed at least one new type of 
clinical sequelae that required medical 
care after the acute phase of the illness, 
which was 4.95% higher than the 2020 
comparator group. Although older 
individuals were at greatest excess 
risk, younger adults with covid-19 also 
had an increased risk of developing 
new clinical sequelae, noted across a 
YHUNL�VM�VYNHU�Z`Z[LTZ��;OPZ�ÄUKPUN�PZ�
relevant for healthcare planning.
BMJ 2021;373:n1098 http://dx.doi.org/10.1136/

bmj.n1098

Tofacitinib in Patients 
Hospitalized with Covid-19 
Pneumonia
Tofacitinib is an orally administered 
drug that suppresses cytokine 
production, hence the need to study its 
role in ameliorating the cytokine storm 
observed among patients with severe 
*6=0+�� ��;OL�ZHML[`�HUK�LMÄJHJ`�VM�
tofacitinib in patients hospitalized with 
covid-19 pneumonia has been unclear. 
Researchers randomized 289 patients 
to receive either tofacitinib at a dose of 
10 mg or placebo twice daily for up to 
14 days or until hospital discharge. The 
primary outcome was the occurrence 
of death or respiratory failure through 
day 28. The cumulative incidence of 
death or respiratory failure through day 
28 was lower (18.1%) in the tofacitinib 
group than the placebo (29.0%). Lower 
deaths from any cause through day 28 
occurred in the tofacitinib group (2.8%) 
than the placebo (5.5%). In conclusion, 
tofacitinib led to a lower risk of death 
or respiratory failure through day 28 
compared to placebo.
Guimarães PO et al. Tofacitinib in patients 

hospitalized with Covid-19 pneumonia. N 
Engl J Med 2021 Jun 16; [e-pub]. (https://doi.

Covid-19
org/10.1056/NEJMoa2101643)

Bleeding and clotting disorders 
after vaccination with Oxford-
AstraZeneca ChAdOx1-S 
in Denmark and Norway: 
population-based cohort study
Whether reports about the bleeding 
disorders seen in Oxford-AstraZeneca 
recipients represent an excess 
over the expected rate is unclear. 
Researchers compared the rates of 
venous thromboembolic events (VTEs) 
PU�[OL�ÄYZ[����KH`Z�HTVUN�6_MVYK�
AstraZeneca recipients with rates 
observed in the general population. 59 
VTEs were observed in the vaccinated 
cohort compared with 30 expected 
based on the incidence rates in the 
general population, corresponding to 11 
(5.6 to 17.0) excess events per 100000 
vaccinations. A higher-than-expected 
rate of cerebral venous thrombosis 
was observed, an excess of 2.5 (0.9 to 
5.2) events per 100000 vaccinations. 
Researchers observed increased rates 
of VTEs in vaccine recipients but noted 
that the absolute risk was small, and 
should be interpreted in light of the 
WYV]LU�]HJJPUL�ILULÄ[Z�
BMJ 2021;373:n1114 http://dx.doi.org/10.1136/

bmj.n1114

Preliminary Findings of mRNA 
Covid-19 Vaccine Safety in 
Pregnant Persons
7YLSPTPUHY`�ÄUKPUNZ�VU�[OL�ZHML[`�
of two messenger RNA (mRNA) 
coronavirus disease 2019 (Covid-19) 
vaccines among pregnant persons; 
7ÄaLY¶)PV5;LJO�HUK�4VKLYUH�^LYL�
documented. Studies involving 
35,691 participants aged 16- 54 years 
PKLU[PÄLK�HZ�WYLNUHU[�^LYL�JVUK\J[LK��
Injection-site pain was reported more 
frequently among pregnant persons 
than among nonpregnant women, 
whereas headache, myalgia, chills, and 
fever were reported less frequently. 
Calculated proportions of adverse 
pregnancy and neonatal outcomes in 
persons vaccinated against Covid-19 
who had a completed pregnancy 
were similar to incidences reported in 
studies involving pregnant women that 
were conducted before the Covid-19 
pandemic. Researchers hence found no 
obvious safety signals among pregnant 
persons receiving mRNA- Covid-19 
vaccines. Similar studies in the Oxford-
AstraZeneca counterpart available in 
LMICs are crucial.
Shimabukuro TT, Kim SY et al. Preliminary 

Findings of mRNA Covid-19 Vaccine Safety 
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in Pregnant Persons. N Engl J Med. 2021 
Jun 17;384(24):2273-2282. doi: 10.1056/
NEJMoa2104983. Epub 2021 Apr 21. PMID: 
33882218; PMCID: PMC8117969.

Safety and Efficacy of 
Hydroxychloroquine for 
Treatment of Non-Severe COVID-
19: Evidence from Uganda
Hydroxychloroquine (HCQ), a 
repurposed drug for the treatment 
of COVID-19, has not been found 
LMÄJHJPV\Z�PU�H�U\TILY�VM�Z[\KPLZ��
Researchers in Uganda conducted a 
randomized open label Phase II clinical 
trial from October -December 2020 and 
studied adult patients diagnosed with 
COVID-19 using RT-PCR within the last 
3 days. Patients received either HCQ 
���TN�[^PJL�H�KH`�MVY�[OL�ÄYZ[�KH`�
followed by 200mg twice daily for the 
next 4 days plus standard of care (SOC) 
treatment or SOC treatment alone. They 
found that viral clearance did not differ 
by treatment arm. There were also no 
ZPNUPÄJHU[�KPMMLYLUJLZ�PU�ZLJVUKHY`�
outcomes (symptom resolution and 
adverse events) and in adverse events 
such as elevated alkaline phosphatase, 
prolonged QTc interval on ECG, among 
patients in the intervention arm as 
compared to the control arm. 
Pauline Byakika-Kibwika et al. Safety and Efficacy 

of Hydroxychloroquine for Treatment of Non-
Severe COVID-19 in Adults in Uganda: A 
Randomized Open Label Phase II Clinical Trial, 
04 June 2021, PREPRINT (Version 1) available 
at Research Square [https://doi.org/10.21203/
rs.3.rs-506195/v1]

Treatment outcomes of drug 
resistant tuberculosis patients 
with poor prognostic indicators 
in Uganda: A countrywide 5-year 
retrospective study
Treatment outcomes for patients with 
drug resistant tuberculosis (DR – TB) 
with poor prognostic pointers such 
as comorbid conditions are not been 
well studied. Researchers in Uganda 
studied predictors of treatment success 
and mortality by reviewing records of 
DR – TB patients from 16 treatment 
units who had a treatment outcome 
documented in 2014–2019 and had 
H[�SLHZ[�VUL�VM����WYL�KLÄULK�WVVY�
prognostic indicators. The indicators 
included; HIV co-infection, diabetes, 
heart failure, malignancy, psychiatric 
illness/symptoms, severe anaemia, 

alcohol use, cigarette smoking, low 
body mass index, elevated creatinine, 
hepatic dysfunction, hearing loss, 
YLZPZ[HUJL�[V�Å\VYVX\PUVSVULZ�HUK�
or second-line aminoglycosides, 
previous exposure to second-line 
drugs (SLDs), and pregnancy. Majority 
(71.8%) of the 1122 patients achieved 
treatment success, 18.4% died, 8.6% 
were lost-to-follow-up and 1.2% had 
treatment failure. Anaemia and previous 
exposure to SLDs were predictors of 
treatment failure and every additional 
poor prognostic indicator increased 
the odds of mortality. There is a need 
for optimization of DR – TB treatment 
^OLU�ÄYZ[�PUP[PH[LK��LZWLJPHSS`�MVY�
patients with anaemia. 
Joseph Baruch Baluku et al. Treatment outcomes 

of drug resistant tuberculosis patients 
with multiple poor prognostic indicators in 
Uganda: A countrywide 5-year retrospective 
study, Journal of Clinical Tuberculosis and 
Other Mycobacterial Diseases,Volume 
23,2021,100221,ISSN 2405-5794,https://doi.
org/10.1016/j.jctube.2021.100221.

Comparative Effectiveness of 
Aspirin dosing in Cardiovascular 
Disease
The appropriate dose of aspirin in 
patients with established atherosclerosis 
is still debatable. Through a large 
clinical trial, participants were 
randomly assigned to a strategy 
of 81mg or 325mg daily aspirin. 
The primary effectiveness outcome 
was a composite of death from any 
cause, hospitalization for myocardial 
infarction, or hospitalization for stroke; 
and the primary safety outcome was 
hospitalization for major bleeding. 
The primary effectiveness outcome 
occurred in 590 patients (7.28%) in 
the 81mg group and 569 patients 
(7.51%) in the 325mg group, while the 
safety outcome occurred in 53 (0.63%) 
versus 44 (0.60%) patients respectively. 
In conclusion, a strategy of 81-mg 
of daily aspirin was as effective as a 
325-mg strategy, with better long-term 
adherence.
Jones WS, Mulder H et al. Comparative 

Effectiveness of Aspirin Dosing in 
Cardiovascular Disease. N Engl J Med. 2021 
May 27;384(21):1981-1990. doi: 10.1056/
NEJMoa2102137. Epub 2021 May 15. PMID: 
33999548.

Final report of a trial of Intensive 
versus standard blood-pressure 
control
It is unclear whether intensive 
systolic blood pressure (SBP) control 
leads to better outcomes than the 
standard. Researchers enrolled 9,361 

participants who were at increased 
risk for cardiovascular disease and 
assigned them to adhere to an intensive 
treatment target (SBP, <120mmHg) or 
a standard target (SBP, <140mmHg). 
The primary outcome was a composite 
of myocardial infarction, other acute 
coronary syndromes, stroke, acute 
decompensated heart failure, or death 
from cardiovascular causes. During the 
trial, the rate of the primary outcome 
^LYL�ZPNUPÄJHU[S`�SV^LY�PU�[OL�PU[LUZP]L�
treatment arm than in the standard arm, 
but with severe adverse events, more 
frequent in the former. The researchers 
demonstrated that intensive SBP control 
resulted in lower rates of major adverse 
cardiovascular events than targeting a 
SBP of less than 140 mmHg.
SPRINT Research Group, Lewis CE et al. Final 

Report of a Trial of Intensive versus Standard 
Blood-Pressure Control. N Engl J Med. 2021 
May 20;384(20):1921-1930. doi: 10.1056/
NEJMoa1901281. PMID: 34010531.

Treatment timing and the effects 
of rhythm control strategy in 
patients with atrial fibrillation
Data on the prognostic effect of rhythm 
control treatment are inconclusive. 
Through a nationwide observational 
cohort study conducted in Korea, 
������HK\S[Z�^P[O�H[YPHS�ÄIYPSSH[PVU�
(AFib) and cardiovascular conditions, 
newly treated with rhythm control or 
rate control strategies were followed up. 
The primary outcome was a composite 
outcome of death from cardiovascular 
causes, ischaemic stroke, admission 
to hospital for heart failure, or acute 
myocardial infarction. Rhythm control 
was associated with a lower risk of 
primary outcome occurrence than 
rate control among patients with 
early treatment AFib. The researchers 
found that early initiation of rhythm 
control treatment was associated with 
a lower risk of adverse cardiovascular 
outcomes than rate control treatment in 
patients with recently diagnosed atrial 
ÄIYPSSH[PVU�
Kim D, Yang PS et al. Treatment timing and the 

effects of rhythm control strategy in patients 
with atrial fibrillation: nationwide cohort 
study. BMJ. 2021 May 11;373:n991. doi: 
10.1136/bmj.n991. PMID: 33975876; PMCID: 
PMC8111568.

Sudden cardiac death and 
myocardial fibrosis, determined 
by autopsy, in persons with HIV
The incidence of sudden cardiac 
death and sudden death caused by 
arrhythmia as determined by autopsy in 
persons with HIV has not been clearly 
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established. Researchers prospectively 
PKLU[PÄLK�UL^�KLH[OZ�K\L�[V�V\[�VM�
hospital cardiac arrests among persons 
aged 18 to 90 years with and without 
HIV infection. Postmortems were done 
and incidence rates of sudden cardiac 
death and sudden death caused by 
arrhythmia were compared between 
groups. Observed incidence rates of 
presumed sudden cardiac death were 
53.3 deaths per 100,000 person-years 
among persons with known HIV 
infection versus 23.7 in those without 
known HIV infection; rates of sudden 
death caused by arrhythmia were 25.0 
versus 13.3 deaths per 100,000 person-
years, respectively. Many HIV-related 
sudden cardiac deaths were due to an 
occult drug overdose.
Tseng TH, et al. N Engl J Med. 2021;doi:10.1056/

NEJMoa1914279.
 
Associations between statins 
and adverse events in primary 
prevention of cardiovascular 
disease
;OL�LMÄJHJ`�VM�Z[H[PUZ�PU�WYL]LU[PUN�
cardiovascular disease is well 
established. Their safety, however, 
is not fully described. Researchers 
conducted a meta-analysis of clinical 
trials in adults without a history of 
cardiovascular disease that compared 
statins with non-statin controls. Statins 
were associated with increased risk of 
self-reported muscle symptoms, liver 
K`ZM\UJ[PVU��YLUHS�PUZ\MÄJPLUJ �̀�HUK�L`L�
JVUKP[PVUZ��I\[�UV�JSPUPJHSS`�JVUÄYTLK�
muscle disorders or diabetes. The 
researchers concluded that for primary 
prevention of cardiovascular disease, 
the risk of adverse events of statins 
^HZ�SV^�^P[O�[OL�ILULÄ[�VM�[OLPY�\ZL�
outweighing the risk. Information about 
the type and dose of statin to use was 
however still at large.
Cai T, Abel L, et al. Associations between statins 

and adverse events in primary prevention of 
cardiovascular disease: systematic review with 
pairwise, network, and dose-response meta-
analyses. BMJ. 2021 Jul 14;374:n1537. doi: 
10.1136/bmj.n1537. PMID: 34261627.

Delayed antibiotic prescribing 
for respiratory tract infections
Injudicious use of antibiotics is a driver 
of antimicrobial resistance, a growing 
public health threat. Clinical trials 
have previously suggested delayed 
antibiotic prescription for respiratory 
infections as safe but associated harm 
is not well understood. Researchers 
conducted a systematic analysis to 
compare delayed with immediate or 

no antibiotic prescription, overall and 
for subgroups such as children and 
those with comorbidities. Delayed 
prescribing was associated with similar 
symptom severity as no antibiotic but 
patient satisfaction was higher and 
reconsultation rates lower. Children 
younger than 5 years, however, had a 
higher symptom severity with delayed 
antibiotics than with immediate 
antibiotics. Researchers concluded that 
delayed antibiotics, as a strategy could 
reduce repeat consultations without 
an increase in symptom severity or 
duration except in children.
Stuart B, Hounkpatin H, et al. Delayed antibiotic 

prescribing for respiratory tract infections: 
individual patient data meta-analysis. BMJ. 
2021 Apr 28;373:n808. doi: 10.1136/
bmj.n808. Erratum in: BMJ. 2021 May 
24;373:n1282. PMID: 33910882; PMCID: 
PMC8080136.

Continued versus discontinued 
oxytocin stimulation in the active 
phase of labour
Once in active labor, the labor process 
is known to continue even after 
oxytocin stimulation is halted. Whether 
discontinuation of oxytocin stimulation 
could result in a lower Caesarean section 
rate was not clear. Researchers compared 
discontinued with continued oxytocin 
stimulation on Caesarean section rates, 
through a randomized controlled trial 
involving over 1200 women stimulated 
with intravenous oxytocin infusion 
during the latent phase of induced labor. 
Discontinuation of oxytocin stimulation 
was associated with higher Caesarean 
section rates (16.6%) compared to 
continued oxytocin (14.2%), but with a 
reduced risk of hyper-stimulation, or fetal 
heart rate abnormalities. The researchers 
concluded that discontinuation of 
oxytocin stimulation slightly increases 
*HLZHYLHU�ZLJ[PVU�YH[LZ�I\[�ZPNUPÄJHU[S`�
reduces the risk of uterine hyper-
stimulation and abnormal fetal heart rate 
patterns. 
BMJ 2021;372:n716 http://dx.doi.org/10.1136/

bmj.n716

The impact of COVID-19 
pandemic on maternal mortality 
in Brazil
Pregnant women have been excluded 
in most studies assessing the effects of 
SARS-CoV-2 infection yet there may be 

effects on maternal health outcomes. 
The relationship between the maternal 
mortality ratio (MMR) and the incidence 
of COVID-19 in Bahia, Brazil, 2020 
^HZ�]LYPÄLK�PU�H�Z[\K �̀�9LZLHYJOLYZ�
compared the expected MMR for 
2020 based on the previous decade’s 
predictions. In 2020 (year when 
COVID-19 hit Bahia), there was a rise in 
the annual MMR (59.46%) higher than 
the expected throughout the months of 
this year with 13.19% of the maternal 
deaths resulting from COVID-19. 
Therefore, the COVID-19 pandemic has 
both direct and indirect negative effects 
on maternal health that call for public 
health attention to minimise maternal 
mortality during the pandemic.
de Carvalho-Sauer, R.d.C.O., Costa, M.d.C.N., 

Teixeira, M.G. et al. Impact of COVID-19 
pandemic on time series of maternal mortality 
ratio in Bahia, Brazil: analysis of period 
2011–2020. BMC Pregnancy Childbirth 21, 
423 (2021). https://doi.org/10.1186/s12884-
021-03899-y

Closed incision negative 
pressure wound therapy versus 
standard dressings in obese 
women undergoing Caesarean 
section
Surgical site complications after 
caesarean section are not uncommon, 
obesity being a major risk factor. 
Researchers through a large randomized 
controlled trial evaluated the 
effectiveness of a novel wound dressing 
modality, closed incision negative 
pressure wound therapy (NPWT) against 
standard dressing in preventing surgical 
site infections (SSIs) in obese women 
(pre-pregnancy body mass index of 30 
or greater). Closed incision NPWT was 
found to be more effective than standard 
dressing at preventing SSIs, with a 
24% risk reduction. The novel dressing 
modality was however associated with 
H�ZTHSS�I\[�ZPNUPÄJHU[�PUJYLHZL�PU�ZRPU�
blistering. The researchers concluded 
that closed incision NPWT was superior 
but its use be weighed against an 
increase in both skin-blistering and 
economic considerations.
Hussamy DJ, Wortman AC, et al. Closed Incision 

Negative Pressure Therapy in Morbidly Obese 
Women Undergoing Cesarean Delivery: A 
Randomized Controlled Trial. Obstet Gynecol. 
2019 Oct;134(4):781-789. doi: 10.1097/
AOG.0000000000003465. PMID: 31503147.

The impact of COVID-19 on 
intrauterine foetal demise: a 
single system’s experience 
Some studies have shown an increase in 
intrauterine foetal demise (IUFD) during 
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the COVID-19 pandemic. A comparison 
of IUFD rates before and during the 
*6=0+�� �WHUKLTPJ�Z[YH[PÄLK�I`�
race showed that IUFD rates during 
the pandemic were similar to those 
before the pandemic period, with 
higher rates in tertiary care compared 
to a community hospital during both 
periods. This study also noted that 
blacks had higher IUFD rates than 
whites/Asians in both periods.
;OLYLMVYL��\USPRL�ÄUKPUNZ�MYVT�
elsewhere, the healthcare system of the 
American south experienced no change 
in the IUFD rates during the pandemic. 
However, the racial differences in the 
IUFD rates especially at the tertiary 
hospitals call for more attention. 
Qualitative studies may be helpful 
to understand and devise culturally 
sensitive interventions for high-risk 
women who need specialised care.
Estin, Miriam, et al. “727 The impact of COVID-19 

on intrauterine fetal demise: a single system’s 
experience.” American Journal of Obstetrics & 
Gynecology 224.2 (2021): S456.

Immediate “Kangaroo Mother 
Care “and Survival of Infants 
with Low Birth Weight
Most deaths among low birth weight 
babies occur before the babies are 

stabilized. It is not clear whether 
“Kangaroo mother care,” (KMC) 
a type of newborn care involving 
skin-to-skin contact with the mother 
or other caregiver, which improves 
survival when initiated after babies 
HYL�Z[HIPSPaLK�PZ�ZHML�HUK�LMÄJHJPV\Z�
when initiated right after birth, 
before stabilization. Researchers 
through a randomized controlled 
[YPHS�PU�Ä]L�JV\U[YPLZ��.OHUH��0UKPH��
Malawi, Nigeria, and Tanzania) 
compared mortality among low birth 
weight neonates assigned to receive 
immediate kangaroo mother care 
(intervention) or conventional care in 
an incubator or a radiant warmer until 
their condition stabilized and kangaroo 
mother care thereafter (control). 
They found that KMC initiated soon 
after birth, before stabilization 
was associated with a statistically 
ZPNUPÄJHU[�YLK\J[PVU�PU�ULVUH[HS�
KLH[O�PU�[OL�ÄYZ[����KH`Z�VM�SPML��;OL�
associated reduced risk of death in the 
ÄYZ[����OV\YZ�VM�SPML�^HZ�UV[�Z[H[PZ[PJHSS`�
ZPNUPÄJHU[��
https://www.nejm.org/doi/full/10.1056/

NEJMoa2026486
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Childhood overweight and 
obesity: a case-control study 
among school going children
Childhood obesity is a growing global 
public health problem that is associated 
with physical and psychosocial 
consequences. The burden and 
contributing factors, however, are not 
well understood. Researchers in Saudi 
Arabia through a case-control study 
involving 492 school children aged 5-9 
years (246 overweight/obese children, 
and 246 normal weight control children) 
assessed for risk factors for childhood 
obesity. They found that an unemployed 
father, a father with overweight/obesity, 
wrong parental perception of child’s 
weight status, cesarean delivery, daily 
time in active play of less than 30 min, 
frequent snacking and screen time use 
for more than 2 h per day outside of 
school were independent risk factors 
for being overweight or obese. They 
highlighted the need to focus on early 
PKLU[PÄJH[PVU�HUK�JVUMYVU[H[PVU�VM�[OLZL�
risk factors in order to prevent childhood 
overweight and obesity. 
Aljassim, H., Jradi, H. Childhood overweight 

and obesity among the Saudi population: a 
case-control study among school children. J 
Health Popul Nutr 40, 15 (2021). https://doi.
org/10.1186/s41043-021-00242-1
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Engaging communities to combat COVID-19 
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Equipping community health workers with tools for COVID-19 interventions
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1.  The following medications and interventions have 
shown some benefits for COVID-19 infection 
prevention and treatment. TRUE or FALSE

a.  Ivermectin treatment is associated with a significant 
impact on the SARS-CoV-2 pandemic globally owing 
to its proven efficacy, safety and low cost.

b.  Berberine and obatoclax containing herbal medicines, 
including ‘Covidex’ in Uganda have proven antiviral 
effects, but they may need further efficacy testing.

c.  Tofacitinib, an orally administered drug that 
suppresses cytokine production, has some benefits 
in ameliorating the cytokine storm observed among 
patients with severe COVID-19. 

d.  The absolute risk of thromboembolic events among 
Oxford-AstraZeneca recipients is generally low and 
does not outweigh the proven benefits of using the 
vaccine in COVID-19 response.

e.  Presently there are no documented proven benefits 
with regard to the safety of two messenger RNA 
(mRNA) COVID-19 vaccines, Pfizer–BioNTech and 
Moderna, administered to pregnant women. 

2.  Are the following statements TRUE or FALSE?
a.  With respect to comparative effectiveness of Aspirin 

dosing in cardiovascular disease, a strategy of 81-mg 
of daily aspirin is as effective as a 325-mg strategy, 
except for long-term adherence outcomes.

b.  Anemia and previous exposure to second line drug 
are predictors of treatment failure in patients with 
drug resistant tuberculosis.

c.  Intensive systolic blood pressure control ((SBP, 
<120mmHg) is associated with lower rates of major 
adverse cardiovascular events than targeting a 
systolic blood pressure of less than 140 mmHg (SBP, 
<140mmHg).

d.  Delayed antibiotics prescribing for respiratory 
tract infections, as a strategy could reduce repeat 
consultations without an increase in symptom 
severity or duration in both adults and children. 

e.  HIV-related sudden cardiac deaths may be due to an 
occult drug overdose.

3.  Please indicate TRUE and FALSE concerning 
oxytocin stimulation in the active phase of labour

a.  Once in active labor, the labor process is known to 
continue even after oxytocin stimulation is halted. 

b.  Discontinuation of oxytocin stimulation is associated 
with a lower Caesarean section rate

c.  Continued oxytocin stimulation is associated with 
higher Caesarean section rates, 

d.  Discontinuation of oxytocin reduces of uterine 
hyper-stimulation and abnormal heart rate patterns

e.  Discontinuation of oxytocin stimulation increases 
Caesarean section rates.

 
4. Are the following statements TRUE or FALSE with 

respect to the impact of COVID-19 pandemic on 
maternal mortality?

a.  Pregnant women have been excluded in most studies 
assessing the effects of SARS-CoV-2 infection.

b.  COVID-19 pandemic has both direct and indirect 
negative effects on maternal health that call for 
public health attention to minimize maternal 
mortality during the pandemic.

c.  COVID-19 outbreaks have not resulted in significant 
rise in maternal mortality ratio (MMR).

d.  Some studies have shown an increase in intrauterine 
foetal demise (IUFD) during the COVID-19 pandemic.

e.  Experience with COVID-19 outbreaks around the 
world shows that blacks generally have higher IUFD 
rates compared to whites/Asians.

5.  What is TRUE or FALSE concerning “Kangaroo 
Mother Care “and Survival of Infants with Low Birth 
Weight?

a.  It is not clear whether “Kangaroo mother care,” (KMC) 
a type of newborn care involving skin-to-skin contact 
with the mother or other caregiver, improves survival

b.  Kangaroo care is efficacious when initiated right after 
birth.

c.  Kangaroo care have better outcomes when initiated 
after conventional care in an incubator or a radiant 
warmer until their condition stabilized.

d.  Kangaroo care initiated soon after birth, before 
stabilization is associated with significant reduction 
in neonatal death in the first 28 days of life. 

e.  Kangaroo care is associated with reduced risk of 
death in the first 72 hours of life.

1. True: a, b, c, d. False: e.

2. True: a, b, c, d. False: e.

3. True: a, b, c, d. False: e.

4. True: a, b, c, e. False: d.

5. True: a, b, c, d, e.
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