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Global health governance in crisis

The October issue focuses on global 
health governance. This theme runs 
through all the articles. The Opinion 
piece illustrates the governance chal-
lenges observed especially during the 
COVID-19 pandemic. It also offers 
solutions that could mitigate these chal-
lenges by strengthening South-South 
Collaboration. The article on global 
health governance comprehensively 
defines and elaborates how it addresses 
newly emerging and re-emerging 
health issues in an age of globalisation. 
It explains how complicated and messy 
it can be. This is further expounded on 
by an article on the COVID-19 African 
perspective which also talks about 
global health in relation to vaccine 
distribution. It explains how the pan-
demic has affected the treatment rates 
for specific conditions like HIV and TB 
which are still a challenge in Africa. It 
also has a portion on how low-income 
countries particularly in Africa are often 
constrained in negotiating favourable 
vaccine supply arrangements and may 
not have the infrastructure to develop 
local manufacturing capability. This 
reveals the inequity in vaccine distribu-
tion and points to challenges in global 
health governance.

Vaccines constitute another com-
pelling topic in this issue. The article 
on COVID-19 vaccine myths and 
misconceptions explains which vac-
cines are most widely used and those 
that are most available in Africa. It 
highlights the fact that vaccine related 
myths are a leading cause of sub-
optimal vaccine uptake in the African 
region and explains why. It illustrates 
what the myths and facts are; and this 
is useful for health workers who have 
to explain to the public on what is true 
and what is false. There is an article 
on BCG, one of the oldest vaccines in 
the world which has greatly impacted 

global health by reducing infections and 
deaths from Tuberculosis (TB). Although 
one of the oldest-known treatable 
infectious diseases, TB still affects many 
people especially in LMICs. The article 
talks about the evolvement of BCG, it 
benefits, how its distribution has been af-
fected by COVID-19 and the prospects of 
development of a new TB vaccine.

Venous thromboembolism (VTE) is a 
serious potentially fatal medical condi-
tion that is given attention in this issue, 
giving an overview on its epidemiology, 
pathophysiology, risk factors, prevention, 
diagnosis and treatment as well as its 
relation to COVID-19.

The article on Infectious Diseases 
Institute (IDI) reflects on how a 20-year-
old African Institution has developed its 
programmes, achievements and lessons 
learned, sustainability and building trust 
in the institution. It includes the institu-
tional memory and insights of all of four 
Executive Directors since inception, the 
co-authors of the article.

There are several specialties in sur-
gery, one of which is Oral Maxillofacial 
Surgery (OMFS). An article has been 
included in this issue to highlight why 
super-specialisation is important and 
how some disciplines are not well un-
derstood. The authors also give a report 
on the scope of work of OMFS, its train-
ing and what the future hold in Africa for 
the discipline. 

Two conferences are reported on in 
this issue: the first one was held by the 
African Forum on Research and Health 
in Africa (AFREhealth) which was its 
first ever virtual conference. The discus-
sions around ‘Social Justice and Equity 
for Health in Africa’ will go a long way 
in contributing to developmental ideas 
in the region.The second conference 
was also virtual, held by The Network: 
Towards Unity for Health (TUFH).  
The meeting came up with a declaration 

Elsie Kiguli-Malwadde
(kigulimalwadde@achest.org)

Editorial
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on working towards inclusiveness, 
social accountability principles, inter-
professional practice and education, 
and health equity. 

The article on Telemedicine 
elaborates its benefits and challenges 
for patients, health care systems and 
governments in Africa.

Carol Natukunda reports on how 
the simple act of cleaning hands can 
reduce illness. This is in relation to 
the Global Handwashing day that was 
celebrated on 5 October worldwide 
under the theme ‘Our Future is at 
Hand – Let’s Move Forward Together.’ 
She highlights the importance of 
handwashing especially during this 
period with a pandemic on our hands. 
She gives us details of how the day 
was celebrated in Uganda and also 
gives synopsis of what was said by the 
Global Health leaders on the topic.

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 
produce future benefits in addition to immediate ones, 
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 
quantifiable results and impacts are still relatively hard 
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 
including supply chain, finance service delivery, human 
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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Build back better, together

Patrick Kadama calls for South-South cooperation to build 
more resilient health systems in the wake of COVID-19

Patrick Kadama is the Director Health Policy at the African Cen-
tre for Global Health and Social  Transformation.

The impact of the COVID-19 Pandemic emerged in 
different ways across the globe. It caused devastation 
through unprecedented morbidity and mortality in 
the North, but its effects in the South were deeply felt 
largely due to weak health systems, gaps in social safety 
nets, scarce resources, and other factors of weak social 
and economic institutions. 

This divide distorted the global response to the 
pandemic. Major gaps exposed include the lack of 
international solidarity and sharing, including not only 
reluctance to share pathogen data and epidemiologi-
cal information, but also resources, technology and 
tools, such as vaccines. This is contrary to the Nagoya 
Protocol. There has been disregard of the International 
Health Regulations and the WHO Code, resulting in 
recruitment of Health Professionals from the South to 
plug staffing gaps for managing the pandemic in the 
North. A North-South divergence in the fight against the 
COVID-19 crisis has emerged. This has unmasked a fact 
that at present, ‘Global Health’ practice perpetuates the 
very power imbalances it claims to rectify, through colo-
nial and extractive attitudes, and policies and practices 
that concentrate resources, expertise, data and branding 
within institutions of the Global North. These colo-
nial attributes of global health place Africa at a great 
disadvantage for gainful participation in the governance 
power dynamics which are shaping health policies and 
responses. This has brough to the fore gaps and struc-
tural asymmetry underlying the power imbalances in the 
vertically structured global health practice between the 
North and the South. A contextualised consideration of 
the Africa region is required to meet challenges relating 
to this spill-over of a colonial supremacy mind-set of the 
vertical North-to-South Global Health construct. 

The role of the horizontal approach of ‘South 
to South’ Collaborations (SSCs) in development is 
characterised as offering a ‘unique pathway’ that 
accelerates efforts towards achievement of the SDGs. 
SSCs is going beyond the aid agenda to integrate a 
variety of cooperation modes such as those advocated 
in the ‘Kampala Initiative’ on cooperation and solidarity 
within and beyond aid. Studies of SSCs drivers, found 
that it produces good development results. SSCs must 
be used to support resilience of institutions to plug gaps 
that are making it difficult for African countries to mount 
strong pandemic responses. Measures must ensure that 
vulnerable populations that are over-represented in the 
labour-intensive, low-skilled activities that were most 
affected by lockdowns, particularly the youth, women 

and children, are supported to access basic services 
for health, education and economic productivity for 
wellbeing. 

Cooperation should be designed around three basic 
areas of concern. 

First, there is a capacity deficit requiring scaling 
up institutional resources to address the relative lack 
of expertise and technical knowledge, necessary for 
effective global health dialogue; Think Tanks and 
professional networks must be strengthened to guide 
and support delegations from the South, throughout 
negotiations in multilateral settings, to work for 
solidarity on common positions – say, in answering to 
the question of whether the world needs a Pandemic 
Treaty post COVID-19.

Second, there is fragmentation in the policy space 
requiring countries to pursue inter-sectoral collaboration 
for coherence between health and other sectors, 
to ensure that trade, economic and infrastructure 
investment policies do not undermine public health, 
including that education and skills development policies 
are tailored in real time, to build systems responsive to 
population needs. 

Third, Africa and the Global South must boldly rise-
up to the imperative for action to confront and move 
reforms directed at correcting the historic distortions of 
an international governance and regulatory environment 
that emerged from the colonial era and which 
perpetuates imbalance in power dynamics, hindering 
international solidarity and sharing. Now more than 
ever, SSC is required for re-orientation and repositioning 
of African actors to rise to the occasion as a collective 
force, to decolonise health governance, health 
professional education and research, which shall be 
central to building back-better, resilient health systems 
across the continent.

The climate of opinions may be contentious but, this 
is the opportune time when African populations and the 
Global South, must strongly call upon their delegates to 
the special World Health Assembly in November 2021, 
dedicated to considering the benefits of developing 
a ‘Treaty’ or similar global instrument on pandemic 
preparedness post COVID-19, as well as delegates 
to the Fifth UN-Conference on the Least Developed 
Countries in Doha, in January 2022, to engage the 
international community in the spirit of SSC, with a 
common voice for solidarity on the above concerns, 
to agree an ambitious new ten-year programme that 
builds back better and more resilient health systems, to 
accelerate more equitable progress towards the 2030 
Sustainable Development Agenda.

FeatureOpinion
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Social justice and equity for health in Africa
Elsie Kiguli-Malwadde reports on the highlights of the 2021 Virtual 
AFREhealth symposium.

The fourth African Forum for Research and Education in 
Health (AFREhealth) symposium was held virtually, 4-6 
August 2021. The previous year’s symposium was post-
poned because of the COVID-19 Pandemic. AFREhealth 
leadership acknowledged that these are unprecedented 
times and decided that 2021 symposium would be a 
virtual event. The event was hosted by the Addis Ababa 
University with the theme ‘Social Justice and Equity for 
Health in Africa’.

The subthemes included:
1. Socially Accountable Health Professions Education, 

Governments, Non-Governmental Organisations 
(NGOs) and International agencies

2. Epidemiological transition and disease burden of 
COVID -19, Non-Communicable diseases (NCDs), 
HIV and Tuberculosis (TB) 

3. Research approaches to assess impact and quality 
improvement in health education

4. Service delivery – enhancing Interprofessional 
Education (IPE)/interventions to improve patient 
outcomes and health security,
 The three-day event was attended by 259 partici-

pants from from 19 countries; 15 African and 4 non-
African countries (Afghanistan, Netherlands, Canada 
and USA). The conference was categorised into plenary, 
breakout, poster and satellite sessions. The conference 
was preceded by a Governing Council meeting and an 
Annual General Meeting. There were 12 plenary speak-
ers, 7 from Africa and 5 from outside Africa. There were 
52 Abstract presenters, 37 gave oral presentations while 
15 presented posters. All these were video recorded and 
can be found at the AFREhealth website: https://afre-
health.org/2021symposium/programme.

Some of the key highlights of the sessions included:
• The need to engage with all stakeholders (students, 

governments, NGOs, communities) when planning 
health professions education to help identify 
priorities and important issues to the communities to 
be served was emphasised. The focus on community 
needs was stressed as well as the importance 
of sharing evidence and outcomes from health 
professional schools that are socially accountable.

• The need for competency-based curricula was 
noted but also highlighted were the challenges of 
implementing and evaluating them. The need for 
accreditation to ensure quality of education was 
discussed.

• Social accountability was identified as an important 
ingredient so as to have organised and capable 

public groups, responsible governments, access to 
information and increased sensitivity to culture and 
context.

• Successful containment of COVID-19 is heavily 
dependent on adequate diagnosis, efficient screening 
of the populations and preventive measures 
including vaccinations.

• The COVID 19 response has been more challenging 
in Africa due to the already existing pandemics like 
HIV, TB and NCDs as well as congestion. Death 
of health professionals made the already existing 
human resources for health shortage worse while 
fear, ignorance about the disease and the lack of 
vaccines compounded the situation.

• The unprecedented and unexpected emergence of a 
pandemic has ignited innovations like multi country 
research studies, remote learning, alternative ways 
of delivering health care such as telemedicine and 
home-based care and increased collaboration with 
international partners as well as highlighted the need 
for prioritising public health.

• The importance for collaborative research was 
highlighted. It was noted that it is complex, because 
it requires the alignment of participants towards a 
common purpose and a community of practice so as 
to break down the professional boundaries.
On the last day of the conference three virtual satel-

lite sessions were held. The first was convened by the 
AFREhealth Health Professions Education Research and 
Inter-Professions Education technical working groups. 
It introduced participants to the functions and core 
mandate of the groups and encouraged individuals 
interested in them to join. The second was convened by 
the AFREhealth–Consortium of Universities for Global 
Health Working Group and addressed ways forward 
for the collaboration. It featured a keynote speech on 
the global health workforce crisis by Jim Campbell, 
Director, Health Workforce Department at the WHO. 
The third session was was convened by the Educational 
Commission for Foreign Medical Graduates–Founda-
tion for Advancement of International Medical Educa-
tion and Research, which presented its key priorities 
for Africa: health professions education, accreditation 
of medical training, health care education resources, 
quality assurance of health work force, and clinical 
exchanges. All these sessions were well attended.

In conclusion, the first ever virtual AFREhealth 
symposium was an exciting event that run well and 
presented an opportunity for sharing, mutual learning 
and communication of ideas across the continent  
and globally.
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Enhancing interprofessional collaboration 
and learning for Primary Health Care
Elsie Kiguli-Malwadde reports on the TUFH Virtual Conference 2021

The virtual 2021 conference of The Network: Towards 
Unity for Health (TUFH) was titled ‘Enhancing inter-
professional collaboration and learning for strengthen-
ing primary health care’, was co-hosted by the Faculty 
of Medicine, Public Health, and Nursing, Universitas 
Gadjah Mada (UGM), whose mission is to improve indi-
viduals, families and community’s health status through 
excellent education, research and services. 

The meeting was attended by 431 participants, of 
whom 186 were students. All seven regions of WHO 
were represented. There were 50 sessions over four 
days, comprising of multiple workshops, keynote ses-
sions, oral and poster presentations, documentaries 
among others which were edited and published on the 
tufh.org website. Also exhibited were three Student 
Network Organization (SNO) cultural exchanges. 

As a result of TUFH 2021, TUFH collectively de-
clared that it will work towards inclusiveness, social 
accountability principles, interprofessional practice and 
education, and health equity in the following manner:
Inclusive policies are defined by:
1) A global effort of caring for each other by returning 

humanity to health care including community 
voices, culture, lived experiences, empathy, and 
understanding.

2) Improved partnerships and collaborations with 
global and regional associations and institutions that 
are aligned in strategies, efforts, and initiatives.

3) Increased collaboration and inclusion of non-health 
sectors.

Social accountability/responsibility is defined by:
1) The structural adoption and implementation of Social 

Accountability/Responsibility where health systems 
respond to people’s health needs as informed by 
community input;

2) Support Health Institutions to self-assess and become 
verified as a Social Accountability Institution leading 
to continual improvement and increasing their ability 
to attract undergraduates, postgraduates and faculty 
from all over the planet;

3) Proactively engage with entities, globally and 
nationally, which model health accreditation 
standards that incorporate social accountability/
responsibility principles and standards;

4) Inspire students to engage with visionary leadership 
at academic institutions and pentagram partners to 
adopt social accountability/responsibility principles 
into policies at their institutions and proactively.

5) Build upon the current knowledge base to provide 

tools for health institutions to specify and measure 
their societal impact and incorporate innovative 
learner assessments that measure community 
engagement.

6) Share, publish and distribute new knowledge from 
members through TUFH academies and publications.

Regional interprofessional education and team based 
care are defined by:
1) Collective development of practical solutions 

to underlying health issues framed within the 
Sustainable Development Goals and Social 
Determinants of Health;

2) A health system based on people’s needs that 
must involve all key players within the context of 
where people live and work. The process includes: 
further information about corruption drivers and 
incentives; creating networks and referral systems 
with help of government and non-government 
organisations (connecting common interests); 
improved partnerships and collaborations with 
global and regional associations and institutions 
that are aligned in strategies, efforts, and initiatives; 
Technology advances to enhance opportunities for 
shared education for academics, health workers, and 
students regionally and around the world;

3) Clear understanding of what each health care 
professional within a workforce team does to 
ensure optimal patient outcomes and collaboration; 
understanding roles, learning, listening; 

4) Supportive health practitioners (e.g. Community 
Health Workers) who are clearly defined, engaged, 
competently trained, certified, and represented in 
health workforce policies and practices;

5) A new generation of health clinicians whose 
skills include competencies that address and are 
responsive to community needs;

6) Broadening the workforce beyond the core health 
professions to incorporate social scientists and other 
professionals who work with us in communities to 
tackle primary health challenges;

7) Involving students in Interprofessional Education and 
Team Based Care to develop initiatives and learn 
together with other health professions; 

8) Host regional mini-conferences to learn with and 
from each other and curate new knowledge to share 
across regions and globally; 

9) Collect data on the impact and value of 
Interprofessional Education and intersectoral 
Collaboration on health care delivery and patient 
outcomes; more research collaboration across 
different health sectors.

FeatureConferences
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Benefits of telemedicine
The authors highlight the opportunities and challenges of telemedicine for 
patients, healthcare providers and health systems

According to the World Health Organization (WHO), 
telemedicine is the delivery of health care services by 
health care professionals, using information and com-
munication technologies (ICT) for the exchange of valid 
information for diagnosis, treatment and prevention of 
disease and injuries, research, and evaluation, and for 
the continuing education of health care providers, all in 
the interest of advancing the health of individuals and 
their communities.

Telemedicine is widely used in many countries to 
increase access to healthcare by eliminating the logis-
tic barriers involved, but it is also not without draw-
backs. Some of which are evident in final treatment 
choice due to a lack of solid telemedicine infrastruc-
ture, especially in Africa with disproportionate doctor 
to patient ratios, technology barriers, lack of computer 
literacy and funding which continues to plague the 
system and slow down proper implementation of tele-
medicine services. 

Telemedicine is gaining grounds globally and is 
posed to be the future of healthcare service delivery. 
With looming uncertainties and a planet trying to 
recover from the COVID-19 pandemic, it has been 
proven that many things can be done remotely, health-
care inclusive. 

Telemedicine application in Africa
Telemedicine can provide access to scarce special-
ist care, improve the quality of care in rural areas and 
reduce the need for rural patients to travel to seek medi-
cal attention. For this cause, it has risen to fill the gaps 
created by the inadequacies of health care system from 
different parts of the world.

It is known that more than 400 Million people live 
on the continent with limited access to healthcare facili-
ties and predominantly residing in the rural areas. 

Some telemedicine services available in Africa 
include neonatal care; maternal and child healthcare, 
intensive care services, trauma care, occupational 
healthcare, especially for farmers and factory workers, 
mental health services, geriatric medicine, nutritional 
health, radiological services, and e-pharmacy services.

Benefits of telemedicine
With the advent of ICT and how it’s evolving every day, 
Telehealth services in Africa can be delivered through 

variety of options that allows service providers cater 
for the healthcare needs of diverse clients using video 
consultations, telephone calls, text messages and chats, 
provided the patients have access to a tablet, computer 
or even a basic smartphone.

The successful implementation of telemedicine has 
shown that telemedicine increases access to general 
and specialised healthcare services, delivers medical 
care to rural areas, offers health care providers greater 
flexibility in scheduling, and save patients’ time and 
money in seeking care. 

Research generally finds that telemedicine works, 
even for serious medical conditions. For example, a 
2017 meta-analysis and systematic review of the use 
of telemedicine for treating chronic heart failure found 
benefits. These included lower admission rates, shorter 
hospital stays, and fewer deaths.

Benefit to patients 
Overtime, Telemedicine has given patients an improved 
access to healthcare regardless of their geographical 
location. Patients do not necessarily have to appear at 
the hospital to get the healthcare they need. This makes 
medical consultations comfortable and stress-free for 
the patients. 

Telemedicine gives patients a sense of privacy and 
comfort undergoing consultations from the comfort of 
their home.

With the ongoing covid19 pandemic, virtual con-
sultations have been proven to reduce the incidence of 
patients encountering other really sick person, thereby 
reducing their risk of getting infected. 

Benefit to healthcare providers 
Telemedicine can help healthcare providers diversify 
their practice and generate more income. For example, 
a doctor can run more than 1 practice virtually based 
on his/her schedule and offer the best care to each 
patient. 

Remote and rural hospitals benefit from telemedi-
cine because it affords them the services of specialists 
without having to bear the overhead cost of physically 
inviting the specialist to consult at their facility, and the 
patients in turn are able to receive comprehensive and 
complete management.

Ultimate accessibility and satisfaction from the pa-
tient may also be a benefit for the healthcare provider. 
Since patients are in the comfort of their home, having 
no fears of being heard by a third party, they might want 
to open up more and be genuine with their details than 
when they are in the hospital.

Feature FeatureTelemedicine

Simplified integrated Medicare, developed by AGPartnerships, 
12A Yinka Bello, IAI Studies, Lekki phase 1, Lagos, Nigeria. 
Website: www.simplifiedmedic.com Email: info@simplified-
medic.com



Africa Health 11October 2021

Benefits to healthcare systems
In making the healthcare system more efficient, Tele-
medicine has helped bring healthcare services to the 
grassroots, giving the inhabitants of rural areas access to 
quality healthcare without having to travel long distances.

Also for the healthcare system, Telemedicine has evi-
dently reduced the need for hospital readmission which 
can be costly for both patients and healthcare facilities.

Furthermore, Telemedicine, an integrated approach to 
healthcare brings us closer to achieving Sustainable De-
velopment Goals (SDGs). This is quite important because 
it ensures healthy lives and promotes well-being for all at 
all ages regardless of their geopolitical location.

Challenges of telemedicine 
With the integration of ICT in the field of Telemedicine 
and its high prospects in Africa, there are still some 
drawbacks associated with telemedicine. 

Patient’s challenges
The major challenge patient’s face is the lack of comput-
er literacy, awareness, language barriers and socio-cul-
tural gaps between healthcare providers and the patients 
adds to the growing list of drawbacks that contribute 
to the slow penetration and spread of Telemedicine in 
developing countries.

Another challenge is unaffordability of these services. 
For people in rural communities, the available telemedi-
cine services are expensive. While there is no publica-
tion on standard cost of care through telemedicine, the 
pervasive cultural perception of telemedicine is that 
telemedicine is for the wealthy.

Healthcare provider’s challenges
While healthcare providers in developing countries tend 
to have major organisational challenges, issues concern-
ing the lack of medical supplies especially medications 
and poor referral network, there is also a severe short-
age of doctors and other healthcare providers needed to 
service the community and facilities. 

Healthcare providers are faced with the challenge of 
inadequate infrastructure including limited broadband 
and internet connectivity, inconsistent power supply, 
lack of specialised medical examination tools, high-
resolution digital cameras, computers, customised soft-
ware, data storage hardware or servers, amongst many 
others which is neither fully available nor equitably 
distributed across health facilities in the country. 

Asides having the technological gadgets for a suc-
cessful Telemedicine services, having the technological 
know-how is also important. Some healthcare workers 
are resistant to change. The rigid organisational struc-
tures, the paucity of skilled professionals in new tech-
nology, complicated change management systems that 
make it almost impossible to change the status quo.

Again, the high cost of setup is a critical chal-
lenge of Telemedicine. The cost of specialised medical 
equipment, computers, cameras and screens for video 
conferencing can be daunting and is usually depriori-
tised for more urgent or even higher priorities in health 
care budgeting and procurement. It is also important to 
highlight here that many potential entrepreneurs consid-

ering investing in/setting up telemedicine facilities, do 
not readily have access to reasonable single-digit credit 
facilities that could help cushion the high set-up cost.

Governmental challenges
For Telemedicine to thrive there must be enabling govern-
mental policies, rules and protocols that will help see to 
the successful implementation of Telemedicine. However, 
this is not the case as there are weak regulatory frame-
works and policies against the teleconsultation services.

In many developing countries, there are no uniform 
and standard telemedicine policy which certainly leads 
to confusion in designing Telemedicine related services, 
programs, and its smooth implementation. Although 
Telemedicine policy exists in some developing coun-
tries, implementation framework is absent.

Also, there is lack of established international frame-
work on Telemedicine and little understanding on uni-
form international standards for telemedicine practices. 
The absence of accreditation councils and regulatory 
bodies leaves Telemedicine in isolation, seeing that 
councils of different countries still find that proposed 
definition of Telemedicine has deficiencies and are yet 
to consider Telemedicine as a new discipline or a new 
branch of medicine.

Conclusion 
In all, telemedicine is a great approach to improving 
healthcare services in Africa and if Health Manage-
ment Organisations (HMOs), National Health Insurance 
Scheme (NHIS), government insurance services can 
adopt that into their health plans, it will make the pres-
ence of telemedicine prevalent in every sector without 
leaving any out. Telemedicine offers a lot of advantages 
to individuals, healthcare service providers and the 
government and the COVID-19 pandemic have helped 
reinforce this fact even more.
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Infectious Diseases Institute: Building trust 
through strong programme results

Tom Kakaire and colleagues reflect on the first 20 years of the IDI in 
Uganda

Tom Kakaire is Head of Strategy and Development at IDI. Keith 
McAdam is Emeritus Professor of Clinical Tropical Medicine at 
London School of Hygiene & Tropical Medicine and was found-
ing Executive Director at IDI. Alex Coutinho is a global health 
leader and was second Executive Director at IDI. Richard Brough 
is an institutional development specialist and was third Execu-
tive Director at IDI. Andrew Kambugu is an infectious diseases 
physician and researcher and current Executive Director at IDI.

The Infectious Diseases Institute (IDI – see idi.mak.
ac.ug) is a largely autonomous, self-reliant, non-profit 
institution wholly owned by Makerere University in 
Kampala, Uganda. IDI was set up in 2001 through a 
partnership between Pfizer Inc., leading infectious dis-
ease experts from Uganda, North America and Europe 
(The Academic Alliance) and Makerere University. This 
year marks 20 years of IDI growth. The vision of IDI 
is ‘a healthy Africa, free from the burden of infectious 
disease’, with IDI aiming to ‘Strengthen health systems 
in Africa, with a strong emphasis on infectious diseases, 
through research and capacity development’.1

IDI has six core programmes: Research; Training; 
Prevention, Care & Treatment; Outreach & Systems 
Strengthening; Laboratory Services; and Global Health 
Security (GHS); plus two key sub-programmes: the 
Ugandan Academy for Health Innovation & Impact, and 
an HIV prevention research site (IDI Kasangati). Across 
these programmes, IDI is currently implementing over 
120 concurrent projects with a multiplicity of sponsors 
and donors. 

This article reflects on how IDI’s programmes have 
developed and been sustained2 to meet evolving needs 
and to build trust in the institution by communities 
served and the general public, local and central govern-
ment, other governments, regional/global organisations, 
project partners and peer organisations, funders, and 
also over 1,500 IDI staff. We summarise IDI’s program-
matic achievements and highlight some of the key 
drivers of IDI’s development and successes and share 
some lessons learned. A subsequent article will focus 
on IDI’s governance, systems and sustainability. This 
article benefits from the collective institutional memory 
and insights of all of the four Executive Directors since 
inception, and who are co-authors of this paper.

Key achievements 
Startup activities began in 2001 including recruiting 
core staff, planning facilities, and establishing pilot 
programmes. This was led by an alliance of Ugandan 
and North American medical academics and managed 
by a US-based agency prior to instituting permanent 

governance arrangements as a highly autonomous entity 
within Makerere University.3 IDI has produced quarterly 
Key Performance Indicators (KPIs) since 2006 and ‘base-
line figures’ for various programmatic developments. In 
this paper the authors outline their first reporting in KPIs – 
with the June 2021 figures used as the current position.

Research: IDI has developed a thriving research 
programme comprising over 80 currently active projects 
covering clinical trials, observational studies and build-
ing research skills, with over 940 peer-reviewed articles 
published. IDI is currently supporting five post-doc 
researchers, and 13 PhD and 15 Masters students.

The programme has grown organically based on 
priority research questions for Africa, optimising the 
platforms of the other IDI programmes (e.g. Outreach), 
and taking advantage of partnerships to build capacity 
in key focal areas such as: opportunistic infections (e.g. 
Cryptococcus) and clinical pharmacology (e.g. Phar-
macokinetics). Through partnership, IDI’s HIV preven-
tion clinical research, especially for discordant couples 
and sex workers has contributed to evidence leading 
to global drug approval for HIV prevention and revised 
protocols for use with discordant couples.

IDI developed ‘research enabling’ resources around 
these research themes including: clinical observational 
cohorts (e.g. HIV+ elderly); clinical trials unit; labs; data 
fax unit; and a research capacity building programme. 
This has not only produced competent researchers but 
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workers, pregnant HIV+ mothers, and patients with Hep 
B/HIV co-infection). This also provides opportunities for 
specialised research. 

Outreach & systems strengthening: IDI made the stra-
tegic choice to expand into broader nation-wide health 
systems strengthening (HSS) with programmes that ad-
dress key functions across the WHO health system pillars 
(such as HR management) using an HIV platform. Since 
then, IDI’s outreach activities have extended across most 
districts in Uganda. IDI evolved to become one of the 
lead implementing partners for the US President’s Emer-
gency Plan for AIDS Relief (PEPFAR)/US Centers for Dis-
ease Control and Prevention (CDC)/Ministry of Health. 
It currently supports care and treatment in 14 districts 
in the Kampala and West Nile Regions, covering over 
270,000 people living with HIV (PLHIV) (approximately 
20% of all PLHIV in Uganda). IDI provides more spe-
cialised services in support of other partners nation-wide 
in over 52 districts and has developed services tailored 
to meet the evolving needs of key populations (such as 
People Who Inject Drugs (PWID)). HSS infrastructure has 
also created a platform for an expanding range of other 
activities including research, training and GHS.

Laboratory services: IDI owns a state-of-the-art 
laboratory certified with the College of American 
Pathologists which developed out of an international 
partnership that sought to establish a reference labora-
tory for high quality research. It provides high quality, 
internationally accredited services including an impor-
tant Quality Assurance/Control role for Ugandan service 
providers and researchers. Annual throughput currently 
exceeds 100,000 tests. IDI also runs a translational lab 
as a bridge between research and implementation; and 
has built the capacity of many government laboratories 
(including six which it supported to achieve interna-
tional accreditation).

Global Health Security (GHS): Building on IDI expe-
rience with other disease programmes, a comprehensive 
GHS programme was created in 2018 (a first in Uganda) 
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equipped them and provided the right environment for 
them to take senior research leadership roles in Maker-
ere University and elsewhere. IDI has recently estab-
lished its own research Institutional Review Board (IRB). 

Notably, IDI was selected by the US NIH to host the 
African Centre of Excellence (ACE) in Bioinformatics & 
Data Sciences which positions IDI to take part in the 
global data science revolution.

Capacity development (training): IDI has become an 
accredited continuing professional development (CPD) 
provider that has trained over 50,000 health workers 
since 2001 from Uganda and other African countries in 
infectious disease prevention and treatment, laboratory 
skills and various aspects of systems strengthening. The 
department provides systematic ongoing distance sup-
port, eHealth approaches and a free call in service for 
both patients and health care providers. 

The training programme has developed in response 
to the growth and diversification of IDI programmes 
(such as GHS); changing government policies and 
guidelines (e.g. introduction of HIV ‘Test & Treat’); and 
technological changes such as the online transformation 
which has massively altered the training environment. 

Prevention, care & treatment (IDI clinic): The clinic 
doors opened in 2004, offering free HIV care (which 
continues to this day). Rapid growth in numbers of 
people urgently seeking services (particularly antiretro-
viral therapy) quickly created an unsustainable situation 
which was eventually managed by partnering with, and 
supporting local government clinics to safely accept 
stable clients referred out of IDI. 

The clinic eventually evolved to provide clients 
requiring more specialised services including second 
line and salvage therapies. Following steps to decongest 
the clinic and introduce cost effective clinical protocols, 
client numbers stabilised at a more sustainable 8,000. 
In response to the changing nature of the epidemic, ten 
specialised clinics (with around 2,000 clients) have now 
emerged to meet the needs of particular groups (e.g. sex 
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with a focus on strengthening capacity to meet WHO 
International Health Regulations (IHR) obligations and on 
conducting research during epidemic outbreaks (such as 
COVID-19). IDI supports development of national poli-
cies, guidelines and structures that relate to prevention, 
detection and response using a multi-sector/One Health 
approach. The GHS programme also addresses Antimi-
crobial Resistance (AMR) including research.

Ugandan Academy for Health Innovation & Impact: 
Established in 2015 as a formal partnership between 
IDI, Uganda MoH, and the pharmaceutical private sec-
tor, the Academy has rapidly become a platform to de-
velop and evaluate wide-ranging innovations for rollout 
through IDI and government programmes (e.g. digital 
tools including: an interactive voice response tool for 
HIV, TB and COVID patient support; drones for delivery 
of medical supplies in remote areas).

Key drivers of programmatic development
Some drivers relate more to how IDI interacts with the 
wider world (external drivers) and some relate more to 
how IDI manages itself (internal drivers).

External drivers
Support to government: IDI has consistently sup-

ported Uganda national/local government policies, 
priorities and strategies (while also contributing to their 
further development) which has strengthened trust and 
facilitated implementation of IDI’s programmes. Support 
has included active participation in technical working 
groups (e.g. ART), coordination structures (e.g. One 
Health), government accredited training, and the roll 
out of innovations (e.g. community refill pharmacies) 
through government structures.

Linkage with communities: IDI has actively sought 
the trust and effective cooperation of communities 
served by being sensitive to, and responsive to, com-
munities’ views and concerns around the services it 
provides. IDI works through those who understand com-
munity needs, such as: ‘linkage facilitators’ who con-
nect communities to health facilities and who mobilise 
communities for particular activities (e.g. circumcision 
for HIV prevention), and community-based organisa-
tions who can connect with groups with particular 
needs (e.g. sex workers and nomadic communities).

Quality and integrity: IDI has aimed to deliver the 
best quality services amongst its peers (e.g. through 
emphasis on the IDI Mission; seeking national and 
international accreditation; and creating an organisa-
tional climate that values excellence). Programmatic 
data integrity (no distortions or exaggeration) and results 
published in peer-reviewed journals helps to build 
trust (especially with funders conducting programmatic 
audits) and are the basis for rapid engagement with 
stakeholders to gain trust and support. 

Innovation, agility and responsible risk-taking: In-
novation enables an institution to keep attracting new 
projects, new staff , new partners and new capacities 
to meet emerging needs. IDI has sought to respond to 
new challenges and opportunities quickly and creatively 
to make the most of emerging technologies (e.g. use of 
drones in hard-to-access areas) and approaches (e.g. 

partnership with private pharmacies for HIV drug refills); 
and to respond to changes: in demand (e.g. emerging 
diseases), in expectations of stakeholders, and in avail-
ability of resources. 

IDI has sought to be the first mover (or one of the 
earliest) whenever a new opportunity arises in its envi-
ronment that fits within its mission; and to take con-
sidered risks (e.g. establishment of the African Center 
of Excellence (ACE) in Bioinformatics & Data Sciences 
in partnership with other Makerere Colleges and US 
National Institutes of Health). IDI’s relative financial 
stability in recent years has facilitated such responsible 
risk-taking. IDI recognises that continual innovation and 
institutional renewal is inextricably linked with robust 
sustainability and improved efficiency (e.g. the introduc-
tion of the two-way referral system which enabled qual-
ity management of increasing patient numbers).

Egalitarian partnerships: IDI was born out of an in-
ternational partnership, and enduring partnerships (e.g. 
with national/local Government, Ugandan non-profits, 
private sector and universities) have been critical to 
IDI’s programme development. IDI currently has around 
30 well-established partnerships across the public and 
private sectors at national, regional and global lev-
els.4 Initially building on personal connections of the 
founders, healthy egalitarian partnerships were fostered 
through delivery of programmatic results, adherence to 
quality standards, transparency, and the backing of a 
strong grants management function.

Internal drivers
Autonomy within a reputable University:5,6,7,8 IDI 

was established as a Uganda-registered non-profit 
‘company limited by guarantee’ and eventually regis-
tered as an NGO. The Vice-Chancellor and Secretary of 
Makerere University appoint an independent IDI Board. 
IDI programmes benefit from some university resources 
and its brand, but IDI leadership and management is 
empowered with sufficient autonomy to make rapid 
programmatic responses to changes in the environment.

Devolved leadership: Programme leaders are em-
powered to develop their programmes (e.g. introducing 
new lab tests), foster cross-programme connections, 
and develop appropriate partnerships. Achievement of 
ongoing sustainability alongside programmatic results is 
encouraged, monitored and rewarded. Excessive shifting 
of responsibility upwards (ultimately to the Executive 
Director) is discouraged.

Strategic planning: Strategic planning is a major in-
clusive activity at IDI which takes place every five years 
(plus mid-term reviews) which reinforces the IDI long 
term vision and plans. Each programme team produces 
strategic proposals which are melded into a coherent 
institutional plan. IDI leadership is held accountable 
against the strategic plan at Board meetings.

Programmatic and technical integration: IDI has 
strived to optimise mutually-supportive synergies across 
its programmes both in terms of activities and the 
achievement of essential business objectives. Pro-
grammes are designed so that the core competencies of 
each programme support not only its core products and 
services, but also the products and services of as many 
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other programmes as possible (e.g. an outreach initia-
tive may be supported by the training programme or 
the clinic may provide the platform for research). Such 
supportive connections across IDI programmes are an 
extension of the IDI team culture beyond individuals.

A striking example of the benefits from such in-
tegration is the case of dolutegravir (DTG) which is 
a first line HIV drug. Hyperglycemia risks to certain 
groups from using DTG were identified in the IDI PCT 
programme who shared the information with the IDI 
Research programme and who together published a 
case series in the Lancet HIV (https://pubmed.ncbi.nlm.
nih.gov/32105626).This informed Ugandan national 
programme guidelines and heightened surveillance for 
adverse events supported by the IDI PCT and Outreach 
& Systems Strengthening programmes.

Diversification of programmes: IDI programmes 
are coherent collections of projects that have diversi-
fied from the original core programs – for example, 
the PCT programme led to the Outreach and Systems 
Strengthening and GHS programmes. Diversification, in 
keeping with strategic plans, has also occurred within 
IDI programmes as programme leadership looks to add 
value and/or respond to opportunities. For example, the 
research programme spawned research capacity build-
ing, the translational lab, data management, DataFax 
unit, a clinical trials unit, systems to maintain ethical 
standards and meet regulatory requirements, and the IDI 
Institutional Review Board (IRB). 

Team culture:9 IDI core values emphasise team cul-
ture and team achievements, while recognising individ-
ual merit (e.g. through promotion). Equity is consistently 
implemented (e.g. through pay scales), and all income 
from projects is received by IDI, not by individuals, thus 
sustaining IDI core functions. 

Internal capacity building: IDI staff are encouraged 
to develop new skills and capacities both through on the 
job training and formal courses (IDI maintains a training 
budget). IDI staff are also encouraged to progress their 
careers through taking opportunities offered across all the 
IDI projects and programmes (e.g. many clinic staff have 
transitioned to GHS) which means that talented staff often 
feel they can develop their careers within IDI so their 
capacity is retained within the institution.

Engendering trust through results
Trust is a relational concept that can exist between peo-
ple, between people and organisations, and between 
two or more organisations.10 Trust has been identified 
as both a behaviour and as an underlying disposition 
and can mitigate problems with ’social cooperation’ to 
ensure that interdependent actions between actors can 
lead to mutual reflection and benefit.11,12 To this extent, 
trust is important to institutional capacity building be-
cause it promotes effective and inclusive institutions that 
can be trusted by those they serve.

Besides programmatic results, IDI has aspired to be 
trusted, as an institution, in various ways including: to 
be ethical in its behaviour, to be technically competent, 
and to be sustainable – assuming relevance through 
supporting government policies, priorities and strategies, 
and through sensitivity to community needs.

The commitment of large startup funds from Pfizer, 
plus ongoing annual support by the Government of 
Uganda, were major statements of trust in IDI’s potential 
capacities and commitment which proved well-founded 
as the challenge of achieving enduring programmatic 
results was taken up vigorously by IDI staff. Interna-
tional partnerships, based on durable deepening trust, 
resulted in several long running collaborative pro-
grammes (e.g. with various universities in selected focal 
research area); and enduring funding relationships (e.g. 
with PEPFAR/CDC in outreach). Internally, the trust by 
Makerere University that the Board of IDI would ensure 
proper succession of IDI Executive Directors and their 
teams resulted in the competent, experienced and agile 
leadership critical to seizing opportunities to develop 
and sustain the organisation. 

Conclusion
We believe that the programmatic results achieved by 
IDI in its first 20 years has contributed to a high level of 
ongoing trust in the institution. Achieving and maintain-
ing such trust is a painstaking process and one which 
can be very rapidly reversed by a few unfortunate mis-
steps. The challenge of the next 20 years is to preserve 
and deepen that trust. 

This article has reflected on IDI’s pursuit of program-
matic excellence and programmatic sustainability and 
the trust engendered by relevant programmatic impact. 
A subsequent article will focus on IDI’s pursuit of 
governance excellence and financial sustainability, and 
suggest a generalisable and reproducible approach to 
building trust in an institution.
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Venous thromboembolism: the silent killer

Henry Ddungu and Christine Sekaggya highlight the disorder’s 
epidemiology, pathophysiology, risk factors, diagnosis and treatment

Henry Ddungu is a hematology consultant at the Uganda Can-
cer Institute in Kampala, Uganda. Christine Sekaggya is a Physi-
cian in the department of medicine and leads the Hematology 
division of Mulago National Specialised hospital. She is also a 
researcher and lecturer at Makerere University. 

Thrombosis is the formation of a blood clot in a blood 
vessel, be it a vein (venous thrombosis) or an artery 
(arterial thrombosis). The clot itself is termed a thrombus 
and when it forms in a deep vein it’s called deep venous 
thrombosis (DVT). A thrombus in a 
deep vein can break off and travel 
through the bloodstream to other 
parts of the body, including the lungs 
to cause pulmonary embolism (PE). 

Venous thromboembolism (VTE) 
is a serious potentially fatal medical condition that has 
two major manifestations: DVT and PE. Thrombosis is 
the often preventable underlying pathology of ischemic 
heart disease, thromboembolic (ischemic) stroke, and 
VTE, the top three cardiovascular killers.

Epidemiology 
Venous thromboembolism (VTE) is a leading cause 
of death, disability-adjusted life-years (DALYs) lost 
and a major burden of disease globally.1 Although 
independent risk factors for incident VTE and predictors 
of VTE recurrence have been identified, and effective 
prophylaxis is available, the occurrence of VTE seems to 
be fairly constant, or even increasing.2 

In Africa, there is paucity of data on the incidence 
of VTE. A study in Cameroon found a low incidence 
among hospitalised patients although this was 
underestimated considering the high prevalence 
of patients at risk as well as the underutilisation 
of thromboprophylaxis.3 A Sudanese study on 
the prevalence of DVT during pregnancy and the 

puerperium showed a high prevalence, especially in the 
postpartum period.4 A Kenyan study also noted that PE 
was common without a gender bias and carrying high 
morbidity and mortality.5

The incidence of VTE in cancer is higher than in the 
general population although studies in patients with 
active cancer are limited. The risk of thrombosis is 
greatest for patients with metastatic disease at the time 
of cancer diagnosis, pancreatic, brain, lung, and ovarian 
cancer and is lower in patients with breast and prostate 
cancer.6

Pathophysiology 
The main causes of thrombosis are damage of a vessel 
wall, alterations in the flow, and hypercoagulability of 
blood (Virchow’s triad). The classical triad encompass a 
wider range of pathophysiological processes including 
soluble coagulation factors (e.g., fibrinogen and tissue 
factor) and cells (platelets) and patients with the highest 
levels of markers are the highest at risk of disease 
progression.7 These factors support thrombus formation 
by disrupting the balance of the opposing coagulative 
and fibrinolytic systems. Thrombi usually form in the 
valve pockets of calf veins and extend to the proximal 
veins. There is raised venous and capillary pressure 
which increases transcapillary filtration rate and 
resulting into edema and swelling of affected limb. 

Risk factors 
A number of factors increase one’srisk of developing 
thrombosis and the more risks one has the greater their 
risk of developing thrombosis. 

A personal history of thrombosis especially if one 
had unprovoked symptomatic DVT but also those with 
thrombophilia, shorter duration of anticoagulation, and 
increasing age, have a high risk for recurrent VTE.8,9 
The long term risk of recurrence is also high in patients 
with a first episode of unprovoked symptomatic acute 
proximal lower limb DVT, and silent PE compared to 
those without PE.10 

Provoking environmental risk factors include cancer, 
surgery, trauma or fracture, immobilisation, pregnancy 
and the postpartum period, long-distance travel and 
hospitalisation. Non-provoking factors include age, 
sex, race/ethnicity, obesity, hormone therapy use, and 
sedentary lifestyle. Genetic risk factors include inherited 
hypercoagulable states e.g., factor V Leiden, and 
prothrombin gene mutation.11

Hospitalisation is a major risk factor for developing 
VTE with significant morbidity and mortality. Up to 
60% of all VTE cases occur during or within 90 days 

DVT + PE = VTE  
(a deadly 

combination).

The formation of a clot
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of hospitalisation. VTE is a common complication in 
patients with major trauma especially those with spinal 
injuries, pelvic fractures, or leg fractures, and in those 
with lower limb plaster casts.12

Prevention
VTE is preventable through accurate risk assessment 
in ‘at-risk’ individuals and tailored pharmacological 
thromboprophylaxis. Although existing risk assessment 
models (RAM) are difficult to compare, with none 
fulfilling the criteria of an ideal model, the adequacy of 
thromboprophylaxis may be improved by implementing 
any one of the validated RAMs.13

Thromboprophylaxis can be achieved by physical 
methods e.g., postoperative early ambulation, 
and intermittent pneumatic compression, or 
pharmacologically, with low-molecular-weight heparin 
(LMWH).14,15 

In patients with cancer, thromboprophylaxis with 
apixaban, rivaroxaban, or LMWH is recommended 
to all hospitalised patients and to selected high-
risk outpatients; but all cancer patients should be 
periodically assessed for VTE risk and educated about 
its signs and symptoms.16 Extended thromboprophylaxis 
for more than 3 weeks is highly recommended among 
special groups including following surgical procedures 
and following discharge in the elderly and following 
discharge after COVID-19 infection. 

Diagnosis
Confirming and early treatment of VTE are critical 
steps in preventing complications and recurrence. 
Patients with suspected VTE should be managed with 
a diagnostic strategy that includes clinical pretest 
probability assessment, D-dimer test, and imaging.17

Clinical presentation
Patients with DVT typically present with: 
• Pain that is worse on walking in the affected limb
• Limb swelling (usually unilateral)
• Skin changes including erythema, warmth, and 

edema of the affected limb
Some patients are, however, asymptomatic having 

had investigation for other conditions such as PE or 
malignancy. Differential diagnoses include cellulitis, 
ruptured Baker’s cyst, chronic venous insufficiency, and 
lymphoedema.

PE on the other hand presents with syncope (massive 
PE), dyspnea, pleuritic chest pain, cough, tachypnoea, 
hemoptysis, features of systemic hypotension and 
right-sided heart strain. Some patients with coexisting 
illnesses, such as heart failure, and pneumonia, may 
present with occult PE and a clue to this possibility is 
when they fail to improve despite standard medical 
treatment of the concomitant illness.

Pre-test probability testing 
Assessing the patient’s pre-test probability for VTE is the 
first step in the diagnostic strategy and for therapeutic 
management. The Wells score, which combines 
assessment for risk factors and clinical features of 
DVT stratifies patients into low, intermediate, or 

high probability categories. Management of patients 
with suspected DVT based on clinical probability 
and ultrasound of the proximal deep veins is safe 
and feasible and results in cost-effective care with 
improved patient outcomes.18,19 In PE the Wells and 
revised Geneva score are commonly used for excluding 
PE although the Wells score is more effective in 
discriminating PE in suspected patients.20 

The D-dimer assay
A D-dimer is a marker of activation of coagulation and 
fibrinolysis and has been extensively investigated for the 
diagnosis of VTE and as an aid in the identification of 
patients at high risk for VTE.21 It is used to exclude VTE; 
a negative D-dimer with a low clinical probability safely 
rules out acute DVT and no further testing is required. A 
positive test, however, cannot confirm DVT, but calls for 
further testing with ultrasound scan.

Imaging 
Patients with a high pre-test probability for VTE or with 
a low/moderate probability and a positive D-dimer test 
should have a compression ultrasound scan of the limb 
preferably within four hours.

Compression ultrasound scan (CUS) has high 
sensitivity and specificity in symptomatic patients with 
proximal thrombosis of the lower extremities, but low 
sensitivity for asymptomatic patients. In patients with 
intermediate to high pre-test probability of DVT, a 
negative ultrasonography result alone does not exclude 
DVT; a repeat in one week is recommended.22 CUS has 
lower sensitivity and specificity for venous thrombosis 
of the calf, upper extremity, or pelvic veins, and that it 
does not reliably distinguish between old and new clots. 

CT Pulmonary Angiography (CTPA) is the imaging 
modality for diagnosing PE. It may be used in patients 
who have a high pre-test probability of PE, regardless 
of D-dimer result. The clinical validity of CTPA for 
diagnosing PE is like that of pulmonary angiography.23 
CTPA has a high positive predictive value in patients 
at intermediate to high risk of PE, but a low value in 
patients with a high clinical probability of PE. 

Treatment 
Patients with acute VTE are at risk of thromboembolism, 
recurrence, haemodynamic compromise, and death if 
left untreated. PE is highly fatal with 20% of patients 
dying prior to diagnosis or within a day following 
diagnosis.24 Treatment of acute VTE must be expedited 
to decrease mortality and prevent complications. 
Treatment for the acute phase VTE focuses on the 
prompt and safe initiation of anticoagulation to 
decrease morbidity and mortality and immediate 
management consists of resuscitation, supportive care, 
and thrombolysis for patients with severe PE or limb 
threatening DVT.25 

Outpatient management of uncomplicated VTE is 
safe and effective, particularly in stable patients with 
no comorbid conditions.26,27 LMWH, unfractionated 
heparin (UFH), warfarin, and Direct Oral Anticoagulants 
(DOACS) e.g., rivaroxaban, apixaban are some of the 
medicines used in treatment of VTE. 
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Short course 
anticoagulation 
for 3-6 months is 
recommended for 
provoked VTE with a 
transient or chronic 
risk factor. Patients 
with provoked VTE 
with chronic risk 
factors may have 
longer duration 
anticoagulation 
(6-12 months) if the 
resolution of the risk 
factor is expected 
to occur over a long 
period of time. 

Individuals with 
unprovoked VTE have 
a 30% chance of 

recurrence when anticoagulation is stopped. Long-term 
anticoagulation to prevent recurrence, may therefore be 
necessary in these individuals.28 

All patients with high pre-test probability or 
confirmed PE should be initiated on anticoagulation 
immediately to decrease mortality.29 The mainstay 
therapy is weight-based dosing for LMWH unless 
in patients with poor renal function when UFH is 
preferred. DOACS are effective, and safer than, standard 
treatment of hemodynamically stable PE regardless of 
whether the PE is extensive, intermediate, or limited.30

Patients with massive PE have a high risk of early 
mortality and should receive immediate intravenous 
thrombolytics to rapidly restore pulmonary perfusion 
when no major contraindications to therapy exist. A 
standard regimen for thrombolysis is alteplase 100 
mg by intravenous infusion over two hours. Alteplase 
is a fibrin-specific tissue plasminogen activators that 
preferentially activates plasminogen located on the clot 
surface, forming plasmin that lyses the fibrin clot. 

Treatment of cancer-associated thrombosis can 
be challenging due to increased risk of bleeding, 
potential drug-drug interactions with warfarin and 
inconvenience of injections with LMWH, which is the 
recommended treatment. DOACs, including dabigatran 
(a direct thrombin inhibitor), rivaroxaban, apixaban, 
edoxaban, and betrixaban (direct factor Xa inhibitors), 
are reasonable alternatives to LMWH for treatment of 
cancer-associated VTE but that their use in patients with 
gastrointestinal cancer, should be considered on a case-
by-case basis.31
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COVID-19: an African perspective
Dr Clement Kiire expounds on how COVID-19 has affected some of the 
other disease patterns in Africa

Clement Kiire, MD, FRCP (London), FRCP (Edinburgh), FRCP 
(Glasgow). Consultant Physician & Honorary Professor, Oak-
lands Hospital, Manchester, UK.

The WHO Regional Office for Africa has just 
announced that only 14.2% or one in seven – 
COVID-19 infections are being detected in Africa. 
COVID-19 detection in Africa so far has focused 
on testing people reporting to health facilities with 
symptoms in addition to testing arriving and departing 
international and regional travellers, leading to large 
scale under-reporting. Given Africa’s young population 
it is estimated that between 65% and 85% of 
COVID-19 infections in Africa are asymptomatic. Yet 
asymptomatic individuals play a key role in facilitating 
transmission to vulnerable individuals who often suffer 
severe disease or death.

According to WHO, there have been over 8.4 
million COVID-19 cases recorded in Africa, including 
214,000 deaths. This is likely to be a gross under 
reporting of the true COVID-19 disease burden. 
Vaccination rates remain low, with only 30% of the 
African nations having fully vaccinated 10% of their 
population against the disease compared to nearly 90% 
in many high-income countries. Just under half of the 
countries in Africa that have received vaccines have 
fully vaccinated just 2% or less of their populations.

In view of this, the WHO has launched a new 
community-based initiative in view of the absence 
of enough vaccines. This more proactive community 
programme should help in reducing transmission in a 
relatively young population which contributes to a high 
rate of asymptomatic infections. The initiative will use a 
‘ring strategy’ which will target people living within 100 
metres radius around each confirmed case to prevent 
further spread of the disease. This strategy has already 
been used previously during the recent outbreaks of 
EBOLA in West and Central Africa. The programme 
is being rolled out initially in eight African countries 
including Burundi, Côte d’Ivoire, Democratic Republic 
of the Congo, Guinea-Bissau, Mozambique, Republic of 
the Congo, Senegal, and Zambia.

COVID-19 and HIV
There were an estimated 1.5 new HIV infections and 
680,000 AIDS related deaths in 2020 worldwide, far 
higher than the Joint United Nations Programme on 
HIV/AIDS (UNAIDS) target to limit both to 500,000 per 
year. The brunt of these infections and deaths was in 
Africa. Even before the COVID-19 pandemic, a target 
set by UNAIDS for 73% of HIV positive people to be 

on antiretroviral drugs with full suppression of the HIV 
virus was missed.

There is no doubt that the COVID-19 pandemic 
reduced HIV treatment rates globally dealing a blow 
to the global fight against HIV. Nowhere was this 
felt more than in Africa. HIV professionals however 
in some countries battling to maintain services have 
come up with innovative ways of tackling the problem 
for example, in South Africa, a mobile medical 
service carrying nurses, counsellors and supplies of 
antiretroviral drugs was introduced and this became 
a lifeline during the COVID-19 lockdowns that made 
travel impossible. Other measures in some countries 
have included mailing out prescriptions, scaling up self-
testing and video/telephone consultations.

Regarding COVID-19 Vaccination in people with 
HIV, it should be noted that people with weakened 
immunity may also have a reduced immune response 
to COVID-19 Vaccination and additional doses may 
be required. There is no evidence so far of interaction 
between HIV drugs and the COVID-19 vaccines and 
as people with HIV are included in the current clinical 
trials more data should become available.

COVID-19 and TB
Patients with Tuberculosis (TB) tend to have poorer 
outcomes following COVID-19 infections. Both 
pulmonary TB and COVID-19 primarily affect the lungs. 
In addition, TB patients are usually compromised. There 
are more than 10 million active TB cases worldwide 
according to WHO. The majority of these are in Asia 
especially India and in Africa.

Deaths from TB have increased globally for the first 
time in more than a decade. According to the WHO 
Global Tuberculosis Report 2021, rising to 1.5 million 
in 2020 compared to 1.4 million in 2019. As COVID-19 
has swept across the world, Health Systems have come 
under strain. Lockdowns and stigma have reduced 
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people’s ability to seek care. Reduced access to TB 
diagnosis and treatment has resulted in increased TB 
morbidity and mortality. Funding for TB has reduced as 
the world has concentrated on battling the COVID-19 
Pandemic. It should be remembered that TB is second 
only to COVID-19 as the leading cause of death 
worldwide from a single infectious agent, according to 
the WHO.

Access to vaccines
Equitable access to safe and effective vaccines is 
critical to controlling the COVID-19 pandemic. It is 
encouraging to see that we now have a range of safe 
and effective vaccines available as well as others in 
development.

The COVID-19 pandemic has significantly 
impacted the whole world. Many people recognise 
that the control of the pandemic relies on the 
management of the disease in all countries. Vaccines 
are widely thought to be at the forefront of a solution 
to the global pandemic. All countries around the 
world are trying to provide enough vaccines for their 
populations but low-income countries have been 
constrained by several factors in vaccinating their 
populations.

Low-income countries particularly in Africa are 

often constrained in being able to negotiate favourable 
vaccine supply arrangements and additionally may not 
have the infrastructure to develop local manufacturing 
capability. Another barrier is the so called ‘Vaccine 
Nationalism’ which refers to the pursuit of vaccines in 
the national interest such as through supply agreements 
or export bans, including where this might be to 
the detriment of other countries. It should be noted 
that citizens within a country cannot be protected 
completely against a threat, such as a virus, that does 
not respect borders. A global public health response to 
the COVID-19 pandemic requires developing solutions 
that are not constrained by borders. Many developed 
countries have now vaccinated significant proportions 
of their populations while some low-income countries 
are yet to give a single dose of COVID-19 vaccine.

Public opinion in the developed countries 
is beginning to realise that COVID-19 will only 
be contained, and new mutations stopped if the 
vaccination programme is rolled out throughout the 
world. While vaccines have been donated, we are not 
yet having enough vaccines to deal with the COVID-19 
pandemic everywhere. We must keep reminding 
ourselves of the reason for ensuring mass vaccination 
of the entire world. No one is safe anywhere until 
everyone is safe everywhere.
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Beyond COVID-19: Africa and the future of 
global health governance  

Obijiofor Aginam gives an overview of what global health governance is 
and what it is likely to look like after the pandemic

Obijiofor Aginam, PhD, a Nigerian-Canadian legal scholar, 
is Principal Visiting Fellow & Head of Governance for Global 
Health in the United Nations University-International Institute 
for Global Health, Kuala Lumpur, Malaysia.

Global health literature is replete with seminal works 
that explore the porosity of territorial boundaries 
of nation-states to the menace of emerging and re-
merging infectious diseases. As often stated, pathogenic 
microbes do not recognise the geo-political boundaries 
of countries neither do they respect the sovereignty of 
nation-states. Unlike humans, disease pathogens do 
not carry national passports that identify their country 
of origin. The globalisation of public health postulates 
that state sovereignty is an anachronistic concept in 
the microbial world. As Nobel Laureate Lederberg 
and Brundtland have postulated, the globalisation of 
the world political economy that is driven in complex 
ways by the transcontinental movement of people, 
goods and services has also globalised disease and 
allied microbial threats across nation-states and 
societies. Notwithstanding the emergent paradigm of 
the globalisation of public health, contemporary global 
health governance policy frameworks remain largely 
nationalistic, protectionist, and isolationist often driven 
by hard-nosed realism. Drawing on the lessons thus 
far from the global response to COVID-19 pandemic, 
this article articulates an African perspective on global 
health governance in an inter-dependent world where 
national, regional, and global health policies are shaped 
by the realpolitik of strategic interests of states and 
influential non-state actors. 

Governance, albeit often contested,1 is generally 
accepted to refer to the ‘processes and institutions, 
both formal and informal, that guide and restrain 
the collective activities of a group’2 or the ‘many 
ways individuals and institutions, public and private, 
manage their common affairs…. a continuing process 
through which conflicting or diverse interests may be 
accommodated and co-operative action may be taken’.3 
Governance is not synonymous with Government; 
neither does it necessarily derive its legitimacy from 
a formalised governmental authority.4 Governance 
involves diverse and multiple public and private actors 
including nation-states, private firms, civil society, and 
nongovernmental organisations (NGOs). 

While nation-states remain the most important actors 
in world politics, global governance in contrast to the 
classic international governance, ‘views the globe 
as a single place within which the boundaries of the 
interstate system and nation-state have been eroded. …

The processes and mechanisms of global governance 
are diverse, as are the actors and structures that 
participate in them.5 Global health governance refers to 
the ‘use of formal and informal institutions, rules, and 
processes by states, intergovernmental organisations, 
and nonstate actors to deal with challenges to health 
that require cross-border collective action to address 
effectively’.6 To effectively address newly emerging and 
re-emerging health issues in an age of globalisation, 
we need to re-design a governance architecture that 
aligns the strategies and interests of all the relevant 
actors: nation-states and international organisations, 
and a collection of non-state actors: civil society, non-
governmental organisations, business and corporations, 
and philanthropic foundations. Stressing the complexity 
of the governance architecture for global health, Zacher 
and Keefe observed that, ‘contemporary global health 
governance is complicated and messy; it is comprised 
of numerous and varied actors with competing values, 
interests and motivations’.7 

COVID-19 including the availability and global 
distribution of vaccines and tools to control the 
pandemic has implicated the interests of the varied 
actors in global health governance. What then is the 
place of Africa in this complicated and messy global 
health governance architecture? How best can the 
interests of 1.3 billion Africans be served in a time 
of global pandemic like COVID-19? To answer these 
questions, we need to articulate an African perspective 
on global health governance. 

The globalisation of public health
The ‘globalisation of public health’ refers to the 
cumulative impact of the cognitive, spatial, and 
temporal dimensions of global interdependence on 
public health across the transcontinental distances 
that separate different regions and societies across 
the world.8 The globalisation of the world’s political 
economy creates opportunities for disease pathogens 
to travel transcontinental distances with the speed of 
a jet. With the huge volumes of goods and services 
traded across nations daily, the hundreds of millions of 
people crisscrossing the borders of countries on board 
the aircraft, globalisation offers global superhighways 
to pathogenic microbes. Although travel and human 
movements have historically led to the spread disease 
across societies,9 the 21st century globalisation has 
added new dimensions to this age-old phenomenon. 
According to the UN World Tourism Organisation (UN 
WTO), ‘over one billion tourists traveled internationally 
in 2012’,10 and this is estimated to hit 1.8 billion by 
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2030.The globalised nature of newly emerging and 
re-emerging infectious diseases in an inter-dependent 
world has shattered the embedded orthodoxy of the 
distinction between national and international health 
problems. As Bruntland observed about two decades 
ago ‘in the modern world, bacteria and viruses travel 
almost as fast as money. With globalisation, a single 
microbial sea washes all of humankind. There are no 
health sanctuaries.’11

Pandemic politics
Given its rapid worldwide spread and severity, WHO 
declared COVID-19 a pandemic on 11 March 2020, 
and called on all countries to ‘take a whole-of-
government, whole-of-society approach, built around 
a comprehensive strategy to prevent infections, save 
lives and minimise impact’. Globally, as of 22 October 
2021, there have been 242,348,657 confirmed cases 
of COVID-19, including 4,927,723 deaths, reported 
to WHO.12 Although the African Region so far has 
the least number of reported cases and deaths, there 
are compelling reasons for an urgent reassessment 
of Africa’s response and preparedness to COVID-19 
and future pandemics. First, COVID-19 pandemic is 
not simply a health crisis. It is a developmental crisis 
that threatens to scale back gains made by most Low- 
and Middle-income Countries towards achieving the 
Sustainable Development Goals (SDGs). In February 
2021, Global Development of The Guardian stated 
that ‘two decades of progress in the reduction of 
extreme poverty, the elimination of which is one of the 
sustainable development goals, have been pushed into 
a sharp reverse by a combination of the impact of the 
Covid-19 pandemic, the growing climate emergency 
and increasing debt’.13 

Another compelling reason to reassess Africa’s 
response and preparedness is the ‘betrayal of trust’14 
driven by limited access and availability of COVID-19 
vaccines in Africa, a scenario that has been variously 
characterised as vaccine protectionism, vaccine 
nationalism,15 and vaccine apartheid.16 Vaccine 
protectionism is a conscious effort by industrialised 
countries to stockpile vaccines and fully vaccinate their 
populations before sharing vaccines with the Low- and 

Middle-income Countries (LMICs). It is an isolationist 
policy that reechoes the fourteenth century practice of 
cordon sanitaire, an effort to insulate a healthy society 
from an unhealthy one to prevent the importation of 
disease. Vaccine protectionism draws parallels with 
cordon sanitaire practiced by the ‘civilised’ world 
between the fourteenth and nineteenth centuries with 
the sole motivation of protecting civilised Europe from 
the exotic disease and pathogens that emanated from 
the uncivilised non-European societies.17 The present 
North-South health divide conjures images of a systemic 
exclusion of the uncivilised from the dividends of global 
public goods for health in a time of unprecedented 
global pandemic. 

COVID-19 and beyond: A postscript
If infectious diseases will ‘surely remain as one of 
the fundamental determinants of human history’, 
it is pertinent to assess the response capacity and 
preparedness of African countries to the morbidity and 
mortality burdens of newly emerging and reemerging 
infectious diseases; and if governance responses to 
disease has been efficient and fair across the developing 
world, especially Africa. Africa has remained at 
the peripheries of global health governance from 
the nineteenth century public health diplomacy to 
the present-day global health diplomacy (driven by 
networks of global interdependence). There has always 
been a conscious effort by the industrialised world to 
create a health sanctuary, a cordon sanitaire that seeks 
to maximise the health security of their populations. As 
the politics of access to COVID-19 vaccines has proven, 
one objective of this cordon sanitaire is the prioritisation 
of the health of the populations of the industrialised 
world over those of the LMICs. In this embedded 
orthodoxy, Africa remains a conspicuous victim of the 
inequities of vaccine apartheid. 

To address this ‘fatal imbalance’ in contemporary 
global health governance, I propose three non-
exhaustive policy pathways for African countries:

(1). They should urgently align their health, trade, 
and foreign policy interests towards a coherent and 
pragmatic global health diplomacy framework that 
underscores the inexorable linkages of corporate 
interests driven by intellectual property regimes 
(patents) and public health. Several policies outside 
the health sector have a significant impact on health. 
Lessons from the late 1990s have shown how trade-
related intellectual property policies impeded access 
to antiretroviral drugs for HIV/AIDS. Building on these 
lessons, it is commendable that on 2 October 2020, 
South Africa aligned with India to officially request the 
World Trade Organisation (WTO) to allow all countries 
to choose to neither grant nor enforce patents and other 
intellectual property (IP) related to COVID-19 drugs, 
vaccines, diagnostics, and other technologies for the 
duration of the pandemic, until widespread vaccination 
is in place globally, and most of the world’s population 
has developed immunity. African countries should 
now and in the future actively engage this trade-driven 
global health governance architecture where the 
strategic interests of leading industrialised countries and 
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influential corporate entities intersect.
(2). They should devise ingenious ways to maximise 

the public-private partnership opportunities in bilateral 
investment schemes to develop and sustain partnerships 
and local capacities for production of drugs, vaccines, 
and related tools for emerging and reemerging diseases. 
Specifically, on vaccine production for CVID-19, a 
few African countries have positioned themselves as 
good candidates for sustainable vaccine production. As 
widely reported in literature, Aspen Pharmaceuticals, a 
South African company is now producing the Johnson 
and Johnson COVID vaccine. Algeria is producing 
Russia’s Sputnik V vaccine and Chinese Coronavirus 
(SinoVac) vaccine. Senegal, Rwanda, and Egypt have 
developed local capacities to produce at least one 
ingredient needed for vaccine production leading to 
credible speculation that BioNTech is considering 
producing mRNA vaccine in those countries.18 

(3). They should urgently prioritise Research and 
Development (R&D) funding and investments and 
jointly partner with Africa Centres for Disease Control 
and Prevention (Africa CDC) to capitalise, fund, and 
sustain a Pan-African regional biotech hub. In line 
with the mission of Africa CDC to ‘support public 
health initiatives of Member States and strengthen the 
capacity of their public health institutions to detect, 
prevent, control and respond quickly and effectively to 
disease threats’, prioritising R&D funding would most 
certainly usher in a ‘new era of vaccine sovereignty’19 in 
Africa.. It is simply too risky during a global pandemic 
to subject 1.3 billion African lives to a donor-driven 
vaccine facility like COVAX that is largely dependent on 
charity and voluntary donations. 

In conclusion, because Africa has historically been 
on the peripheries of the international system, the 
task of articulating a coherent African perspective on 
global health governance must confront the embedded 
interests and structures of the system that privilege 
the most powerful states and non-state actors. We 
must recognise the simple but age-old fact that public 
health is not just about disease. Health, in the global 
arena, is politics. In the 21st century, most activities 
that significantly influence public health outcomes 
occur outside the health sector. These health-impacting 
activities mostly occur in the arena of international 
economic and trade relations often motivated by the 
strategic interests of individual countries, and the 
profit-oriented interests of powerful corporate actors. 
Any pragmatic African perspective on global health 
governance during COVID-19 and future pandemics 
must, among other things, address the health-related 
impacts of trade and investment regimes often typified 
by strong enforcement of intellectual  
property agreements. 
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A hundred years of Bacillus Calmette-
Guerin: reasons to celebrate

A review article by Peter Eriki, Harman-Joseph Kawuma and  
Francis Adatu Engwau 
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Adatu-Egwau, Former TB/LEP National Manager Uganda.

Humans have been infected with Mycobacterium tuber-
culosis, the organism which causes tuberculosis disease 
(TB) for millennia. TB is one of the oldest infectious 
diseases in recorded history. It is preventable, treatable, 
and curable, but still devastates lives, livelihoods, and 
economies globally. In the past 200 years, the disease 
has claimed over a billion lives.

The introduction of Bacille Calmette-Guérin (BCG) 
vaccine and chemotherapy in the past century marked 
an important advance in the history of tuberculosis, 
leading to optimism in fighting the disease. To date, 
BCG remains the most widely used vaccine worldwide 
and has been given to more than 4 billion individuals 
with astonishing safety records.1,2 Through their research 
into the mechanisms of tuberculosis infection carried 
out from 1905 to 1918, Calmette and Guerin demon-
strated that injecting small doses of weakened animal 
bacilli could be used as a protective vaccine against TB. 
They cultured the bacillus and found that successive 
culturing weakened it.3 Unfortunately, the research had 
to stop during the 1st World War; but was resumed in 
1918. By 1921 the tubercle bacillus had been sub-
cultured 230 times, and it was so weakened that it was 
believed that it could confer immunity without causing 
disease in human. 

The BCG vaccine was first used in humans in 1921 
when it was given to a child in Paris by Dr Weil-Hale. 
The baby’s mother, who had tuberculosis, had died just 
after the baby was born, and the baby was due to be 
brought up by its grandmother who also had tuberculo-
sis. The baby was given 6 mg of BCG orally. During the 
next three years a further 317 infants were also vacci-
nated.4

Effectiveness and safety
Between 1927 and 1928 Calmette published and 
reported on 969 children that had been vaccinated 
with BCG, of whom 303 had mothers with TB, and 
the remainder had close contact with the disease. Of 
these children only 3.9% died of tuberculosis, and the 
comparable death rate for unvaccinated children was 
32.6%.4 

Despite criticism of Calmette in the medical press 
due to the high mortality associated with the vaccine, 
the Conference of the League of Nations in Paris in 

1928 recognised the vaccine as safe and its use was 
encouraged.

The Lubeck disaster
The BCG vaccine nearly came to an end in 1930 when 
the Lubeck disaster occurred which also cast doubts 
on the safety of BCG. Out of 252 recipient of BCG in 
the German city of Lubeck, 72 developed TB and died 
from the disease within a year. However, a subsequent 
investigation carried out by German TB experts revealed 
that the vaccine originally from the Pasteur Institute in 
Paris was contaminated with a distinct virulent human 
strain during its preparation in the laboratory at Lubeck. 
Two people who had worked in the local laboratory 
were sent to prison in 1932 for ‘bodily injury due to 
negligence’.5

Although the BCG vaccine itself was eventually 
exonerated as the cause of the Lubeck disaster, its use 
declined for several years afterwards, particularly in 
England where a number of people felt that Calmette’s 
views on its safety had not been universally accepted. 
Fears had been expressed that a virulent strain of bacilli, 
when injected into the human body, might regain its 
virulence. These fears though were to prove unfounded, 
and eventually, with a resurgence of TB during the 
2nd World War, the BCG vaccine was again used on a 
massive scale and public confidence in its safety was 
restored.

Different strains
The BCG vaccine was disseminated throughout the 
world in the late 1920s. It was propagated in the same 
conditions as at the Pasteur Institute, and with the same 
aims. These aims were to prevent BCG from reverting 
to the virulent form, whilst preserving its potency and 
effectiveness.6 Over the next few decades each of these 
laboratories developed its own sub strains, or ‘daughter 
strain’ of BCG. These became called by the labora-
tory, country or person’s name with which they were 
associated - for example the ‘Japanese’, ‘Moscow’ and 
‘Gothenburg’ strains.

BCG vaccines today
There are several BCG vaccines in use today. The major 
producers for the international market are Pasteur-
Merieux-Connaught, the Danish Statens Serum Institute, 
Evans Medeva, and the Japan BCG Laboratory in Tokyo. 
Each of these BCG vaccines is produced in a different 
manner, and they are recognised to differ in various 
qualities, such as the proportion of viable cells per 
dose.6
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Presently, the majority of the world’s population is 
supplied with BCG vaccine procured by The United Na-
tions Children’s Fund (UNICEF) on behalf of the Global 
Alliance for Vaccines and Immunization (GAVI). There 
have been three studies investigating protective efficacy 
induced by different BCG vaccine strains. In two studies 
(with between 4- and 50-yr follow-up), BCG Pasteur was 
associated with statistically significantly better protec-
tive efficacy than BCG-Phipps or BCG-Glaxo.7 In the 
third study (with 15-yr follow-up), BCG-Denmark had a 
greater protective efficacy than BCG-Pasteur (25% and 
17%, respectively).8

Since these studies give only limited information 
about protective efficacy afforded by the BCG vaccine 
strains commonly in use, BCG-Phipps and BCG-Glaxo 
are no longer in use and BCG-Pasteur is used in very 
few countries. 

Identifying the optimal BCG Vaccine strain has 
major implications First, given the large population of 
infants receiving BCG each year even a small incre-
ment in protective immunity resulting from the use of 
a particular BCG strain would translate into improved 
protection against TB for a large number of children. 
Second, a range of new TB vaccines are under develop-
ment, including vaccines designed to replace BCG and 
vaccines designed to boost BCG.5 The most advanced 
are sub-unit or live vector-based booster vaccines 

designed for use after administration of a priming dose 
of a current BCG vaccine. It therefore remains important 
to determine which BCG vaccine strain induces the best 
primary immune response against TB for subsequent 
boosting.

One of the recent studies by Ritz et al9 concluded 
that there are significant differences in the immune 
response induced by different BCG vaccine strains in 
newborn infants. Immunisation with BCG-Denmark or 
BCG-Japan induced higher frequencies of mycobacte-
rial-specific polyfunctional and cytotoxic T cells and 
higher concentrations of Th1 cytokines than immunisa-
tion with BCG-Russia. These findings have potentially 
important implications for global anti-tuberculosis 
immunisation policies and future tuberculosis vaccine 
trials. 

Although the efficacy of the BCG vaccine continues 
to be controversial, live attenuated BCG is still the only 
vaccine in use for the prevention of TB in humans. It is 
effective against the severe forms of TB and its use pre-
vents a large number of deaths that would otherwise be 
caused by TB every year. The choice of the BCG strain 
to be used for vaccination remains an important issue. 
Currently, it is difficult to determine which strain should 
be used and further detailed analysis of the genomics 
and immunogenicity of BCG sub-strains may provide an 
answer to this important question. 
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Other benefits of BCG
The role of BCG in other mycobacteria infection 
control (Mycobacterium Leprae and Mycobacterium 
ulcerans): Although BCG vaccines until now are not 
specifically indicated for prevention of leprosy, there 
is evidence that BCG vaccination given at birth has 
also contributed to the significant decline in leprosy 
incidence, conferring higher protection than against 
TB. Further, BCG has been found to be effective 
against other mycobacterial infections such as Buruli 
ulcer disease. BCG vaccination has also been reported 
to have beneficial non-specific effects (NSE), in 
particular reducing all-cause infant mortality in certain 
settings.11

BCG and Covid-19: A multivariable analysis con-
ducted by Danielle Klinger et al12 revealed significantly 
improved COVID-19 outcomes in countries with higher 
BCG vaccination coverage. This followed the outbreak 
of COVID-19 pandemic that started in China and had 
spread within three months to the entire globe. They 
were testing the hypothesis that vaccination against TB 
by BCG vaccine correlates with a better outcome for 
COVID-19 patients. Their analysis covers 55 countries. 
They found a strong negative correlation between the 
years of BCG administration and the number of deaths 
per million (DPM) along with the progress of the pan-
demic, corroborated by permutation tests. The analysis 
of countries according to an age-group partition reveals 
that the strongest correlation is attributed to the cover-
age in BCG vaccination of the young population (0-24 
years). Furthermore, a strong correlation and statistical 
significance are associated with the degree of BCG 
coverage for the most recent 15 years, but no associa-
tion was observed in these years for other broadly used 
vaccination protocols for measles and rubella. They 
proposed that BCG immunisation coverage, especially 
among the most recently vaccinated seems to offer 
some attenuation to the spread and severity of the CO-
VID-19 pandemic.

Bagheri and Montazeri13 conducted an extensive 
review on BCG vaccine protection against COVID-19. 
They reiterated that BCG vaccine has been globally 
used to protect infants against TB for a century and that 
the vaccine has been shown to provide some degree 
of non-specific protection from other respiratory tract 
infections. This advantage has encouraged researchers 
to investigate the potential protection of this vaccine 
from COVID-19 infection. In their study, they com-
prehensively reviewed the latest articles on potential 
vaccine effectiveness on COVID-19 and summarised the 
possible impacts of BCG against COVID-19 in details. 
They also summarised the current and ongoing clinical 
trials on BCG and concluded that several clinical trials 
are under way in determining whether BCG could affect 
COVID-19. 

Conclusion and recommendations
The SAGE working Group of WHO,11 concluded that 
due to paucity of evidence to assess differences in the 
vaccine efficacy, effectiveness and safety of vaccina-
tion at different ages, no policy change regarding the 
age is justified. BCG vaccination at birth together with 

hepatitis B vaccination is strongly recommended. The 
group recommends continuing universal BCG vaccina-
tion in high incidence TB settings. They also expanded 
this recommendation of universal BCG Vaccination 
to high incidence leprosy settings regardless of the TB 
incidence. They further recommended for selective 
vaccination of individuals or groups at risk in low en-
demic countries, switching from universal to selective 
vaccination of HIV-exposed children, immune compe-
tent HIV-infected individuals on antiretroviral therapy 
(ART) and other special risk groups including adoles-
cents and adults. They expressed the urgent need for 
further research in the development of new vaccines, 
which should be tested for effectiveness against differ-
ent pathogenic mycobacterial infections and all-cause 
infant mortality.

During the United Nations High-Level Meeting 
(UNHLM) on TB in 2018,15 the world leaders commit-
ted to delivering new, effective, safe, equitable, and af-
fordable TB vaccines as soon as possible. With the on-
set of the recent Covid-19 pandemic, the world leaders 
further observed that it had pushed back progress on 
the global fight against TB considerably. The world 
leaders were therefore called upon to demonstrate the 
same leadership shown in developing COVID-19 vac-
cines to raise hopes that the slow-moving TB vaccines 
development process can be fast-tracked with strong 
political commitment, adequate funding, and faster 
research to deliver new TB vaccines by 2025 to meet 
the Sustainable Development Goals target to end TB 
by 2030.
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Oral and maxillofacial surgery in Africa

Solomon Obiri-Yeboah and colleagues reflect on its practice, its modes of 
training and its future on the continent 
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Oral and maxillofacial surgery is 
a surgical specialty based in the 
medical and dental sciences, which 
manages a wide range of orofacial 
and head and neck pathologies. The 
scope of practice ranges from dento-
alveolar procedures, maxillofacial 
trauma, head and neck oncology, 
salivary gland diseases, temporoman-
dibular joint disorders, correction of 
cleft lip and palate and craniofacial 
surgery etc.1,2 In spite of its well-defined scope of work, 
it is not well known especially in Africa. The general 
public including health workers have little or no idea 
what this specialty entails.1,3–6

Many are appraised of the scope of work of a dentist 
and other surgical specialists such as plastic surgeons, 
ortholaryngologist (ENT), ophthalmologist and neu-
rosurgeons etc, but not that of oral and maxillofacial 
surgeons (OMFS) even though they share a common 
anatomical region of practice (head and neck region)(3) 
Apart from the scope of work, the nature of training of 
the OMFS is also poorly understood. There is still a de-
bate on whether trainees should have a primary medical 
or dental degree or both; and the additional medical 
knowledge a dental graduate require; or how much 
dentistry a medical graduate should study in order to 
qualify as a Maxillofacial surgeon.7–9

This article aims to introduce the discipline of oral 
and maxillofacial surgery including the scope of prac-
tice, training and its future. It will hopefully help readers 
to broaden their knowledge and guide many medical 
and dental graduates who may be considering a choice 
of specialty.

Scope of work
The scope of work of the OMFS has evolved from den-
toalveolar surgeries to involve more complex multidisci-
plinary surgical cases such as craniofacial trauma, head 
and neck oncology, temporomandibular joint diseases, 
dental implatology, orthognathic surgery, craniofacial 
surgery and facial aesthetics. The work of the OMFS has 
a strong relationship with a large number of medical 
and dental specialties; including Accident & Emergency, 
Neurosurgery & Neurosciences, Ophthalmology, Clini-

cal Genetics, Clinical Oncology and 
Radiotherapy, Anaesthetics, Paediat-
rics, , Orthopaedics, ENT, Intensive 
Care, Orthodontics, Restorative 
Dentistry and other Dental Special-
ties.10 The scope might differ from 
country to country and surgeon to 
surgeon due to availability of skill, 
equipment, instrumentation and 
technology.

In Ghana, and most parts of Af-
rica, the scope of work is generalised where the surgeon 
manages a wide range of conditions in the maxillofa-
cial and head and neck regions. They deal mostly with 
dentoalveolar surgery, severe orofacial infections, facial 
trauma, jaw tumours, head and neck oncology, tem-
poromandibular joint diseases, cleft lip and palate, and 
in recent times cranio-maillofacial surgery in certain 
areas. 

A study in Ibadan, Nigeria showed that the scope 
of practice of oral and maxillofacial surgery is limited 
relative to what occurs globally. Traumatology, dento-
alveolar surgery, and cleft repair surgery were frequent 
while facilities were less satisfactory for implantology 
and orthognathic surgery.11

In the US, UK and South Africa, the practice of 
OMFS is quite broad; involving dentoalveolar surgery, 
dental implants, surgical correction of maxillofacial 
deformities, orthognathic surgery, cleft, and craniofacial 
surgery, maxillofacial trauma, temporo-mandibular joint 
surgery, pathological conditions, and reconstructive and 
cosmetic surgery.2

Modes of training
OMFS specialty training worldwide has always been on 
a pendulous track including purely dental or medical 
specialty models or integrating both basic degrees.16 
Training may be university based leading to a higher 
Master or Doctoral degree as pertains in some parts of 
Europe and East Africa or Postgraduate Medical College 
based leading to professional Membership and Fellow-
ship qualifications as pertains in several countries in 
West Africa, North America, and Australasia.

There are four basic models of education and train-
ing in oral and maxillofacial surgery: One that requires 
only a dental degree, one that requires both dental and 
medical degree, that requiring a medical degree and 
no or minimal dental training, and one that requires a 
combination of dental and medical education, but not 
degree-based i.e. stomatology.17 

In the United States and Canada, all training pro-
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grammes are dentally based and, although some oral 
and maxillofacial surgeons also obtain a medical de-
gree, most have only a Doctor of Dental Surgery (DDS) 
degree. However, they all achieve the same competen-
cies and are able to have the same scope of practice.17 

Formerly in the UK, the specialty was intensely 
dentally based, whereas on mainland Europe it was 
medically based. With increasing European integration, 
the UK has moved further towards the European model, 
requiring practitioners to have both dental and medical 
degrees.18 Even among the Eurpean countries the model 
Varies.17 

There are similarities in education and training 
among most of the Asian nations. All programs are den-
tally based and most also involve conducting research 
and obtaining a Ph.D. or MSc degree. The main excep-
tions are India, where only a dental degree is neces-
sary, and China, which has the stomatology system. 
The practice of OMFS in these countries is no different 
from what occurs in the European nations that require a 
medical degree.17

In Ghana and other West African countries, a quali-
fication in dentistry is enough to qualify for the training, 
after the trainee has successfully passed an entrance (pri-
mary) examination.22 The training is essentially a 6-year 
program which is divided into two; a three-year junior 
residency which will earn the trainee a Membership sta-
tus followed by an additional three-year senior residency 
which will lead to the award of a Fellowship.18–20

Regardless of the entry qualification, mode and path-
way of training, it is essential that the graduate specialist 
oral and maxillofacial surgeon acquires the full range 
of competencies expected of him. It is important that 
more emphasis is placed on the content of the training 
programme, which should be competency-based, rather 
than on the degree required for entering the training 
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programme. Once qualified, individual practitioners 
may develop subspecialty interests within the scope of 
practice. 

Future
Although there are many potential pathways for achiev-
ing standards of excellence in clinical care, sub spe-
cialisation provides one of the most appropriate ways of 
developing, promoting, and expanding a specialty.21 The 
way to grow the specialty in the developing world espe-
cially Africa, is for surgeons to go into sub-specialisation 
such as head and neck cancer, microvascular recon-
struction, temporomandibular joint surgeries, cranio-
maxillofacial trauma, craniofacial surgery, implantology, 
cosmetic facial surgery, etc.

The world is moving so fast with the advent of 
technology and Oral and maxillofacial surgery in Africa 
should embrace the new trends in the use of surgical 
technology and artificial intelligence for the care of pa-
tients. Some of these new surgical technologies include:

Digital planning and digital surgery
Today, a lot of surgical planning is done virtually or 
digitally before it is translated to the patient on the op-
erating table. Digital surgery allows for careful categori-
sation of a patient and documentation of the surgical 
approach to the ensuing outcomes. It has the potential 
to democratise surgical technique and learning. It can il-
luminate new information and insights about the patient 
to inform critical decisions made during the proce-
dure. It can improve outcomes by showing surgeons in 
advance the consequences and results of their choices 
made during the procedure. Eventually, digital surgery 
can restructure and improve competencies in the pro-
cedure, the preparation, and the recovery to allow even 
more patients to be treated.22 
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Below are brief descriptions of digital technologies 
that can be used in Oral and Maxillofacial surgery.

3D virtual imaging
This is the use of software to create three-dimensional 
(3D) images and models to simulate the anatomy 
and the procedure before the surgery. The 3D plan-
ning provides information that can be easily provided 
in a sequence of images that can be manipulated by 
the computer. Computed tomography (CT) and, more 
recently, cone-beam computed tomography (CBCT) pro-
vide volumetric images of the anatomic structure of a 
patient’s face. The data can be converted into 3D images 
of a patient’s craniofacial skeleton and soft tissue cover-
ings. It is also possible to interact with these 3D images 
simulating the surgery that will take place and provides 
information about the surgical outcome predictions in 
soft and hard tissues.23

Navigation systems
The introduction of CAD/CAM software during surgical 
procedures provides the surgeon an opportunity to per-
form virtual manipulations of the CT datasets preopera-
tively. This includes repositioning of the patient into true 
orthogonal planes and mirroring of the facial skeleton as 
well as virtual osteotomies and bony reductions. CAD/
CAM software programs have some utility in isolation 
but have limited clinical application unless some type of 
interactive tool is applied for use in the operating room. 
Intraoperative navigation provides this ‘real-time’ up-
date. Real-time guided surgical navigation has led to the 
development of a navigable Temporo Mandibular Joint 
(TMJ) arthroscope with an integrated working channel. 
This arthroscope could help in avoiding complications 
during TMJ puncture, or give additional information dur-
ing surgical treatment of high condyle fractures of the 
mandible.25

Robotic surgery
Robotically-assisted surgery was developed to over-
come the challenges of pre-existing minimally invasive 
surgical procedures and to improve the competencies of 
surgeons performing open surgery. The basis for the use 
of robotic surgery is to move the theory of precision and 
accuracy from industrialised processes towards medical 
purposes. A robotic surgery system has been estab-
lished in several surgical specialties and lately has been 
developed for the resection of tumors in the orophar-
ynx without the need for mandibulotomy by Transoral 
Robotic Surgery (TORS).25

Conclusion
Oral and Maxillofacial surgery is a specialty with differ-
ent pathways of training, any of which seeks to equip the 
surgeon with the basic knowledge and skills to operate 
within his/her limits of competence. The scope of work 
is wide and still evolving; especially with the advent of 
technology. The future for Africa is to move from ‘Jack-of-
all-Trades’ type of specialty to sub-specialisation.

Last but not the least, research in the field of oral and 
maxillofacial surgery should be advanced to improve 
understanding and outcomes.
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Global Handwashing Day 2021 

Carol Natukunda reports on how the simple act of cleaning hands can 
reduce illness

Carol Natukunda is a communication specialist at the African 
Center for Global Health and Social Transformation

The Global Handwashing Day (GHWD) is celebrated 
every October 15, to raise awareness about the im-
portance of washing hands with water and soap as an 
effective and affordable way to prevent diseases.

This year’s theme ‘Our Future is at Hand – Let’s 
Move Forward Together’ highlights the need for collec-
tive action to advance hand hygiene investments, poli-
cies, and programs. The current COVID-19 pandemic 
has shown how important it is control infection through 
preventive measures such as washing hands. This cre-
ates a unique opportunity for countries to implement 
long term programs. 

In Uganda, the African Center for Global Health and 
Social Transformation(ACHEST) is leading the imple-
mentation of the National Community Engagement 
Strategy(CES) for COVID-19 response 
which was launched in October 
2020 by the government of Uganda. 
To this regard, ACHEST with support 
from Japan International Cooperation 
Agency (JICA), hosted 5 simultaneous 
handwashing events in the districts of 
Luweero, Mukono, Busia, Amuru and 
Ngora. The highlight of the events were 
demonstrations by public health ex-
perts and village health teams on how 
individuals should wash their hands 
with water and soap and generally keep their homes 
clean to avoid COVID-19 and other illnesses. 

Under the CES project, model households in these 
districts have invented a simple innovation- the tippy-
tap consisting of a small water jerrycan and soap held 
onto a dry wooden stand and operated by a foot lever. 
One can wash without touching the stand – therefore 
stopping the spread of dirt and bacteria. The tippy tap is 
strategically positioned at the entrance of the house-
holds and near the latrine for every visitor to wash their 
hands. Health officials in these districts report that hand 
hygiene has seen a drop in the cases of diarrhea, dysen-
tery, eye infections among others. 

 In his GHWD message, the ACHEST Executive 
Director Prof. Francis Omaswa emphasised that disease 
prevention is a component of Integrated people-cen-
tered Primary Health Care. He reminded individuals 
to take responsibility for their personal health. ‘Your 
health is your responsibility, not the responsibility of the 
government,’ he said.

The State of the World’s Hand Hygiene report 

launched on GHWD 2021 by WHO and UNICEF says 
hand hygiene can reduce diarrhoeal diseases by 30 % 
and acute respiratory infections by 20 % and antimicro-
bial resistance. These diseases can be caused by patho-
gens (germs) transmitted through the air or via surfaces, 
food or human faeces. Because people frequently touch 
their face, food and surfaces, hands play a significant 
role in spreading disease, the report states. 

The WHO Regional Director for Africa, Dr Matshi-
diso Moeti in her handwashing day message observed 
that as part of the response to COVID-19, countries, 
partners and communities are already investing in hand 
hygiene to enable people wash their hands frequently. 
Handwashing facilities have been placed at bus stations, 
markets and health-care facilities. 

‘Homegrown solutions have popped 
up across Africa. Zambia has gone a 
step further, introducing mobile hand-
washing stations with ramps and levers 
that can be operated by knees, feet or 
hands for people living with disability. 
In Ghana, a taxi driver fitted an auto-
mated handwashing machine on his 
car for passengers to use. The challenge 
now is to scale-up these and other inno-
vations, and this is where public-private 
partnerships and funding incentives can 

play a key role. Through cooperatives or similar institu-
tions, governments could make available small loans to 
households for indoor plumbing and washbasins,’ stated 
Dr. Moeti

 The handwashing report notes that the rates of ac-
cess to hand hygiene facilities remain stubbornly low. 
Globally, 3 in 10 people – or 2.3 billion – do not have 
access to basic handwashing facilities with water and 
soap at home. Facilities are also missing in many health 
care facilities, schools and public places.

 WHO predicts that if countries invested about 
1USD per person in hand hygiene, all the households in 
the least developed countries could have handwashing 
facilities by 2030. This would provide basic protection 
against diseases, avert future outbreaks and save lives.

Community empowerment and engagement is 
important to ensuring that people have access to the 
services they need. Prof. Omaswa urged the local popu-
lation to form village intersectoral committees which 
meet regularly to look for solutions to issues affecting 
them. 

‘What you can’t the higher authorities. But they can 
only help you if you are interested to help yourselves,’ 
said Prof. Omaswa
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COVID-19: Vaccines, myths and 
misconceptions in Africa

Experts share their insights

Oliver Ombeva Malande,1,2,3,4 Andrew Munyalo Musyoki,5,6 Var-
setile Varster Nkwinika,6,7 Leonidah Nyamusi Omayo,1 Christine 
Karanja–Chege,8 Rachel Nakatugga Afaayo,1 Mutunga Nzoka,1 
Majdi Sabahelzain,9 Adolfine Hokororo,10 Deogratias Mun-
ube,1,3,11 Victor Eneojo Adamu,12,13. Institutions listed at end of 
feature. Deogratias Munube: deomunube@gmail.com; ORCID 
ID: 0000-0002-1312-6804. Victor Eneojo Adamu: v.adamu@
unicaf.org; ORCID ID: 0000-0003-3352-0021. Corresponding 
author: Oliver Ombeva Malande, East Africa Centre for Vac-
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Coronavirus disease (COVID-19) is an infectious disease 
caused by the SARS-CoV-2 virus. At the start of the 
pandemic, scientists and pharmaceutical companies 
frantically searched for an effective vaccine.1-4 Various 
platforms have employed traditional vaccine develop-
ment approaches like live attenuated virus, inactivated 
virus, recombinant-protein based, viral-like particles 
and explored newer platforms like non-replicating viral 
vector, replicating viral vector, peptide-based, DNA 
and RNA based vaccines.1-8 There are currently over 
300 COVID-19 candidate vaccines at different levels of 
development but about ten are currently being used.5,7,9 

The most widely used vaccines are Janssen-Ad26.
COV 2S, commonly known as Johnson and Johnson and 
AstraZeneca-Vaxzevria by AstraZeneca. These vector-
based COVID-19 vaccines5 use a harmless virus as a 
delivery system for the SARS-CoV-2 spike protein ge-
netic material into the human cell to produce the spike 
protein that triggers the immune system to develop im-
munity against COVID-19.9 The other most widely used 
vaccines are the Pfizer BioNTech-Comirnaty by Pfizer 
BioNTech and Moderna-mRNA-1273 by Moderna5 
which work by delivering the SARS-CoV-2 spike protein 
mRNA in an oil emulsion to the host cells, where the 
mRNA ‘blueprint for spike protein’ is then read and 
converted to spike proteins which trigger the immune 
system to develop immunity against COVID-19.5 

African countries have received COVID-19 vaccines 
through the COVAX facility (2), African Union’s African 
Vaccine Acquisition Trust (AVAT), and through bilateral 
agreements and donations from other countries. Other 
countries use the Gamaleya-Sputnik V by Gamaleya Re-
search Institute, Sinopharm (Beijing) by Sinopharm and 
the SII-Covishield by Serum Institute of India.5,7 

Myths and misconceptions 
Vaccine related myths are a leading cause of sub-
optimal vaccine uptake in the African region.10 In areas 
with a highly conservative and low-literacy population, 
leadership and governance are largely hierarchical, with 
traditional, religious and political leaders being seen 

as the unquestionable custodians of decision-making 
in the society.11 Scientific advice on health matters is 
usually accepted after being sanctioned by these com-
munity leaders and effects linger on for many years 
and continue to re-emerge and evolve with every new 
vaccine initiative.12 

The myths related to COVID-19 differ in content 
largely depending on four interconnected factors: 
socioeconomic status, literacy levels and religious af-
filiations of a population and general mistrust of novel 
therapies.12 

One of the most widespread and strongly held 
beliefs especially among the low income and literacy 
levels is that the COVID-19 vaccines are laced with 
harmful substances, including antifertility agents as a 
method to control the African population as well as HIV 
and cancer-causing elements to ensure that mortality 
from these diseases also contributes to reducing the 
population growth rate.12 

In the age of technology, literate and younger people 
have the belief that receiving the COVID19 vaccine will 
introduce a microchip into the body that will transmit 
personal data to interested parties who may later use 
this data for harm is a popular myth. Another common 
myth is the alteration of the recipient’s genetic makeup 
by the mRNA vaccines to develop a chimeric breed of 
humans.4,12 The third category of myths is prevalent in 
people with strongly held religious beliefs. Sections of 
the religious faithful have linked the COVID-19 vaccine 
to the apocalyptic events where vaccination is likened 
to receiving the mark of the beast and turning away 
from the faith with subsequent eternal damnation. 

One conspiracy theory suggests that the World 
Health Organization (WHO) wants to prove that African 
countries cannot be self-reliant and find their own cure 
for Covid-19. Such rumours were spread to promote 
a herbal tonic in Madagascar. A mix of conflicting 
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information and outright misinformation circulated in 
South Sudan as a result of photos of prominent leaders 
wearing so-called ‘protective’ badges that claimed to 
repel viruses. 

The main public health concern around vaccine 
misinformation and has caused confusion subsequently 
leading people to decline vaccines and challenge/reject 
the health policies and interventions of the government/
non-government officials and international health agen-
cies.13-18 

Myths are can lead to either direct harm or distract 
the public from abiding by containment measures and 
vaccine uptake. The following are additional common 
myths and misconceptions that promote misunderstand-
ing about COVID-19 and COVID vaccines.17,19,20 

MYTH: You can protect yourself from COVID-19 by 
swallowing, injecting, bathing in or rubbing onto your 
body disinfectants, bleach or rubbing alcohols. 
Spraying and introducing bleach or another disinfectant 
into your body WILL NOT protect you against CO-
VID-19 and can be dangerous.5,9

MYTH: The new coronavirus was deliberately created 
or released by people. 
This is false. Occasionally, a disease outbreak happens 
when a virus that is common in an animal such as a pig, 
bat or bird undergoes changes and passes to humans.5,9 

FACT: Most people who get COVID-19 recover from it
Most people who suffer from COVID-19 experience 
mild or moderate symptoms and can recover fully if 
given good and adequate supportive care.5,9 

MYTH: Adding pepper to your soup or other meals 
prevents or cures COVID-19
Hot peppers can be used to flavor or make food tasty 
but cannot prevent or cure COVID-19.5,9 

MYTH: 5G mobile networks spread COVID-19
No virus can spread on radio waves/mobile networks. 
COVID-19 is spread through respiratory droplets when 
an infected person coughs, sneezes or speaks.5,9 

MYTH: Being able to hold your breath for 10 seconds 
or more without coughing or feeling discomfort means 
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you are free from COVID-19
Most COVID patients have no symptoms, and the most 
common symptoms of COVID-19 are dry cough, tired-
ness and fever. You cannot confirm it with this breathing 
exercise.5,9

MYTH: Vaccines against pneumonia protect against the 
COVID-19 virus
Bacterial vaccines against pneumonia, such as pneumo-
coccal vaccine and Haemophilus influenza type B (Hib) 
vaccine, do not protect against the new coronavirus.5

MYTH: Rinsing your nose with saline prevents CO-
VID-19
There is no evidence that regularly rinsing the nose with 
saline has protected people from infection with the new 
coronavirus.5,9

FACT: Antibiotics CANNOT prevent or treat COVID-19
Antibiotics work only against secondary bacterial infec-
tion if it occurs in COVID-19. Antibiotics do not work 
against viruses.5,9

MISCONCEPTION: There are medicines that prevent 
or treat the new coronavirus
To date, there is no specific medicine recommended to 
prevent or treat the new coronavirus.5,9 

MISCONCEPTION: If I have had the COVID-19 virus 
and am now recovered, I am immune
Yes, but you can get re-infected or contract COVID-19 
from a different variant. So, you need the vaccine and 
continue observing other containment measures.5,9

MYTH: COVID-19 vaccines are not safe
Like all vaccines, the COVID-19 vaccines followed 
rigorous safety testing process and showed no major 
safety concerns in trials.5,8,9,20 The FDA sets rigorous 
safety standards for vaccines to meet before they are 
approved, which include four phases. Similarly, in-
country regulators securitise safety data before authori-
sation.5,8,9,20 

MYTH: You don’t need the vaccine if you’ve already 
had the virus
Natural immunity does not last forever, and you can 
catch COVID-19 again.5,8,9,20 For those who have recov-
ered from COVID-19, new research shows that immu-
nity to the virus can last at least eight months. However, 
just because your body builds up natural immunity for 
a period after infection, you can get re-infected again. 
But a person who recovered from COVID develops 
immunity protection that is up to 7 times more robust 
than a person who never suffered COVID but got two 
doses of vaccine. The vaccine is the safest, fastest way to 
eliminate the virus.5,8,9,20 

MYTH: The COVID vaccine affects and can change a 
person’s DNA
The mRNA of COVID-19 vaccines enters cells, but not 
the nucleus of the cells where DNA resides.5,8,9,20 The 
mRNA does its job to cause the cell to make protein to 

stimulate the immune system, and then it quickly breaks 
down – without affecting your DNA.5,8,9,20

MYTH: COVID Vaccines will cause infertility
This is false. No vaccine causes infertility.5,8,9,20

MYTH: Kids can’t spread the virus
This is false. Children can both catch and spread the 
virus, a risk that goes up as the children get older.5,8,9,20

MYTH: We can achieve herd immunity by letting the 
virus spread in the community
Herd immunity through natural infection is not pos-
sible. Herd immunity occurs when enough people in 
a community contract and recover from a virus that 
they develop the natural immunity to protect them from 
the disease in future exposure; re-infections have been 
reported after initial recovery.5,8,9,20 

MYTH: We know COVID-19 doesn’t cause long-term 
damage
Studies have reported cases of very long road to recovery 
with many residual effects. Some show insomnia, tired-
ness, shortness of breath, persistent loss of sense of smell, 
and damage to the heart, lungs, kidneys, and brain.5,8,9,20

MYTH: Only the elderly or those with underlying 
health conditions will get seriously ill and require hos-
pitalisation for COVID-19
People of all ages can contract COVID-19 and are being 
hospitalised with severe disease.5,8,9,20

MYTH: Vitamin D supplements can prevent or even 
treat COVID-19
No study has proven that vitamin D supplementation 
prevents or treats COVID-19.8,9 

MYTH: Drinking water will flush COVID-19 from my 
system
Drinking water keeps your body functioning properly 
and feeling healthy. BUT this does not prevent the virus 
from entering your lungs.8,9 

MYTH: I tested negative for COVID-19 so I don’t need 
to quarantine.
If you have been to exposed to COVID-19, quarantine 
time helps to ensures that you have not contracted the 
virus.8,9

MISCONCEPTION: The COVID vaccine contains 
chemicals that harm the person who gets the vaccine
The truth is that the COVID vaccine contains active 
material(s) called antigens.8,9

The vaccines also contain inactive materials that 
include: 
1. Adjuvants like aluminium salts to enhance immune 

responses 
2. Preservatives (phenoxyethanol, formaldehyde, thi-

omersal / thimerosal, or antibiotics) prevent bacterial 
growth especially in multi-dose vaccines

3. Stabilisers (proteins or other compounds) extend the 
shelf-life of the vaccine
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4. Salts and acidic solutions (Na hydroxide, Na chlo-
ride, sodium borate and acetic acid) maintain pH

5. Diluents for reconstituting lyophilised or freeze-dried 
vaccines

MYTH: Getting the COVID-19 vaccine means I can 
stop wearing my mask and taking coronavirus precau-
tions
Vaccines only prevent you from developing severe CO-
VID-19. A vaccinated individual can still contract CO-
VID especially new strains (8, 9). Vaccinated individuals 
still need to practice infection prevention precautions.8,9

MYTH: Getting the COVID-19 vaccine gives you CO-
VID-19.
This is false. The COVID-19 vaccine does not contain 
the SARS-Co-2 virus, so you cannot get COVID-19 from 
the vaccine. The protein that helps your immune system 
recognise and fight the virus does not cause infection of 
any sort.8,9

MYTH: If I’m pregnant or breastfeeding, I definitely 
shouldn’t get vaccinated
This is False. It is fine for pregnant women to get the 
vaccine. Breastfeeding mothers who get vaccinated can 
pass protective antibodies to their babies through breast 
milk.8,9 

Management of vaccine misinformation 
Most studies mainly focus on two aspects, the psycho-
logical attitude connected to vaccination choice21-23 and 
the role of the internet and in particular social me-
dia.24,25 Public health authorities, social media compa-
nies and other organisations have attempted to address 
(counter) the spread of vaccine misinformation through 
various strategies, including moderation of vaccine 
misinformation on social media platforms, ensuring the 
public have access to accurate and reliable information, 
and providing education and guidance to people on 
how to address misinformation.14 Some of the initia-
tives to tackle vaccine misinformation and encourage 
vaccine uptake are aimed at specific minority ethnic 
groups and experts have emphasised the importance of 
ensuring factual information about COVID-19 vaccines 
is available in multiple different languages.26 Credible 
information is the key to fight vaccine misinformation. 
We thus encourage the use of nationally approved infor-
mation channels and websites of credible multinational 
organisations like the WHO and UNICEF.
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Physician part-time clinical work 
may be associated with poor 
patient outcomes
There is an increasing trend towards 
part time clinical practice among 
clinicians to allow for other career 
demands like research and admin-
istration. Whether they still provide 
quality patient care is an unanswered 
question. Researchers in the United 
States examined, through a nationally 
representative cross-sectional study, the 
association between the number of days 
physicians worked clinically, 30-day 
patient mortality and 30-day patient 
readmission. They found that patients 
treated by physicians who worked fewer 
clinical days had significantly higher 
30-day mortality. The association of 
number of days worked and 30-day 
readmission was not significant. The 
researchers recommended that institu-
tions may need to improve the sup-
port offered to physicians so they can 
offer quality clinical care amidst other 
important obligations. There is a need 
for more research on this subject, using 
more robust research methodology.
Kato H, Jena AB, et al. Association Between 

Physician Part-time Clinical Work and 
Patient Outcomes. JAMA Intern Med. 
2021 Sep 13:e215247. doi: 10.1001/
jamainternmed.2021.5247. Epub ahead of 
print. PMID: 34515730; PMCID: PMC8438618.

Routine versus clinically 
indicated replacement of 
peripheral intravenous catheters 
Peripheral intravenous catheters (PVCs) 
are increasingly being used in patient 
care. The preventable adverse event of 
peripheral intravenous catheter blood-
stream infections (PVC-BSIs) although 
not very common, is often severe. Re-
searchers in Switzerland answered the 
question of whether clinically indicated 
PVC replacement was associated with 
a higher risk of PVC-BSIs when com-
pared with routine replacement. They 
compared incidence rates of PVC-BSIs 
from three different time periods. In 
the baseline period PVCs were rou-
tinely replaced every 96 hours, in the 
intervention period PVCs were replaced 
when clinically indicated, in the rever-
sion period PVCs were again routinely 
replaced every 96 hours. They recorded 
significantly higher rates of PVC-BSIs af-
ter switching from routine replacement 

to clinically indicated replacement of 
PVCs. The rates of PVC-BSIs signifi-
cantly reduced after resumption of the 
routine replacement strategy. 
Buetti N, Abbas M, et al. Comparison of Routine 

Replacement with Clinically Indicated 
Replacement of Peripheral Intravenous 
Catheters. JAMA Intern Med. 2021 Sep 17. 
doi: 10.1001/jamainternmed.2021.5345. 
Epub ahead of print. PMID: 34533191.

Risk of overcorrection in rapid 
intermittent bolus vs slow 
continuous infusion therapies 
of hypertonic saline for patients 
with symptomatic hyponatremia
Use of hypertonic saline, an effective 
treatment for hypernatremia is not with-
out risk. One important risk is overcor-
rection during administration. There is 
inadequate evidence to inform proto-
cols for hypertonic saline administra-
tion to prevent overcorrection. Through 
a multicenter randomised controlled 
trial researchers compared the risk of 
overcorrection when hypertonic saline 
was administered by slow continuous 
infusion (SCI) or by rapid intermittent 
bolus (RIB) for the treatment of symp-
tomatic severe hyponatremia among 
patients from three hospitals in Korea. 
They found no difference in the risk of 
overcorrection and also found that both 
therapy modalities were effective and 
safe. However, they found that the RIB 
therapy was associated with a lower 
incidence of therapeutic re-lowering 
treatment and better efficacy in achiev-
ing sNa within 1 hour than SCI. In 
keeping with the current consensus 
guidelines, they suggested RIB as the 
preferred treatment modality for symp-
tomatic hyponatremia. 
Baek SH, et al. Risk of Overcorrection in Rapid 

Intermittent Bolus vs Slow Continuous 
Infusion Therapies of Hypertonic Saline for 
Patients With Symptomatic Hyponatremia: The 
SALSA Randomized Clinical Trial. JAMA Intern 
Med. 2021 Jan 1;181(1):81-92. doi: 10.1001/
jamainternmed.2020.5519. PMID: 33104189; 
PMCID: PMC7589081.

Treatment and outcomes of 
inpatient hypertension among 
adults with non-cardiac 
admissions
There is a high prevalence of elevated 
blood pressure (BP) among adults 
hospitalised on the medical wards. 
Guidelines for BP management in 
this category of patients, however, 
are lacking and there is paucity of 
evidence on the outcomes associated 
with intensifying BP treatment during 
these hospitalisations. Researchers in 
the USA, through a multicenter cohort 

General
study characterised clinician response 
to BP in the hospital and at discharge 
and compared outcomes associated 
with intensification of antihypertensive 
treatment. They specifically studied the 
association between acute hypertension 
treatment (defined as administration 
of an intravenous antihypertensive 
medication or a new class of an 
oral antihypertensive treatment) and 
subsequent inpatient acute kidney 
injury, myocardial injury, and stroke. 
Post discharge, they assessed for stroke 
and myocardial infarction within 30 
days and BP control up to 1 year. 
They found that patients whose high 
BPs were treated had higher rates of 
subsequent acute kidney injury and 
myocardial injury. Intensification 
of medication at discharge was not 
associated with better BP control in the 
following year.
Rastogi R, et al. Treatment and Outcomes of 

Inpatient Hypertension Among Adults With 
Noncardiac Admissions. JAMA Intern Med. 
2021 Mar 1;181(3):345-352. doi: 10.1001/
jamainternmed.2020.7501. PMID: 33369614; 
PMCID: PMC7770615.

Evidence of artemisinin-resistant 
malaria in Africa
Plasmodium falciparum resistance to 
derivatives of artemisinin, the main 
component of first-line treatments for 
malaria has been documented in South-
east Asian countries. The burden in 
Africa has not been assessed. Research-
ers in Uganda assessed for resistance 
to artemisnin among participants in a 
longitudinal study in Northern Uganda. 
Patients who had P. falciparum infec-
tion were treated with intravenous 
artesunate (a water-soluble artemisinin 
derivative) and the parasite clear-
ance half-life was estimated. Ex vivo 
parasite susceptibility and genotyping 
for resistance-related genes was also 
done. 14 of 240 patients who received 
intravenous artesunate had evidence 
of in vivo artemisinin resistance. The 
Single-nucleotide polymorphisms 
responsible for the mutation in Uganda 
were substantially different from those 
in Southeast Asia. In conclusion, there 
is independent emergence and local 
spread of clinically artemisinin-resistant 
P. falciparum in Africa. 
https://www.nejm.org/doi/full/10.1056/

NEJMoa2101746#author_affiliations

Long COVID syndrome-
associated brain fog
The long-COVID syndrome (LCS) 
associated primarily with cognitive 
dysfunction and fatigue has been 
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documented among some COVID-19 
survivors. More subtle but disturbing 
sequalae like brain fog have not been 
well documented. Researchers in 
Iran studied the frequency of brain 
fog in a large cohort of adult patients 
(18–55 years of age) with documented 
COVID-19 who survived the illness. 
Through a survey at least 3 months after 
hospital discharge 2696 patients were 
studied. 1680 (62.3%) reported LCS. 
LCS-associated brain fog was reported 
by 194 (7.2%) patients. Female sex, 
respiratory problems at the onset and 
intensive care unit (ICU) admission 
were significantly associated with 
reporting chronic post-COVID ‘brain 
fog’.
 Asadi-Pooya AA, Akbari A, et al. Long COVID 

syndrome-associated brain fog. J Med 
Virol.2021;1-6. doi:10.1002/jmv.27404

Effectiveness of Covid-19 
vaccines against the B.1.617.2 
(Delta) variant
There has been a documented increase 
in cases of COVID-19 attributed to 
the B.1.617.2 (delta) variant of the 
severe acute respiratory syndrome 
coronavirus 2 (SARS-CoV-2) globally. 
The effectiveness of the BNT162b2 and 
ChAdOx1 nCoV-19 vaccines against 
this variant is unclear. Researchers 
through a case-control study in England 
compared the proportion of cases 
with either the delta variant or the 
predominant strain (B.1.1.7, or alpha 
variant) by the patients’ vaccination 
status. Effectiveness after one dose of 
either vaccine was significantly lower 
among persons with the delta variant 
compared to those with the alpha 
variant. After two doses the differences 
in vaccine effectiveness were less 
significant. These finding highlight the 
need to support efforts to maximise 
vaccine uptake with two doses among 
vulnerable populations. 
Lopez Bernal J, Andrews N, et al. Effectiveness 

of Covid-19 Vaccines against the B.1.617.2 
(Delta) Variant. N Engl J Med. 2021 
Aug 12;385(7):585-594. doi: 10.1056/
NEJMoa2108891. Epub 2021 Jul 21. PMID: 
34289274; PMCID: PMC8314739.

Cabotegravir for HIV prevention 
in cisgender men and 
transgender women
Taking a daily pill is challenging for 
many people. Development of safe and 
effective long acting alternative agents 
for HIV pre-exposure prophylaxis (PrEP) 
would increase HIV prevention options. 
In this randomised non-inferiority trial 
long-acting injectable cabotegravir 

(CAB-LA, an integrase strand-transfer 
inhibitor [INSTI]) at a dose of 600 mg, 
given intramuscularly every 8 weeks 
was compared with daily oral tenofovir 
disoproxil fumarate-emtricitabine (TDF-
FTC) for prevention of HIV infection 
in at-risk cisgender men who have 
sex with men (MSM) and in at-risk 
transgender women who have sex 
with men. The trial was stopped early 
when review of the results of the first 
preplanned interim end-point analysis 
demonstrated efficacy of CAB-LA across 
all pre-specified subgroups. There 
were no safety concerns identified. In 
conclusion ‘CAB-LA was superior to 
daily oral TDF-FTC in preventing HIV 
infection among MSM and transgender 
women. Strategies are needed to 
prevent INSTI resistance in cases of 
CAB-LA PrEP failure’
Landovitz RJ, Donnell D, et al. Cabotegravir 

for HIV Prevention in Cisgender Men and 
Transgender Women. N Engl J Med. 2021 
Aug 12;385(7):595-608. doi: 10.1056/
NEJMoa2101016. PMID: 34379922; PMCID: 
PMC8448593.

Effects of time-restricted 
eating in women and men with 
overweight and obesity
Intermittent fasting is increasingly 
being promoted as a weight loss 
strategy for patients with obesity. 
Time-restricted eating (TRE) is a type of 
intermittent fasting that allows eating 
within a specific time period followed 
by a period of fasting. TRE has been 
associated with benefits in animal 
models but the research among the 
human population is still inadequate. 
Researchers, through a randomised 
controlled trial compared TRE (8-
hour eating window, 16 hours fast) to 
consistent meal timing (CMT) with three 
structured meals per day. They found 
no significant differences in weight loss 
between the groups and reported no 
reduction in metabolic markers in either 
group. They concluded that ‘Time-
restricted eating, in the absence of other 
interventions, is not more effective in 
weight loss than eating throughout the 
day’.
Lowe, Dylan A et al. ‘Effects of Time-Restricted 

Eating on Weight Loss and Other Metabolic 
Parameters in Women and Men With 
Overweight and Obesity: The TREAT 
Randomized Clinical Trial.” JAMA internal 
medicine vol. 180,11 (2020): 1491-1499. 
doi:10.1001/jamainternmed.2020.4153

Diet and lifestyle and the risk of 
gastroesophageal reflux disease
Even though specific dietary and life-
style changes are often recommended 
for the control of symptoms of gastro-
esophageal reflux disease (GERD), there 
is inadequate evidence on their effec-
tiveness. Researchers utilised the large 
cohort of participants in the Nurses’ 
Health Study II, a nationwide study 
established in 1989 whose participants 
complete detailed health questionnaires 
twice a year. They analyzed data about 
GERD or heartburn symptoms from 
almost 43,000 women aged 42 to 62 
who were questioned between 2005 
and 2017. They found that five diet 
and lifestyle factors, including; normal 
weight, never smoking, moderate-to-
vigorous physical activity for at least 30 
minutes daily, restricting coffee, tea and 
sodas to two cups daily, and a ‘prudent’ 
diet significantly reduced GERD or 
heartburn symptoms. 
Mehta RS, Nguyen LH, et al. Association of Diet and 

Lifestyle With the Risk of Gastroesophageal 
Reflux Disease Symptoms in US Women. JAMA 
Intern Med. 2021 Apr 1;181(4):552-554. doi: 
10.1001/jamainternmed.2020.7238. PMID: 
33393976; PMCID: PMC7783590.

Lifestyle intervention and 
prevention of type 2 diabetes in 
high risk groups: a randomised 
clinical trial
With the increasing numbers of adults 
developing deranged glucose me-
tabolism, there is an urgent need for 
evidence based interventions to prevent 
progression to type 2 diabetes. Re-
searchers in England assessed whether 
a group-based lifestyle intervention 
reduced the risk of progression to type 2 
diabetes in adults within a high-risk gly-
cemic category (elevated fasting plasma 
glucose level alone or an elevated 
glycated hemoglobin level with an 
elevated fasting plasma glucose level). 
They utilised a large multisite 3-arm, 
group-based, randomised clinical trial. 
The control group received usual care, 
participants in the intervention groups 
received a theory-based lifestyle inter-
vention of 6 core and up to 15 mainte-
nance sessions or the same intervention 
with support from diabetes prevention 
mentors (trained volunteers with type 
2 diabetes). They recorded significantly 
lower risks of type 2 diabetes in the 
intervention groups compared to the 
control and found that added support 
from trained volunteers did not further 
reduce diabetes risk.
Sampson M, Clark A, et al. Lifestyle Intervention 

With or Without Lay Volunteers to Prevent 

Lifestyle
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Type 2 Diabetes in People With Impaired 
Fasting Glucose and/or Nondiabetic 
Hyperglycemia: A Randomized Clinical Trial. 
JAMA Intern Med. 2021 Feb 1;181(2):168-
178. doi: 10.1001/jamainternmed.2020.5938. 
PMID: 33136119; PMCID: PMC7607494.

Mindfulness meditation versus 
headache education for adults 
with migraine: a randomised 
clinical trial
Despite migraine being a common 
cause of disability worldwide, many 
treatments are not very effective. There 
is growing research on non-medical 
interventions for migraine manage-
ment. Researchers set out to determine 
if Mindfulness-based stress reduction 
(MBSR) improves migraine outcomes 
and affective/cognitive processes 
compared with headache education. 
Through a randomised clinical trial 
89 adults who experienced between 
4 and 20 migraine days per month 
received MBSR (standardised train-
ing in mindfulness/yoga) or headache 
education (migraine information) 
delivered through groups that met for 2 
hours each week for 8 weeks. Change 
in migraine day frequency (baseline to 
12 weeks) was assessed for. Migraine 
frequency reduced similarly in both 
groups, however, MBSR was associ-
ated with improved disability, quality of 
life, self-efficacy, pain catastrophising, 
and depression with decreased experi-
mentally induced pain. The following 
conclusion was made; “MBSR may help 
treat total migraine burden, but a larger, 
more definitive study is needed to fur-
ther investigate these results’
Wells RE, O’Connell N, et al. Effectiveness 

of Mindfulness Meditation vs Headache 
Education for Adults With Migraine: A 
Randomized Clinical Trial. JAMA Intern Med. 
2021 Mar 1;181(3):317-328. doi: 10.1001/
jamainternmed.2020.7090. PMID: 33315046; 
PMCID: PMC7737157.

Long-term weight loss strategies 
for obesity
Treating patients with obesity is chal-
lenging and often requires holistic 
management with multiple interven-
tions, including lifestyle modification 
(diet and exercise), cognitive behavioral 
therapy, pharmacotherapy, and bariat-
ric surgery. The gains made are often 
short term. Researchers consolidated 
evidence from interventional and ob-
servational studies, and meta-analyses. 
They found that after 2 years, lifestyle 
interventions could enable weight loss 
of about 5%. Despite lifestyle interven-
tions being associated with weight 
regain, they can have substantial effects 

on type 2 diabetes and cardiovascular 
disease risk. Although 10-year percent-
age excess weight loss can exceed 50% 
after bariatric surgery, weight regain 
is likely. A multifactorial maintenance 
program that may require integration 
of diet, exercise, and pharmacotherapy 
is vital in mitigating weight regain. 
Behavioral therapy can be an impor-
tant complement to the maintenance 
program. Researchers concluded that 
a multidisciplinary clinical team that 
integrates diet, exercise, and pharmaco-
therapy is ideal for the management of 
obesity. Bariatric surgery is required to 
manage type 2 diabetes and obesity in 
select patients.
Kheniser K, Saxon DR, Kashyap SR. Long-Term 

Weight Loss Strategies for Obesity. J Clin 
Endocrinol Metab. 2021 Jun 16;106(7):1854-
1866. doi: 10.1210/clinem/dgab091. PMID: 
33595666; PMCID: PMC8427732.

Population level intervention for 
obesity and cardiovascular risks 
among japanese men
Population level interventions play a 
role in controlling major public health 
problems. It’s not clear if population-
level lifestyle interventions are associ-
ated with better population health 
outcomes. Men aged 40 to 74 years 
who participated in the national health 
screening program in Japan in 2018 
were studied. Those with waist circum-
ference of 85 cm or greater with 1 or 
more cardiovascular risk factors were 
assigned to the national intervention 
(counseling on healthy lifestyle and ap-
propriate clinical follow-up). Significant 
reduction in weight, body mass index 
and waist circumference 1 year after 
screening was documented. These gains 
diminished over time and were not 
significant by 3 to 4 years. The interven-
tion was not associated with changes in 
blood pressure, hemoglobin A1c level, 
or low-density lipoprotein cholesterol 
level in years 1 to 4. Researchers con-
cluded that ‘Among working-age men 
in Japan, the national health guidance 
intervention was not associated with 
clinically meaningful weight loss or 
other cardiovascular risk factor reduc-
tion. Further research is warranted 
to understand the specific design of 
lifestyle interventions that are effective 
in improving obesity and cardiovascular 
risk factors’.
Fukuma S, Iizuka T, et al. Association of the 

National Health Guidance Intervention for 
Obesity and Cardiovascular Risks With Health 
Outcomes Among Japanese Men. JAMA Intern 
Med. 2020 Dec 1;180(12):1630-1637. doi: 
10.1001/jamainternmed.2020.4334. PMID: 
33031512; PMCID: PMC7536624.

Effect of salt substitution on 
cardiovascular events and death
Previous evidence has demonstrated 
that salt substitutes with reduced 
sodium and increased potassium levels 
can lower blood pressure. Their safety 
and effect on cardiovascular outcomes 
is not well studied. Researchers in rural 
China assessed for the association of 
salt substitution on rates of stroke, major 
adverse cardiovascular events and 
death from any cause, plus the rates of 
clinical hyperkalemia. Through a large 
cluster-randomised trial they assigned 
participants who had a history of stroke 
or were 60 years of age or older and 
had high blood pressure to use a salt 
substitute (75% sodium chloride and 
25% potassium chloride by mass) or 
to continue using regular salt (100% 
sodium chloride). The salt substitute 
was associated with significantly better 
outcomes and had similar rates of 
serious adverse events attributed to 
hyperkalemia as with regular salt. 
Neal B, Wu Y, Feng X, et al. Effect of Salt 

Substitution on Cardiovascular Events 
and Death. N Engl J Med. 2021 Sep 
16;385(12):1067-1077. doi: 10.1056/
NEJMoa2105675. Epub 2021 Aug 29. PMID: 
34459569.

Intention to receive COVID-19 
vaccine during pregnancy: a 
systematic review
Even though there is evidence for 
safety of COVID-19 vaccination among 
pregnant women there is inadequate 
evidence on willingness to receive the 
vaccine. In this meta-analysis research-
ers assessed the level of intent to receive 
COVID-19 vaccination and demograph-
ical factors influencing vaccine uptake 
among pregnant individuals. Twelve 
studies contributing data from 16,926 
individuals who identified as pregnant 
were included in the meta-analysis. 
The estimated intention to receive 
COVID-19 vaccine among women 
who were pregnant was 47% (95% CI: 
38% - 57%), the lowest prevalence was 
in Africa 19% (95% CI: 17% - 21%) 
the highest in Oceania 48.0% (95% 
CI: 44.0% - 51.0%). Uptake of other 
vaccines like the influenza vaccine 
during pregnancy was associated with a 
higher intent to receive the COVID-19 
vaccine (OR = 3.03; 95% CI: 1.37-6.73; 
P 0.006). These findings highlight the 
need for context-specific approaches for 

MCH
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shared decision making and for focused 
public health messaging. 
Shamshirsaz AA, Hessami K, et al. Intention to 

receive COVID-19 vaccine during pregnancy: 
A systematic review and meta-analysis. Am J 
Perinatol. 2021 Oct 20. doi: 10.1055/a-1674-
6120. Epub ahead of print. PMID: 34670322.

Monochorionic diamniotic twins: 
What do I tell the prospective 
parents? 
Due to their shared circulation, 
monochorionic diamniotic twins face 
increased risks compared with dicho-
rionic twins, such as twin-twin transfu-
sion syndrome. Prospective parents of 
monochorionic diamnitic twins should 
therefore be counselled in detail. From 
a recent systematic review researchers 
synthesised the latest evidence on man-
agement and specific complications, 
with a focus on relevant information for 
prospective parents. They highlighted 
the following summary points to guide 
health care providers: Monochorionic 
twin pregnancies face higher risks 
because of the shared circulation; 
Monochorionic twins are diagnosed 
at the time of the 11-13 weeks’ scan; 
The majority result in the birth of two 
healthy children, mostly (85%) after 
32 weeks; In 15%, an inter-twin transfu-
sion imbalance occurs; From 16 weeks, 
fortnightly ultrasound assessments are 
recommended to detect any imbal-
ances; Timely intervention for twin-twin 
transfusion syndrome results in the sur-
vival of at least one twin in about 85% 
of pregnancies; Elective birth is recom-
mended between 36 and 37 weeks but 
60% are already born by that time. 
Lewi, L. Monochorionic diamniotic twins: What 

do I tell the prospective parents? Prenatal 
Diagnosis. 2020; 40: 766– 775. https://doi.
org/10.1002/pd.5705

Midwifery students’ experiences 
of COVID-19: Uncertainty and 
expendability
Researchers in Australia described 
midwifery students’ experiences of 
providing maternity care during the CO-
VID-19 pandemic. Through an online 
survey and semi-structured interviews 
they documented the experiences of 
147 students. The students reported 
that communication from hospitals and 
universities was confusing and inconsis-
tent so they relied on mass media and 
each other to remain updated. Online 
learning and isolation from peers made 
learning difficult. During clinical place-
ments, students felt that their value and 
contribution was dispensable, reflected 
in essential equipment such as per-

sonal protective equipment not always 
being available to them. Perceived 
compromised midwifery care increased 
students’ emotional burden, in the midst 
of difficult personal household respon-
sibilities and financial concerns. These 
findings could guide the management 
of midwifery education during future 
pandemics or health crises. 
Kuliukas L, Hauck Y, Sweet L, et al. A cross sec-

tional study of midwifery students’ experiences 
of COVID-19: Uncertainty and expend-
ability. Nurse Educ Pract. 2021;51:102988. 
doi:10.1016/j.nepr.2021.102988 

Spontaneous abortion following 
COVID-19 vaccination
Concerns regarding a risk of sponta-
neous abortion are potential barri-
ers to vaccination during pregnancy. 
Researchers reported findings from 
case-control surveillance of COVID-19 
vaccination during pregnancy and spon-
taneous abortion using data from health 
systems, representing approximately 
3% of the US population. Of 105,446 
unique pregnancies, 13,160 sponta-
neous abortions and 92,286 ongoing 
pregnancies were identified. Overall, 
7.8% of women received 1 or more 
BNT162b2 (Pfizer-BioNTech) vaccines; 
6.0% received 1 or more mRNA-1273 
(Moderna) vaccines; and 0.5% received 
an Ad26.COV.2.S (Janssen) vaccine 
during pregnancy and before 20 weeks’ 
gestation. The odds of exposure to a 
COVID-19 vaccination in the prior 28 
days were similar among those who had 
spontaneous abortions and those with 
ongoing pregnancies. Results were con-
sistent for mRNA-1273 and BNT162b2 
and by gestational age group. The 
researchers acknowledged a number of 
limitations but concluded that ‘despite 
limitations, these data can be used to 
inform vaccine recommendations and 
to counsel patients’. 
Kharbanda EO, Haapala J, DeSilva M, et al. Spon-

taneous Abortion Following COVID-19 Vac-
cination During Pregnancy. JAMA. Published 
online September 08, 2021. doi:10.1001/
jama.2021.15494

Safety and efficacy of a typhoid 
conjugate vaccine in children
Malawi participated in a five-year, 
multi-country randomised controlled 
trial to assess for efficacy of the Vi-
polysaccharide typhoid conjugate 
vaccine (Vi-TCV); the only typhoid 
vaccine licensed for use in children as 
young as 6 months. Children aged 9 
months to 12 years were randomised to 
receive Vi-TCV (single dose) or group-A 
meningococcal control vaccine (MenA) 
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and followed up for 18-24 months. The 
primary outcome was blood culture-
confirmed typhoid fever. The Vi-poly-
saccharide typhoid conjugate vaccine 
was found to be safe and 84 percent 
efficacious in protecting against typhoid 
fever among Malawian children aged 9 
months to 12 years.
Patel PD, Patel P, Liang Y, et al. Safety and Efficacy 

of a Typhoid Conjugate Vaccine in Malawian 
Children. N Engl J Med. 2021;385(12):1104-
1115. doi:10.1056/NEJMoa2035916
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David Olufemi Olaleye

Georgina Njideka Odaibo remembers a great virologist, excellent mentor 
and an academic giant

Georgina Njideka Odaibo Professor of Virology, University Col-
lege Hospital, Ibadan, University of Ibadan

The death of Professor Olufemi David Olaleye of the 
Department of Virology, University of Ibadan, in the ear-
ly hours of Tuesday 27 July 2021 came as a rude shock 
to the university and the wider scientific community. 
He was a great man who impacted many lives, both old 
and young. He was an excellent teacher and mentor, a 
father to many, defender of the oppressed, a forthright 
person who would stand for the truth even when every 
other person was against him. He was a researcher par 
excellence, highly knowledgeable, brilliant, intelligent 
and an epitome of humility. 

Professor David Olufemi Olalaye, was born on 21 
July 1954 in Ogbomosho, Oyo State, Nigeria, obtained 
the Doctor of Veterinary Medicine (DVM) degree in 
1981, Masters Vet Science (Diagnostic pathology) in 
1983 and PhD Virology in 1991, all from the University 
of Ibadan. He began serving the university in 1982 as 
Resident Veterinary Officer (Pathology). His journey as 
a virologist started when he was appointed a Lecturer 
in the Department of Virology, College of Medicine 
in 1986, and he rose through the ranks to the post of 
Professor of Virology in 1995. 

He would become one of the longest-serving profes-
sors in the university, a keeper of its history and memo-
ries, and contributed a great deal in this capacity.

Professor Olaleye served the University of Ibadan and 
Nigeria in various capacities. He was four times Head 
of Department of Virology; Dean of the Faculty of Basic 
Medical Sciences; Member, Presidential Committee on 
Claim of Cure for AIDS; Member, Presidential Commit-
tee on Avian Influenza outbreak; Member, National HIV 
Surveillance Committee and member, Oyo state CO-
VID-19 task force, just to mention a few. Until his death 
he was also an Adjunct Professor, Northwestern Univer-
sity, Chicago, Illinois, USA; one of the founding mem-
bers of the African Forum for Research and Education In 
Health (AFREhealth), a fellow of the African Academy of 
Science, a member of many national and international 
scientific and professional bodies, including the America 
Science Honors Society (Sigma Xi), the International 
Aids Society, the World Virology Congress, the Nigeria 
Veterinary Medical Association, the International Society 
for Infectious Diseases, the National Geographic Society 
(USA), the American Society for Microbiology, and the 
African Society for Laboratory Medicine.

One of Professor Olaleye’s research breakthroughs on 
HIV was the first isolation and characterisation of the 2nd 
HIV recombinant form (CRF02 during his Fogarty Interna-

tional Research Fellowship programme at the University 
of Southern California, Los Angeles, USA (1990-1992). 
This virus strain that he named IbNg (for Ibadan Nigeria) 
has been shown to be the predominant strain circulating 
in West Africa and a good candidate for development of 
vaccine in the region. Professor Olaleye was Principal 
(PI) and Co-PI of many grants including the NIH-support-
ed Medical Education Partnership Initiative in Nigeria 
grant (MEPIN), a grant for capacity development in six 
Nigeria universities (2010-2017) and the University of 
Ibadan MEPI Capacity Development Training for Junior 
Faculty (2015-2021). He had over 250 articles published 
in peer reviewed journals. Professor Olaleye was a Fel-
low of the Fogarty International Fellowship Program, at 
the University of California, Los Angeles, a DAAD and 
AvH Fellow (Germany), a Research Fellow at NIH and 
had several short-term research visits to the United States 
and Germany. He was a world figure in communicable 
diseases, including HIV and AIDS, Ebola and COVID-19. 
He championed the activities that controlled these dis-
eases in various significant ways.

Over the past twelve years his efforts were focused 
on developing research capacity among junior faculty 
at the Universities in Nigeria. With grants from the NIH, 
he spearheaded training on research capacity devel-
opment for faculty and postgraduate students (PhD 
and resident doctors) in six universities in the coun-
try. During his tenure as Dean of the Faculty of Basic 
Medical Sciences, he established a faculty conference, 
UniIbadan Conference of Biomedical Research (UCBR), 
and one of its objectives was to create a platform for 
young scientist within the country to show case their 
work, learn new ideas and establish networks. 

Professor David Olufemi Olaleye will be sorely 
missed by all who encountered him, for there was never 
a dull moment with him.
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1.  Which of the following statements are TRUE or 
FALSE concerning weight loss strategies for Obesity?

a.  Treating patients with obesity often requires holistic 
management with multiple interventions, including 
lifestyle modification (diet and exercise), cognitive 
behavioural, pharmacotherapy, and bariatric surgery 
therapy.

b.  The gains made after the above interventions are 
often short term.

c.  A multi-factorial maintenance program that 
may require integration of diet, exercise, and 
pharmacotherapy is vital in mitigating weight regain.

d.  Behavioural therapy does not play an important role 
to the maintenance program.

e.  Bariatric surgery is required to manage type 2 
diabetes and obesity in selected patients. 

2.  Which of the following statements are TRUE of 
FALSE regarding the effect of salt substitution on 
cardiovascular events and deaths

a.  Salt substitutes with reduced sodium and increased 
potassium levels can lower blood pressure. 

b.  Salt substitute in patients with high blood pressure 
is associated with significantly better outcomes of 
lower rates of stroke, major adverse cardiovascular 
events and death from any cause.

c.  The recommended salt substitute for patients with a 
history of stroke or are 60 years of age or older and 
have high blood pressure is 75% sodium chloride 
and 25% potassium chloride by mass.

d.  Adverse serious events in such patients are usually 
associated with hyperkalemia.

e.  The occurrence of stroke, major adverse 
cardiovascular events and death from any cause are 
not usually linked to clinical hyperkalemia. 

3.  Please indicate what is TRUE or FALSE concerning 
the safety and efficacy of Typhoid Conjugate Vaccine 

a.  Vi-polysaccharide typhoid conjugate vaccine (Vi-
TCV) is the only vaccine licensed for use in children 
as young as 6 months.

b.  Vi-TCV is not safe and efficacious in protecting 
against typhoid fever among children 9 months to 12 
years.

c.  An accurate way to determine safety and efficacy of 
Vi-TCV vaccination is a primary outcome of blood 
culture-confirmed typhoid fever after follow-up for 
18-24 months. 

d.  The Vi-polysaccharide typhoid conjugate vaccine is 
about 84% efficacious in protecting against typhoid 
fever among children 

e.  Group A-meningococcal vaccine can be used as 
control in testing safety and efficacy of typhoid 
conjugate vaccine.

4.  Which of the following statements are TRUE or 
FALSE regarding the treatment of migraine?

a.  Despite migraine being a common cause of disability 
worldwide, many treatments are not very effective. 

b.  Mindfulness-based stress reduction (MBSR) is 
associated with improved disability, quality of life, 
self-efficacy, pain and depression. 

c.  MBSR or headache education (migraine information) 
delivered through groups that meet for at least 2 
hours each week for 8 weeks both have similar 
outcomes in reducing migraine frequency.

d.  There is growing evidence of the positive value of 
non-medical interventions for migraine management. 

e.  All TRUE

5. Please indicate what is TRUE or FALSE concerning 
Artemisinin Malaria Treatment

a.  Plasmodium falciparum resistance to derivatives of 
Artemisinin has been document in Southeast Asia 

b.  The treatment of choice for patients with severe 
P.falciparum infection in Africa is intravenous 
artesunate (a water-soluble Artemisinin derivative). 

c.  There has been no evidence of in vivo Artemisinin 
resistance shown in Africa 

d.  Based on recent studies done in Uganda and 
elsewhere, there is evidence of emerging local 
spread of clinically Artemisinin-resistant P.falciparum 
in Africa.

e.  The burden of P.falciparum resistance to derivatives 
of Artemisinin in Africa has not been fully 
determined.

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

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

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

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

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