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Editor’s Note

Kenya is on schedule to transition from 
GAVI, the vaccine alliance, to fully finance 
the country’s vaccine programs by 2027. 

The COVID-19 pandemic, however, has become 
the overall focus of healthcare professionals and 
policymakers. 

The slow rollout of the COVID-19 vaccine has 
proven that the lack of local vaccine manufacturing 
capacity can lead to supply chain uncertainties, low 
roll-outs and inability to protect populations. 

By 2022, Kenya enters an ‘accelerated transition’ 
phase, which will see the GAVI subsidy reduce 
rapidly until 2027, at which point Kenya will pay 
the full GAVI-negotiated price.

In anticipation of GAVI’s transition from support 
for childhood vaccines, the Kenya vaccines technical 
working committee proposed consideration for 
immediate production of vaccines against polio, 
diphtheria, tetanus, pneumococcal pneumonia, 
rotavirus and hepatitis B, which currently do not 
have patents (see story).

Although the COVID-19 vaccination experience 
has affected Kenya’s Immunization program, the 
lessons learnt will be a revelation to reverse such 
setbacks.

Recently the government announced plans to 
set up a fill/finish capacity in 9 months otherwise 
referred to as drug product manufacture.

The plan to set up a fill and finish line has been 
lauded by many experts. It will allow for further 
collaboration with partners for multiple vaccines 
using a single formulation/filling line. 

The fill and finish capacity when in a 
phased approach step, can back up the vaccine 

Local Production 
Key to sustainable 
vaccines Program
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manufacturing value chain and install capacity 
to produce drug substance: antigen or active 
pharmaceutical ingredients. 

This approach is taking into consideration the 
vaccine investment risk upfront and builds on 
vaccine-manufacturing expertise in a manageable 
way.

There are fewer than 10 African manufacturers 
with vaccine production based in five countries: 
Egypt, Morocco, Senegal, South Africa and 
Tunisia. Of these, only one – Senegal – exports 
a WHO pre-qualified vaccine. There is limited 
upstream production with most local companies 
only engaging in packaging and labelling, and 
occasionally fill and finish steps.

However local vaccine manufacturing will not 
be an easy or swift process with numerous and 
substantial challenges expected around financing, 
technology transfer, market development and 
skills development. Researchers say that the 
COVID-19 vaccine experience presents first-
hand evidence for policymakers at a crucial 
time for countries to invest in local vaccine 
manufacturing. 

Noteworthy, there is a WHO prequalified 
vaccine syringes and covid test kits facility in 
Kenya.
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Health Infographics

COVID-19 vaccine doses administered per 100 people
For vaccines that require multiple doses, each individual dose is counted. As the same person may receive more
than one dose, the number of doses per 100 people can be higher than 100.

No data 0 1 5 10 20 40 60 80 100 120 >140

Source: Official data collated by Our World in Data – Last updated 15 July 2021, 14:00 (London time) OurWorldInData.org/coronavirus  • CC BY

Daily COVID-19 vaccine doses administered per 100 people
Shown is the rolling 7-day average per 100 people in the total population. For vaccines that require multiple doses,
each individual dose is counted.
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Source: Official data collated by Our World in Data – Last updated 15 July 2021, 14:00 (London time) OurWorldInData.org/coronavirus  • CC BY

Share of the population fully vaccinated against COVID-19
Share of the total population that have received all doses prescribed by the vaccination protocol. This data is only
available for countries which report the breakdown of doses administered by first and second doses.

No data 0% 1% 5% 10% 20% 30% 40% 50% >60%

Source: Official data collated by Our World in Data – Last updated 15 July 2021, 14:00 (London time) OurWorldInData.org/coronavirus  • CC BY

Share of people who received at least one dose of COVID-19 vaccine
Share of the total population that received at least one vaccine dose. This may not equal the share that are fully
vaccinated if the vaccine requires two doses. This data is only available for countries which report the breakdown of
doses administered by first and second doses.

Mar 4, 2021 Apr 5, 2021 Apr 25, 2021 May 15, 2021 Jun 4, 2021 Jun 24, 2021 Jul 13, 2021
0%

0.5%

1%

1.5%

Kenya

Source: Official data collated by Our World in Data – Last updated 15 July 2021, 14:00 (London time) OurWorldInData.org/coronavirus  • CC BY

July - August 2021 7



Pharma Briefs

A study has found that mixing and matching the 
Oxford/AstraZeneca and BioNTech/Pfizer Covid-19 
shots generates robust immune responses.

According to the study, conducted by Oxford Vaccine 
Group’s Com-Cov vaccine trial using different brands for first 
and second doses - appears to give good protection against the 
pandemic virus.

Researchers at Oxford University compared four dosing 
schedules involving the Pfizer and AstraZeneca shots: two 
using the same at four weeks and two mixing those four weeks 
apart, with comparable results.

Because of safety concerns, several European countries 
are already recommending that some or all people who were 
given a first dose of the vaccine developed by the University 
of Oxford, UK, and AstraZeneca in Cambridge, UK, get 
another vaccine for their second dose. 

Researchers hope that such a mix-and-match COVID-19 
vaccination regimens will trigger stronger, more robust 
immune responses than will two doses of a single vaccine, 
while simplifying immunization efforts for countries facing 
fluctuating supplies of the various vaccines.

Oxford University also say that its vaccine works even 
better when second doses are delayed beyond the usual 12 
weeks, or up to 11 months. It also said a third dose given 
at least six months after the second one gave a “substantial” 
increase in antibodies and a boost to immune responses, 
including against variants.

The U.S. Food and Drug Administration (FDA) warned 
that the Johnson & Johnson (J&J) Covid-19 vaccine 
is linked to a very small incidence of cases of a rare 

neurological disorder associated with other shots.
FDA added the warning language to the J&J shot’s label, 

after finding a handful of cases of GuillainBarré syndrome 
among the millions of people who have gotten the vaccine.

The company said that while the chance of such cases 
is very low, it exceeds the rate of normally reported cases 
among the general population by a small degree. “The shot 
is a valuable tool in the fight against the pandemic,” the 
company said. “Evidence has demonstrated that Johnson 
& Johnson’s single-shot Covid-19 vaccine offers protection 
against Covid-19 disease and prevents hospitalization and 
death, including in countries where viral variants are highly 
prevalent,” J&J added in a statement.

Another Covid-19 vaccine, from AstraZeneca PLC, 
which isn’t authorized in the U.S. but used in the U.K. and 
other countries, uses a technology similar to Johnson & 
Johnson’s. AstraZeneca’s shot also is linked to an increased 
risk of Guillain-Barré.

The FDA recommends use of the vaccine, saying the 
benefits outweigh the risks.

July - August 20218

Mixing AstraZeneca and 
Pfizer jabs gives strong 
immunity

J&J fined $ 2.1B for cancer causing Powder

US Drug regulator Adds 
Warning to Label of J&J 
Covid-19 Vaccine

By Samwel Doe Ouma  |  @samweldoe

By Samwel Doe Ouma  |  @samweldoe

By Samwel Doe Ouma  |  @samweldoe

Johnson & Johnson has been fined $2.1bn indamages to 
22 women who blamed their ovarian cancer on asbestos 
in the drugmaker’s baby powder, after the US Supreme 

Court refused to review the case.
The judgment is the largest against the company, which 

has battled a wave of litigation and lost several cases as 
thousands of people claimed the product had led to cancer

 “The decision by the court to not review the case leaves 
unresolved significant legal questions that state and federal 
courts will continue to face,” J&J said, adding that decades of 

scientific evaluations “confirm Johnson’s Baby Powder is safe, 
does not contain asbestos and does not cause cancer”.

The company said last year it would stop selling its baby 
powder in the US and Canada after sales plunged 60 per cent 
in three years.

Talcum powder is made from the mineral talc, which, 
in its natural form, contains asbestos, a substance that can 
cause cancer. The healthcare industry agreed in 1976 to ensure 
products do not contain detectable asbestos levels.
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Govt mulls single- US FDA like- regulator 
for food and medicines
By Samwel Doe Ouma  |  @samweldoe

In the News

The government is considering the introduction of a single watchdog, 
similar to the US Food and Drug Administration, to hold into 
account key players in medicine, food processing and the agricultural 

food chain. 
Speaking during the inaugural webinar on the impact of COVID-19 

on Non-communicable diseases Health CS Mutahi Kagwe said that the 
envisioned Food and Drug Authority- FDA- would not only address 
numerous emerging food-related chemical and toxicological issues but also 
strengthen food safety oversight.

“NCDs are largely caused by environmental and lifestyle factors and 
the conversation, therefore, ought to begin on how these factors affect our 
susceptibility to NCDs,” the health CS said.

He added, “It is important to look for other risk factors of NCDs such 
as agrochemicals and environmental pollutions which are often ignored in 
the fight of NCDs.”

CS Kagwe said that the said FDA would hold to account key players in 
agricultural and manufacturing industries to ensure that the environment 
and food consumed by Kenyans are free from harmful chemicals. 

In 2019, a lobby group led by 
Pharmaceutical Society of Kenya (PSK), 
Federation of Kenya Pharmaceutical 
manufacturers (FKPM), Kenya Livestock 
marketing council, Kenya Veterinary 
Association (KVA), Agricultural 
Industrial Network (AIN), Fresh Produce 
Consortium of Kenya (FPCK), Public 
Health Professionals Society termed such 
a regulatory oversight a grave danger and 
risk to Kenyans.

The lobby rejected a proposed FDA 
regulation saying that it required different 
experts to handle life-threatening 
approvals in a vast and mismatched 
combination something that can be 
handled effectively by existing regulatory 
bodies. 

People with non-communicable 
diseases (NCDs), such as cardiovascular 
and respiratory diseases, diabetes or 
cancer account for over 50 per cent of 
hospital admission and 55 per cent of 
hospital deaths making it one of the 
leading causes of death in Kenya, Mutahi 
added.

“The Pandemic has put a massive 
strain on how NCDs are managed across 
the globe. In many African countries, a 
lot of focus is geared towards dealing with 
emergencies arising because of covid-19 
putting NCDs at the back burner.” 

The Ministry of Health has come 
up with Interim Guidelines on the 
provision of services on NCDs during 
the pandemic.

There is low public knowledge on 
the predisposing factors to NCDs, the CS 
observed adding that research has shown 
that proper diet and physical activity 
not only reduces the risk of contracting 
lifestyle diseases but also are key to 
managing already diagnosed cases.



In the News

RTS,S malaria vaccine reaches more than 
650,000 children in Kenya, Ghana and Malawi
By Mike Mwaniki

Two years on from the launch of a pilot programme, 
more than 1.7 million doses of the world’s first malaria 
vaccine have been administered in Kenya, Ghana 

and Malawi, benefitting more than 650,000 children with 
additional malaria protection.

The number of children reached in this relatively short 
period indicates strong community demand for the vaccine 
as well as the capacity of the countries’ child immunization 
programmes to deliver the vaccine on a novel schedule (4 
doses up to about age 2 years).

According to experts, at a time when global progress 
in malaria control has stalled, the protection provided 
by the RTS,S malaria vaccine, when added to currently 
recommended malaria control interventions, has the potential 
to save tens of thousands of lives per year.

The World Health Organization’s Department of 
Immunization, Vaccines and Biologicals Director, Dr Kate 
O’Brien notes: “Kenya, Ghana, and Malawi show that 
existing childhood vaccination platforms can effectively 
deliver the malaria vaccine to children, some of whom have 
not been able to access an insecticide-treated bed net or other 
malaria prevention measures.”

At the same time, the WHO’s Global Malaria Programme 
Director, Dr Pedro Alonso adds: “Over the last 2 decades, we 
have achieved remarkable results with existing malaria control 
tools, averting more than 7 million deaths and 1.5 billion 
cases of the disease…

 “However, progress towards key targets of our global 
malaria strategy remains off course. To get back on track, new 
tools are urgently needed – and malaria vaccines must be a 
critical component of the overall toolkit.”

The experts say insights generated by the pilot 
implementation will inform a WHO recommendation on 
broader use of the vaccine across sub-Saharan Africa.  Global 
advisory bodies for immunization and malaria are expected to 
convene in October 2021 to review RTS,S data and consider 
whether to recommend wider use of the vaccine.

On his part, the WHO’s Africa Region team leader for 
tropical and Vector-borne diseases, Dr Akpaka Kalu observes: 
“In some ways, malaria is the child health emergency of a 
lifetime – or many lifetimes – in Africa. We applaud the work 
of participating countries that have resulted in malaria vaccine 
pilots with strong vaccination coverage that will add to our 
understanding of the RTS,S vaccine’s potential to improve 
child health and strengthen malaria control – and, potentially, 
reverse trends,”.

Meanwhile, the most recent World malaria report found 
that over the last four years progress in reducing malaria has 
hit a plateau. In 2019, there were an estimated 229 million 
malaria episodes and 400,000 deaths from the disease. Over 
90 per cent of malaria deaths occur in Africa, the majority — 
more than 265 000 – in young children.

RTS,S is the first and, to date, the only vaccine that has 
been shown to reduce malaria in children, including life-
threatening severe malaria, related hospital admissions and 
the need for blood transfusions. The vaccine is currently being 
piloted in areas of moderate to high malaria transmission 
where malaria can account for up to 60 per cent of childhood 
outpatient visits to health facilities.

The Malaria Vaccine Implementation Programme 
supports the country-led introduction of the RTS,S vaccine 
in childhood immunization; and, separately, the evaluation of 
how best to reach children with the recommended four-dose 
regimen, the impact on severe malaria and lives saved, and 
vaccine safety in routine use.
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In the News

Expert panel formed to address risks of 
zoonotic diseases
By Pauline Achieng’ Tom  |  @Pauline_tom

A new international expert panel has been formed by 
international organizations to address the emergence 
and spread of zoonotic diseases. 

The expert panel will advise The Food and Agriculture 
Organization of the United Nations (FAO); the World 
Organization for Animal Health (OIE); the United Nations 
Environment Programme (UNEP); and the World Health 
Organization (WHO).

According to the World Health Organization 
(WHO), three-quarters of all emerging infectious 
diseases originate in animals while Executive 
Director United Nations Environment 
Program (UNEP) Inger Andersen 
says that 60 per cent of known 
infectious diseases in humans 
and 75 per cent of all emerging 
infect ious  diseases  are 
zoonotic.

International Livestock 
Research Institute (ILRI) 
late last year launched a one 
health research education 
Centre (OHRECA) in 
Nairobi, Kenya to enhance 
the health of humans, animals 
and the environment in Africa.

Dr Lian Thomas, Lecturer 
Veter inary  Publ ic  Heal th, 
University of Liverpool, ILRI research 
scientist whose main area of interest are 
zoonotic disease epidemiology and control 
stressed the need for surveillance saying, “Disease 
trends have changed and there is a rise of burden of Non-
communicable Diseases, investment in zoonosis surveillances 
is only as good as its weakest link and therefore animal health 
should be paramount.”

Zoonotic diseases have increasingly become great health 
risks due to their increased frequency and impact, the new 
One Health High-Level Expert panel is going to be centred 
on boosting the understanding of the emergence and spread of 
these diseases and the development of a long term global plan 
to prevent an outbreak.

According to Jimmy Smith, Director General at 
International Livestock Research Institute(ILRI), more needs 
to be done.

“To date, most efforts to control zoonotic diseases have 
been reactive Srather than proactive. COVID-19 has made 
us all aware that it’s time to change that. To prevent future 
outbreaks of novel zoonotic diseases, we need to address the 
root causes of their emergence. We need among other things 
to break down disciplinary and organizational silos, to invest 
in public health programs, to farm sustainably, to end the 
overexploitation of wildlife, to restore land and ecosystem 

health and to reduce climate change,” he said.
Zoonotic diseases, including rabies, H5N1 
avian influenza, Ebola, and Rift Valley fever, 

zika, MERS and COVID-19 pose a 
greater risk than ever before due to 

the increased human degradation 
of the environment with an 

increased demand for animal 
meat by 260 per cent which 
has prompted industrialized 
scale meat production which 
reciprocally increases the risk 
of contracting and spreading 
zoonoses.

According to a UNEP 
report titled, “preventing the 

next pandemic” published 
in 2020, pathogens tend to 

maneuver from host to host and 
around 80 per cent of them are 

multi-host meaning that they move 
among different animal hosts, including 

occasionally humans thus acting as bridges 
for the emergence of human disease through 

physical transmission. Domestic animals could serve as 
physical transmitters.

“While wildlife may be a source of human disease, 
domesticated animal sources may act as amplifiers of pathogens 
emerging from the wild. Moreover, as noted in this report, 
most emerging infectious diseases—whether in wildlife, 
domestic animals, plants or people are driven by human 
activities such as agricultural intensification, wildlife use and 
misuse, and human-induced landscape changes, interacting 
in unpredictable ways that can have negative outcomes,” the 
report read in part.

The “One Health” Expert panel was borne out of the 
COVID-19 pandemic and was proposed by Germany and 
France at the Paris peace forum last year. 
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In the News

Kenyan Doctor appointed chair of WHO 
Executive Board 
By Pauline Achieng’ Tom  |  @Pauline_tom

Dr Patrick Amoth -Kenya’s acting 
Ministry of Health Director 
General-has been elected to 

be chair World Health Organization 
(WHO) executive board for the next one 
year. 

 Dr Amoth who succeeds Dr Harsh 
Vardhan from India lauded WHO 
Member States of the African Region 
for nominating Kenya to serve in such 
a capacity.

“On behalf of the Government of 
the Republic of Kenya, I wish to convey 
our deep appreciation and gratitude to 
the entire WHO Membership for the 
faith and trust they have demonstrated in 
electing a Kenyan to serve as Chairperson 
of the Executive Board,” he said.

Dr Vardhan announced the 
nomination during the 149th session of 
WHO Executive Board.

The Executive Board consists of 
thirty-four members; the world health 
assembly takes into account geographical 
distribution while electing members to 
serve the Board.

“Following the principle of rotation 
among Geographical WHO regions, 
the chair of the board should be chosen 
from among delegates of members of the 
African region. Dr Patrick Amoth has 
nominated for the office of Chair of the 
Board,” announced Dr Vardhan.

Dr Amoth in his statement praised 
the work done by his predecessor 
Dr Vardhan citing his “unparalleled 
leadership and steadfast dedication.” Dr 
Vardhan will continue being a member of 
the Executive Board of WHO until 2023.

In his tenure, Dr Amoth will be 
required to preside over a key election for 
the position of the Director-General of 
WHO a position which is currently held 
by Dr Tedros Adhanom Ghebreyesus.

Last year in May 2020, he was elected to serve as the Vice President of the 
Executive Board of the World Health Organization.

 “The opportunity to serve humanity in this way is also a deeply personal 
privilege, which I will cherish for years to come,” he said.

In 2019, Kenya was elected to the Executive Board and was previously 
represented by Dr Masasabi John, until January 2020, when Dr Amoth was 
appointed as the substantive Member. Kenya’s Ambassador in Geneva Dr 
Cleopas Mailu is the alternate member.

The Board meets at least twice a year and has many functions including 
taking emergency measures in dealing with calamities, combat epidemics or 
urgent research by acting within the functions and financial resources of the 
Organization by authorizing the Director-General to take necessary steps to 
deal with events requiring immediate action.

Members are elected for three years and may be re-elected during which 
they can draw attention to urgent issues to the Board like the COVID -19 that 
needed urgent research to be undertaken.

“The COVID-19 pandemic strained health systems, which, in turn, has 
triggered a deep economic as well as a social crisis. The COVID-19 pandemic 
has also tested the limits of multilateralism, laying bare its weaknesses, and 
WHO has not been left behind,” said Dr Amoth in his press statement.
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Kenya to receive UK support on Genomic 
Sequencing to fight COVID-19
By Mike Mwaniki

In the News

Kenya will receive genomic 
sequencing support through the 
UK’s New Variant Assessment 

Platform Programme (NVAP) which 
is part of the two countries Health 
partnership.

The Platform will allow the UK’s 
unique sequencing and variant assessment 
capabilities to support Kenya’s response 
to COVID-19, strengthening global 
health security. 

The support includes reagents 
and equipment to increase in-
country sequencing, technical advice, 
bioinformatics support, and training. 

Experts say the SARS-CoV-2 virus 
can change and evolve thereby making 
it important to monitor changes in the 
virus and assess any impact that it may 
have on severity, diagnostics and vaccine 
efficacy. 

The latest support on genomic 
sequencing builds on the Health 
Partnership signed by British Foreign 
Secretary Dominic Raab and Cabinet 
Secretary for Health Mutahi Kagwe 
during the former’s visit in January. 

At the same time, the partnership 
between the two countries on COVID-19 
has already been exceptionally strong, 
with Kenyan and British scientists 

collaborating on the Oxford/AstraZeneca 
vaccine, through the 30-year tie-up 
between Oxford University and KEMRI. 

Mr Kagwe observed: “I am delighted 
to be able to take the Kenya—UK 
Health partnership to the next level. 
The contribution and support from the 
UK on genomic sequencing will assist 
in the response to the current pandemic 
and will help us fight future pandemics 
together.”

He added: “Through KEMRI and 
Oxford University, we have a 30-year 
health partnership which continues to 
grow from strength to strength as we 
continuously expand our scope of co-
operation in the health sector.”

On her part,  Brit ish High 
Commissioner Jane Marriot said the 
health partnership is over 30 years old, 
noting that the relationship has been 
strong throughout the pandemic. 

“Kenyan and British scientists at 
KEMRI and Oxford University were 
closely involved in the development of 
the AstraZeneca vaccine,” she added. 

“Now we shall share our expertise 
to work together in identifying, tracking 
and responding to new variants with 
Kenya, saving lives here and around the 
world. No one is safe until everyone is 

safe.”
At the same time, Mr Raab said: “The 

UK is a science superpower and it is right 
that we share our expertise in the global 
fight against COVID-19. I welcome this 
partnership with Kenya, to identify, track 
and respond to new COVID-19 variants 
and future health threats. No one is safe 
until we are all safe.”

Through the Health Partnership, 
the UK has long supported Kenya in 
providing supplies and supporting health 
systems in areas of family planning, 
nutrition, maternal and newborn health. 

It has also provided significant 
support to Kenya through the Global 
Vaccine Alliance (GAVI) and the Global 
Fund to Fight AIDS, Tuberculosis and 
Malaria (GFATM). 

At the same time, plans are also in 
development for the UK to assist in the 
establishment of two regional hubs – 
one for the African Centre for Disease 
Control in Addis Ababa, Ethiopia, and 
one in Singapore. 

A technical advisor will be deployed 
to Ethiopia to provide expertise and 
guidance on genomic sequencing strategy 
and policy as they begin to establish a hub 
to coordinate and undertake genomic 
sequencing across the continent. 
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Delta variant, tight shelf life, 
communication inconsistencies complicate 
Kenya’s low COVID-19 vaccine roll-out 
By Samwel Doe Ouma  |  @samweldoe

Delays and shortages of vaccine 
supplies are driving African 
countries to slip further behind 

the rest of the world in the COVID-19 
vaccine rollout, and the continent now 
accounts for only 1 per cent of the 
vaccines administered worldwide,” the 
WHO warned

Less than 2 per cent of Kenya’s 
population of more than 50 million have 
had their first shot, according to Our 
World in Data. 

According to data from the 
Ministry of Health, in its first round of 
vaccination, only 991,184 doses from 
the approximated 1.2 million total doses 
of AstraZeneca jabs were administered 
as well as 527 sputnik shots. Fewer than 
half a million people in Kenya have 
received the second dose.

Kenya received just over 1.2 million 
of the 3.6 million AstraZeneca doses 
promised by the global vaccine-sharing 
alliance COVAX by May.

Kenya’s low rollout is, despite a 
steady parade of ‘variants of concern’, 
brandishing mutations that might 
boost the virus’s spread, or undermine 
the effectiveness of already developed 
COVID-19 vaccines. 

Variants like, the Indian delta 
variant (B.1.617), the (501Y.V2) variant, 
which first emerged in South Africa, (P.1) 
variant first detected in brazil and the 
(B.1.1.7) United Kingdom have been 
detected in the country. 

Christian Happi, Director of 
the African Center of Excellence 
for Genomics of Infectious Diseases 
(ACEGID) in southern Nigeria, said 
African countries should strive to 

immunize as many people as possible 
before dangerous variants able to elude 
shots emerge.

“My big concern is that if vaccine 
nationalism continues, and if people [in 
Africa] are not vaccinated early enough, 
the virus will keep mutating and as the 
virus keeps mutating, we may end up 
having a virus that is completely resistant 
to all of the vaccines out there,” he said.

According to Dr John Masasabi, 
Kenya’s low vaccination uptake 
is partly attributed to vaccine 
hoarding by wealthier nations, 
delivery delays, inability to 
self-procure and or locally 
manufacture its vaccines thus 
depending on donations, 
low vaccination capacity 
and lack of clear-targeted 
communication.

T h e  c o u n t r y 
seems to re ly on 
getting its vaccines 
through the global 
COVAX scheme-
the  idea  behind 
i t  being pool ing 
resources to support 
the development of 
vaccines to ensure that 
all countries received a 
fair supply of effective 
vaccines.

However,  wea l th ie r 
nations have seemingly stymied 
its effectiveness by doing deals with 
manufacturers guaranteeing themselves 
a supply meaning COVAX has struggled 
to obtain enough doses.

This leaves Kenya with two daunting 

problems—getting enough vaccines and 
quickly distributing them to the counties.

According to Medicines San 
Frontiers (MSF), ‘The current expiry 
dates add real pressure to vaccination 
campaigns.’

For example, Denmark recently 
donated 358,700 unused vaccine doses to 
Kenya, saying the batch of AstraZeneca 
vaccines it shared on June 21 expires July 
31 and should be delivered as soon as 

possible.
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Most non-COVID-19 vaccines 
have an expiry date of about three years, 
according to GAVI, while according 
to WHO, the main issue with vaccine 
expiry dates is potency, just like for small-
molecule drugs, rather than safety.

All  the 47 counties health 
management has in the past faced 
challenges of industrial actions due to 
inadequate budgetary allocations causing 
frequently disruption of essential health 
care service delivery.

When vaccines arrive in the country, 
they are received into a central vaccine 
store and then distributed to nine 
regional vaccine stores, from where 
the counties collect and distribute the 
vaccines to local hospitals at county and 
sub-county levels.

“There is unclear and robust 
acquisition and deployment plan for 
vaccines by counties and the fact that 
most of the vaccine manufacturing 
companies are also not providing 
sufficient rapid supply of vaccines 

leading to shortages of jabs, 
rescheduling and inconsistencies of 

information on when to receive the 
jab(s) is affecting its uptake and 

likely to fuel hesitancy,” Dr 
Masasabi said.

The creation of many vaccination 
centres is a way to address this challenge 
of matching supply with demand, 
therefore, enabling larger batches of 
people to be vaccinated, using up 
open vials more efficiently minimizing 
wastages.

The undersupply has also forced 
clinics to turn away people seeking the 
vaccine as pressure is mounting for 
these vaccines to be distributed and 
administered quickly.

The World Health Organization 
(WHO) says a large number of poorer 
countries relying on the global vaccine 
sharing scheme COVAX do not have 
enough doses to continue vaccinating.

Dr Masasabi, says inconsistencies in 
communications like unclear scheduling 
of who is eligible, where do you get the 
vaccine, its adverse effects- has hindered 
vaccine uptake in Kenya coupled with 
delivery delays and tight dose expiry 
dates.

He adds that “some of the members 
of the public targeted for the jab are the 
elderly and the communication channel 
used to relay some critical vaccination 
information especially through the online 
platforms of Twitter and Facebook may 
not reach for example my 80 years old 
mother who has cataract and cannot see 
properly.”

Another source of the slow pace 
of vaccinations seems to stem from the 
priority in which vaccines were to be 
given.

Ministry of Health had identified 
frontline health workers, teachers, 
police, military and those aged 58 years 
and above in this priority category which 
would be targeted during round one of 
the inoculations.

However, journalists, diplomats and 
top government officials are also receiving 
the jab.

Many health care workers in public 
facilities say many of them risk being 
infected even as they wait on their 
second vaccine doses and lament a lack 
of protective gear and health insurance.

Kenya has received 358,000 
AstraZeneca doses from Denmark and 
182,000 from COVAX in June 2021. 
It is expecting another 10 million single 
dose, Johnson and Johnson, by early 
August; the country is also in discussion 
with Pfizer.

Kenya’s national drug regulator- 
Pharmacy and Poisons Board issued 
emergency authorization for local use 
of AstraZeneca vaccine and Sputnik V, 
MOH is in discussion with Pfizer and is 
expecting Vaccine Johnson and Johnson 
vaccines.
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Delta variant and the unvaccinated mix

Shorter Shelf life

In May, Kenya announced findings 
of a variant spreading widely in India, 
known as B.1.617 among factory workers 
who had arrived from India.

Despite what is known about the 
delta variant, its easy transmissibility, 
the country relaxed its mass gathering 
restriction and held the Madaraka Day 
celebrations in Kisumu. The country did 
not react in time to prevent the spread 
of the new mutations that were already 
causing havoc in India.

There has been a spike in 
transmission rates in the western 
part of Kenya driven in part by more 

transmissible variants, according to Dr. 
Patrick Amoth; acting Director General.  

Health officials warn of ‘breaking 
point’ as hospitals are at risk of being 
overwhelmed by COVID-19 cases as 
ICU beds and Oxygen are inadequate.

A study published in The Lancet 
suggests patients who are critically ill 
with Covid-19 in Africa are far more 
likely to die than in other parts of the 
world because of limited healthcare 
resources. 

In Uganda, which borders Kenya 
western counties announced record cases 
and deaths, forcing President Yoweri 

Museveni to impose a strict 42-day 
lockdown.

Although, the World Health 
Organization (WHO), says that the 
African continent has avoided the huge 
death tolls seen in Western countries 
because of a combination of factors, 
ranging from the swift imposition of 
lockdowns to its relative lack of inclusion 
in global networks of travel and trade, 
and other factors, including biological 
ones, that are still being studied, it insists 
that vaccination will be the only way out 
of the pandemic.

Another limitation apart from tight shelf life is freezer capacity. While 
the Pfizer vaccine needs to be stored in a freezer at -94 degrees, most 
freezers are not designed for that level of cold most are designed for -20 
degrees. 

The AstraZeneca jab, which must be stored at 2C to 8C, has a shelf life 
of six months. The BioNTech/Pfizer shot can be stored for six months at 
-90C to -60C but only lasts up to five days once thawed and refrigerated.

Sinopharm’s vaccine is an exception, with a fridge-temperature shelf 
life of 24 months.

In the backdrop of inefficiencies in the global supply chain of 
vaccines, the relatively short shelf life of leading jabs has meant that doses 
have arrived in most African countries, Kenya included too late for the 
shots to be used.

Some countries have been forced to burn expired shots while others 
forced to send them to other countries.

Malawi publicly burnt almost 20,000 doses of the AstraZeneca 
vaccines, the shots had been marked with an expiry date of April 13. 
The manufacturer said it would be safe to use the jabs for another three 
months, but the government feared damaging vaccine confidence by 
expired jabs.

South Sudan, which has administered only 8,600, sent 72,000 doses 
to Kenya, concerned that it would struggle to administer before the expiry 
date.

Kenya is exploring a local vaccine manufacturing option as its top 
research agency- Kenya Medical Research Institute (KEMRI) tasked with 
leading the identification of facilities.

Although the spread of the virus can be mitigated through physical 
distancing, face coverings, and testing and tracing and potentially with 
therapeutics, the risk of outbreaks and disruption to economic and social 
life will probably remain until effective vaccines are administered to large 
portions of the population. 
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Research
Data on immune response to COVID-19 
reinforces need for vaccination, study
By Murega Njoroge

A new study led by the University of Oxford has found 
that previous infection, whether symptomatic or 
asymptomatic, does not necessarily protect you long-

term from COVID-19, particularly against new Variants of 
Concern.

The Protective Immunity from T cells to COVID-19 in 
Health workers study (PITCH) – conducted in collaboration 
with the universities of Liverpool, Sheffield, Newcastle 
and Birmingham with support from the UK Coronavirus 
Immunology Consortium – examined how the immune 
system responds to COVID-19 in 78 healthcare workers who 
had experienced either symptomatic or asymptomatic disease 
(66 vs 12). An additional eight patients who experienced 
severe disease were included for comparison.

Blood samples were taken monthly from one to six 
months post-infection to examine different elements of the 
immune response. This included different types of antibodies 
– such as Spike-specific and Nucleocapsid-specific antibodies 
produced to target different parts of the virus, alongside 
B cells that manufacture antibodies and keep the body’s 
memory of the disease, and several types of T cell.

“Our study is one of the most comprehensive accounts 
of the immune response following COVID-19 in both 

symptomatic and asymptomatic individuals.  We 
found that individuals showed very different immune 
responses from each other following COVID-19, 
with some people from both the symptomatic 
and asymptomatic groups showing no evidence 
of immune memory six months after infection or 
even sooner,” said Dr Christina Dold of the Oxford 
Vaccine Group and study author. 

She raised concern that those sampled may be 
at risk of contracting COVID-19 for a second time, 
especially with new variants circulating. 

“This means that it is very important that we 
all get the COVID vaccine when offered even if you 
think you may have previously had COVID-19.”

The researchers used a new machine learning 
approach – nicknamed SIMON – to identify detailed 
patterns in the data and to see if initial disease severity 
and the early immune response could predict longer-
term immunity.

“Using machine learning is a new and exciting 
tool that allows us to dig down into large and complex 
datasets to draw out patterns that we would otherwise 
be unable to detect,” said Dr Adriana Tomic.

Using this approach, the researchers found an 
early immune signature, detectable one month post-
infection and linked to both cellular and antibody 
immunity, which predicted the strength of immune 
response measured at six months post-infection.

This is the first time that such a signature has 
been found and improves understanding of the 
development of lasting immunity. When serum 
samples (containing antibodies) obtained at one 
month and six months post-infection were tested, 
the majority of samples from people who produced 
a weak immune response signature failed to show 
any neutralising antibodies against the Alpha variant, 
with none mounting a neutralising antibody response 
against the Beta variant. 

This raises the possibility that the immune 
memory of these individuals does not provide 
sufficient protection to prevent reinfection by these 
variants.
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Report sheds light on financial challenges in 
eliminating cervical cancer 
By Murega Njoroge

A new report explores some high-level 
challenges associated with financing the 
elimination of cervical cancer in lower 

resource settings. 
Titled Global action on financing cervical 

cancer elimination, the report by the Economist 
Intelligence Unit sets the following priorities that 
can be drawn on to engage policy and financing 
decision-makers. 

Position cervical cancer elimination as an 
investment in the health system, society and 
broader economy with positive longer-term 
return on investment. Cervical cancer affects 
women in their most productive years, leaving 
children without mothers and removing them 
from the workforce. The societal and economic 
impact should be communicated to funding 
decision-makers along with the long-term return 
on investments in addressing this public health 
priority.

Generate local data to inform health 
financing design and decision making. An in-
depth understanding of the epidemiology, and 
barriers to uptake of cervical cancer screening 
and where necessary follow up treatment 
services is required at the country level, and to 
inform prioritisation of the highest-impact and 
most sustainable solutions. Such analyses must 
also identify and address funding and resource 
allocation inefficiencies within health systems.

Assess national funding and extent of high-
quality services using available WHO costing 
and modelling tools to develop feasible, stepwise 
scale-up plans. Solutions designed to fit within 
each country’s capacity and affordability constraints 
will be more sustainable in the long term. The use 
of existing costing and modelling tools should be 
prioritised to identify opportunities and gaps for 
stepwise scaling to national-level programmes.

Champion integration at a policy, financing, 
programme and service level to ensure success 
and sustainability. Siloed approaches to addressing 
public health introduce financial inefficiencies 
which can be minimised or avoided in full. The 
overlap between cervical cancer and other public 
health priorities—such as HIV and reproductive 

health services—should be capitalised on. Strong leadership should be 
nurtured at national and service delivery levels to ensure integration and 
associated benefits are realised.

Invest in capacity to treat higher-grade cervical lesions. Without 
robust referral pathways and access to healthcare facilities for the treatment 
of more advanced cervical cancer cases, women diagnosed will still 
experience unacceptably high mortality.

Utilise innovative and blended finance solutions to complement 
domestic funding. Domestic funding of cancer services—including cervical 
cancer—in low-resource settings is insufficient to scale national programmes. 
The global financial consequences of the covid-19 pandemic will further 
impact health funding. Countries must increase domestic spending and 
better utilise taxation and social health insurance schemes while leveraging 
alternative supplementary finance systems where available. A consortium 
approach that leverages private-sector capital, expertise and speed should 
be considered.
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Antibiotics in early life could 
affect brain development
By Murega Njoroge

Antibiotic exposure early in 
life could alter human brain 
development in areas responsible 

for cognitive and emotional functions, 
according to a Rutgers researcher.

The laboratory study, published 
in the journal iScience, suggests that 
penicillin changes the microbiome -- the 
trillions of beneficial microorganisms 
that live in and on our bodies -- as well 
as gene expression, which allows cells to 
respond to its changing environment, in 
key areas of the developing brain. The 
findings suggest reducing widespread 
antibiotic use or using alternatives, when 
possible, to prevent neurodevelopment 
problems.

Penicillin and related medicines 
(like ampicillin and amoxicillin) are the 
most widely used antibiotics in children 
worldwide. In the United States, the 
average child receives nearly three courses 
of antibiotics before the age of 2. Similar 
or greater exposure rates occur in many 
other countries.

“Our previous work has shown that 
exposing young animals to antibiotics 
changes their metabolism and immunity. 
The third important development in 
early life involves the brain. This study 
is preliminary but shows a correlation 
between altering the microbiome and 
changes in the brain that should be 
further explored,” said lead author 
Martin Blaser, director of the Center for 
Advanced Biotechnology and Medicine 
at Rutgers.

The study compared mice that were 
exposed to low-dose penicillin in utero 
or immediately after birth to those that 
were not exposed. They found that mice 
given penicillin experienced substantial 
changes in their intestinal microbiota and 
had altered gene expression in the frontal 
cortex and amygdala, two key areas in the 
brain responsible for the development 
of memory as well as fear and stress 
responses.

A growing body of evidence links 
phenomena in the intestinal tract 

with signaling to the brain, a field of 
study known as the “gut-brain-axis.” If 
this pathway is disturbed, it can lead 
to permanent altering of the brain’s 
structure and function and possibly lead 
to neuropsychiatric or neurodegenerative 
disorders in later childhood or adulthood.

“Early life is a critical period 
for neurodevelopment,” Blaser said. 
“In recent decades, there has been 
a rise in the incidence of childhood 
neurodevelopmental disorders, including 
autism spectrum disorder, attention 
deficit/hyperactivity disorder and learning 
disabilities. Although increased awareness 
and diagnosis are likely contributing 
factors, disruptions in cerebral gene 
expression early in development also 
could be responsible.”

Future studies are needed to 
determine whether antibiotics directly 
effect brain development or if molecules 
from the microbiome that travel to the 
brain disturb gene activity and cause 
cognitive deficits.

The article was first published by Science Daily
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Study finds two Brucella species in 
humans in Kenya
By David Kipkorir

A team of researchers from the 
International Livestock Research 
Institute (ILRI) and partners have 

found two Brucella species circulating in 
several livestock hosts and humans in 
Kenya,

The findings, published in CGSpace 
A Repository of Agricultural Research 
Outputs will pave the way for targeted 
control programs for brucellosis disease 
in the pastoral zones.

The study, molecular epidemiology 
of Brucella species in mixed livestock – 
human ecosystems in Kenya, shows that 
Brucella abortus and Brucella melitensis 
are the dominant strains affecting cattle, 
sheep, goats, camels and humans.

The study was conducted in pastoral 
counties of Narok and Marsabit where 
high numbers of livestock are kept in 
close contact with humans.

Brucellosis is a disease caused by 
a group of bacteria from the genus 
Brucella.

The disease is spread when people 
eat raw contaminated animal products, 
particularly milk, and through contact 
with fluids of infected animals when they 
help them give birth, as well as contact 
with aborted materials or placenta.

The scientists collected serum 
samples from 228 cattle, 162 goats, 
158 sheep, 49 camels and 257 humans 
from the two counties. Information on 
age, location and history of abortion or 
retained placenta were obtained for the 
sampled livestock. Data on age, gender 
and location of residence were also 
collected from the people.

The findings established associations 
between Brucella species and the different 
vulnerable hosts, discovering evidence of 
possible cross-transmission of Brucella 

species in areas where close interaction 
between herds occurs.

Congregation of various animal 
species around communal watering 
points, keeping of mixed herds, and 
sharing of grazing sites increases the 
probabilities of cross-transmission of 
Brucella spp.

Brucella abortus is commonest in 
cattle and camels, while infection in 
sheep and goats was mainly related to B. 
melitensis.

Humans, however, are exposed 
to both B. abortus and B. melitensis, 
suggesting that cattle, sheep, goats and 
camels might be playing a task within the 
zoonotic transmission.

The study also revealed that camels 
were more likely to test positive for 
Brucella than other animals thanks to 
the high frequencies of migration that 
enhance the sharing of grazing areas and 
watering points.

The authors also noted that, within 
the two counties, individuals aged 21-
40 years are more likely to test positive 
for Brucella because of their primary 
responsibility of herding, milking, 
and helping animals give birth. This 
predisposes them to exposure compared 
to those below 21 years.

The detection of the two zoonotic 
Brucella species in humans and animals 
highlights the importance of one Health 
prevention strategy that focuses on 
multiple host species, especially within 
the multi-host livestock populations.

The results of this study will enable 
animal and human health experts to 
raised understand the epidemiology of 
brucellosis and develop targeted control 
programs for the disease.

Research

July - August 202120



Susceptibility patterns for COVID-19 and rheumatic 
diseases patients and vaccines safety 
By Pauline Achieng Tom  |  @Pauline_tom

Research

Patients with rheumatic diseases have been among the 
worst affected by the covid-19 pandemic with limited 
studies and varied speculations on the risk they incur due 

to their respective conditions.
According to Dr Charles Omondi, consultant 

Rheumatologist, Jaramogi Oginga Odinga Teaching and 
Referral Hospital, “it is not the rheumatic disease itself that 
makes covid-19 severe in patients with rheumatic illnesses 
but the degree of pharmacological immunosuppression, most 
studies shows that poor outcome from covid-19 ailment 
seems to be associated with older age and presence 
of comorbidities rather than the type of 
rheumatic disease.”

In Kenya, 0.1 per cent of the 
population suffer from rheumatic 
i l lnesses this  a vulnerable 
population who may have to rely 
on herd immunity to keep them 
safe from Covid-19, given that 
less than 2 per cent of Kenyans 
have had their first shot that 
and the new variants make the 
dream of herd immunity seem 
like a long shot.

Most drugs used in the 
treatment of rheumatic diseases 
are immunosuppressive which 
leads to reluctance when considering 
whether or not to take Covid-19 
vaccine injections since vaccines work by 
harnessing the capability of a fully competent 
immune system.

“If the disease is unstable patients are advised to continue 
medication and postpone vaccination but if the patient is stable 
they can postpone their immunosuppressant drugs and have 
the vaccine, drugs like mycophenolate can be postponed for 
a week when feasible with the advice of a physician,” advised 
Dr Omondi.

Immunocompromised individuals have been left out of 
the coronavirus vaccine markers clinical trials because their 
inclusion threatened the determination of vaccine effectiveness 
for the general population, so there is limited data on how the 
population is responding to vaccinations.

A study published in Annals of the Rheumatic Diseases 
shows positive results citing the safety of vaccines in people 
with rheumatic diseases, the study which tracked 1500 people 
in a European rheumatic vaccination registry was presented 

at the European Alliance of Associations for Rheumatology 
(EULAR) conference bringing relief to many patients who 
were worried about the side effects from the vaccines.

Immunocompromised people fall into different categories 
and every case should be reviewed by a physician, Vaccinations 
are generally effective in patients who are not taking high 
doses of prednisone or immunosuppressive drug, patients on 
glucocorticosteroids or disease-modifying antirheumatic drugs 
(DMARDs) can safely receive inactivated vaccines.

Dr Omondi explained vaccine hesitancy among rheumatic 
disease patients, “At the beginning of the pandemic 

the fear was if you had covid-19 needed to stop 
taking steroids but studies have proven 

that taking glucocorticosteroids does 
not interfere with vaccine efficiency.” 

In another study conducted 
by Washington University 
School of Medicine, patients 
with conditions that require 
g lucocor t i co id s  and  B 
cell depleting agents for 
medication had a poor reaction 
to the vaccine with their bodies 
producing very little antibodies 
rendering the vaccine (Pfizer 

and Morderna) ineffective even 
after both doses were administered.

A study presented by Dr 
Victoria Furer, a rheumatologist at Tel 

Aviv University in Israel which was among 
the first countries with wide scale vaccination 

numbers with more than 63 percent having received 
at least the first dose of the vaccine compared results in patients 
with rheumatic diseases against those who were considered 
healthy and concluded that vaccines were safe for people with 
rheumatoid conditions with mild effects similar to the general 
population and importantly there was no spike in disease 
activity following either vaccination this study has also been 
supported by other studies.

Speaking on the positive results from the studies Dr 
Omondi said, “this is good news, the initial fear was that 
Covid-19 and covid-19 vaccines would affect people who 
suffered from rheumatoid illnesses differently and there was 
a fear among patients to even come to the hospital, it is 
important for the public to be reassured that the vaccine is 
perfectly safe for them.”
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Helium Health launches cutting-edge health 
tech services in the East African market
By Correspondent

Helium Health, the largest Electronic Medical 
Records (EMR) and Hospital Management 
Information (HMI) Systems provider in 

West Africa has announced the launch of its full 
suite of products and services in Kenya for the first 
time.

Partnering with three local providers, including 
Philips Healthcare Technologies, Helium Health will 
be integrating new services, including an EMR to 
serve the entire East African market. 

Tito Ovia, co-founder, Helium Health 
commented: “We have been planning to expand into 
Kenya’s thriving health tech sector since last year, so 
we’re very excited to be hitting the ground running 
in 2021, already working with three new local 
partners to help improve efficiencies and provide a 
better service to patients. We believe there is a great 
opportunity to harness cutting-edge technology to 
help improve the way healthcare data is gathered 
and managed across Africa, so partnering with like-
minded healthcare providers and facilities in Kenya 
is an excellent fit for us.”  

Jean Kyula, Country Manager for Helium 
Health Kenya and formerly a National Health 
Service (NHS) doctor in the UK added, “We are 
confident that we can play a major role in supporting 
both Kenya’s public and private healthcare sectors. 
We are delighted to announce that we are open for 
business, already working with three new partners 
in Nairobi, and rolling out in Uganda and Liberia. 
The COVID-19 pandemic has highlighted the 
critical role of technology in healthcare, and the 
need to keep building better systems, develop more 
remote access solutions, and improve efficiencies in 
our healthcare sector, so we’re looking forward to 
working with more partners, doctors, hospitals and 
clinics as we move forward.”

Helium Health was co-founded in 2016 by 
three entrepreneurs, Adegoke Olobusi, Tito Ovia 
and Dimeji Sofowora, with a shared passion for 
solving the practical problems that they identified 
within the Nigerian health sector through the use 
of cutting-edge technology. In May 2020, Helium 
Health successfully closed a US$10 million Series 
A funding round (the largest fundraising of any 

software as a service (SaaS) healthcare provider in Africa) to scale 
and grow the business in both existing and new markets, expanding 
its footprint across East, North and Francophone West Africa. 
Helium Health has already partnered with facilities in Uganda and 
Liberia onboarding their 90-plus users early in 2021 and is now 
extending its services to facilities in Nairobi. 

Helium Health offers a full suite of products covering the 
complete healthcare value chain, from Electronic Medical Records 
(EMR), and Hospital Management Information (HMI) Systems, 
to credit and telemedicine products. Over 300 healthcare providers 
and 5,000 health professionals in Nigeria, Senegal and Ghana 
currently use Helium Health’s technology, allowing healthcare 
facilities to accept payments and issue invoices with ease, access 
quick funding, and hold televisits with their patients, making it 
easier for patients to get diagnosed from their homes.  

In 2020, Helium Health won the IFC Tech Emerge award, an 
award that matches innovative health tech startups with leading 
healthcare providers across Ethiopia, Kenya and Uganda to 
implement pilot projects and build long-term partnerships. Helium 
Health will pilot its technology in the East African market.

Tito Ovia, co-founder, Helium Health
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World’s First WHO PQS Pre-qualified 
refrigerated vehicle for Vaccine Transportation 
to reduce vaccine wastage
By Mike Mwaniki

Luc Provost - CEO B Medical Systems

B Medical Systems, a global leader 
in the vaccine cold chain industry 
in partnership with Toyota Tsusho 

Corporation have announced plans to roll 
out the world’s first refrigerated vehicle or 
vaccine and cold specimen transportation 
in Africa. 

The technology, which was unveiled 
recently, will facilitate the safe delivery 
of vaccines to remote areas in their right 
temperature.

 The innovation, the first of its 
kind in the industry has received a 
Performance, Quality and Safety (PQS) 
prequalification from the World Health 
Organisation (WHO) and can reliably 
transport vaccines or any other specimens 
in a 2-8 °C temperature range. 

It is expected to solve the perennial 
challenge of vaccines wastage and vial 
breakage in many countries caused by the 
lack of a reliable end-to-end cold chain 
movement of vaccines especially to remote 
areas in their right temperature.

 According to experts, the successful 
rollout of immunisation programmes 
depends on the quality of the vaccine 
supply chain and the ability to provide a 
cold chain until the last mile. 

However, with several health centres 
located in extremely remote, rural, hostile 
terrains with minimal road infrastructure, 
delivering an end-to-end cold chain can 
be challenging.

 The WHO prequalifies products 
and devices so that member states and 
UN purchasing agencies are assured of 
their suitability for use in immunisation 
programmes.  

Countries across the world can now 
procure this solution for the reliable 
transportation of vaccines.

 The B Medical Systems chief 
executive, Mr Luc Provost observes: “Last-
mile has always been the weakest link in 
the vaccine cold chain…

“In several regions across the world, 
the last mile health centres are in remote 
areas that are difficult to access due to 
the terrain and infrastructure. We are 
extremely excited to bring such a solution 
to the market along with Toyota.”

Mr Provost adds: “The refrigerated 
vaccine vehicle can easily travel through 
rough terrains and narrow roads delivering 
vaccines even to the most remote health 
posts, thereby ensuring an effective last-
mile vaccine cold chain delivery... 

“The design of the solution also 
ensures that none of the vials is broken 
during the delivery process, eliminating 
vaccine wastage, which is otherwise 
common in refrigerated trucks. We are 
also happy that the product received the 
PQS prequalification. The combined 
solution has the power to revolutionise 
the way vaccines are delivered until the 
last mile.”

At the same time, the chief executive 
says his company was holding talks 
with various African countries in a bid 
to introduce this technology into their 
markets.

“This solution can now be used under 
the international framework of COVAX, 
which seeks to distribute vaccines for 
COVID-19 fairly to developing countries, 
and its use as a means of transportation for 
COVID-19 vaccines is also expected…

“The companies have started the 
manufacturing of the refrigerated vehicles 
and expect to ship the first batch in the 
coming weeks,” Mr Provost added.

The refrigerated vehicle has a B 
Medical Systems vaccine refrigerator with 
a storage capacity of 396L incorporated 
into a Toyota Land Cruiser 78. 

The vaccine refrigerator is powered 
via the vehicle while in motion and can 
also be powered by an external regular 
electric supply when parked. 

The vehicle provides almost a day’s 
autonomy, in the absence of any power 
supply. This solution also has temperature 
loggers that provide an overview of the 
storage conditions. 

B Medical Systems manufactures 
medical-grade vaccine refrigerators, 
laboratory freezers, ultra-low freezers, 
and transport boxes that can store and 
transport any vaccine in the temperature 
range of -86 °C to 8 °C. 
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A COVID-19 vaccine plant in Africa? This is 
what it would take to build one
By Klaus Meyer

A key 
challenge for local 
manufacturers of 

vaccines – and 
drugs more generally 

– is competition 
from India.

Local vaccine 
manufacturing 

in Africa is both 
feasible and 

desirable because 
it helps Africa to 

respond to future 
pandemics.

Local companies 
in Africa would find 

it very challenging to 
be cost-competitive 
in the long run when 

the current worldwide 
scarcity of COVID-19 
vaccines is overcome 

as new plants become 
operational around the 

world.

The COVID-19 crisis has revived 
discussions on localising vaccine 
manufacturing to the African region to 

reduce the dependence on imports.
The fact that Africa is lagging so far behind 

on the COVID-19 vaccination compared with 
Europe and North America has highlighted the 
importance of the issue. Most African countries 
depend on the WHO-sponsored COVAX 
scheme, which buys COVID-19 vaccines 
from manufacturers by pooling demand, thus 
enhancing their bargaining power. It also offers 
discounts for least developed countries.

However, the scheme is underfunded and 
competes with national authorities procuring 
vaccines directly from the manufacturers, and 
thus lacking a secure supply. Moreover, the 
supply shortage became worse when the Serum 
Institute of India, previously the main supplier 
to COVAX, focused on domestic needs when 
the pandemic spread in India.

So what would be needed to localise 
vaccine manufacturing in Africa?

I argue that the main constraints are not 
patents but time, knowledge transfer and 
capital. To overcome these constraints, broad 
cooperation of many partners is necessary.

What’s in place?
Several companies have announced their 

intention to produce COVID-19 vaccines in 
Africa. These include Aspen in South Africa and 
Saidal in Algeria.

Expertise related to other types of vaccines 
also exists, for example, in the Institut de Pasteur 
de Dakar. However, most of these plants focus 
on the final stages of the value chain, filling vials 
and packaging. Across Africa, competencies 
related to earlier stages of the value chain are 
very limited.

A key challenge for local manufacturers 
of vaccines – and drugs more generally – is 
competition from India. Indian companies have 
developed pharma competencies, especially in 
generic medicines and vaccines, and benefit 
from a large domestic market.

National health services in developing 
economies thus face a basic dilemma: should 
they import pharmaceuticals from India, or 
should they procure from local companies that 
operate at higher costs?

As most healthcare providers operate under 
tight budget constraints, they typically opt for 
imports.

Thus, local companies in Africa would find 
it very challenging to be cost-competitive in the 
long run when the current worldwide scarcity of 
COVID-19 vaccines is overcome as new plants 
become operational around the world.

What are the key obstacles an African 
vaccine hub would have to overcome?

Time: It takes time to design and build a 
manufacturing plant, obtain all the regulatory 

July - August 202124



Experts Lounge

approvals, and establish quality control 
processes. A particular challenge is that 
vaccines are living, genetic organisms, 
consisting of large and complex 
molecules that require complex biologic 
processes for their creation, which need 
to be grown organically.

Moreover, manufacturing depends 
on supply chains for ingredients and 
materials, which in this industry 
generally are global. Globally, supply 
chains for COVID-19 vaccines have been 
hampered by manufacturing bottlenecks, 
monopolised supply, patents and even 
export bans. In addition, national trade 
barriers within the region can increase the 
costs of sourcing critical inputs.

Given all these constraints, a 
potential new plant in Africa would 
not be operational in 2021, and would 
not help solve the immediate need for 
vaccines now. Yet, vaccine building 
vaccine competencies is a goal with 
longer-term benefits.

Knowledge transfer: Building and 
operating a vaccine plant requires state-
of-the-art knowledge – especially for 
new types of vaccine such as mRNA, 
including how to build and operate a 
plant, and how to control its quality. Such 
knowledge is typically tacit and held by 
people and teams involved in the research 
and development. Thus, it needs to be 
shared by direct interpersonal interaction; 
it cannot be obtained by reading patents 
or other public sources.

This contrasts with drugs, for 
example, that can be reverse engineered, 
enabling generic manufacturers to 
develop and scale up production without 
collaboration of the patent holder.

Thus, new manufacturers of vaccines 
need to acquire and absorb a lot of 
knowledge, which practically cannot be 
done (at least not in a timely fashion) 
without direct collaboration with those 
who hold the knowledge. At the same 
time, national regulatory authorities need 
to address their capability gaps.

Investment capital: Big investment 
projects with revenues far in the 
future need risk capital to finance the 
construction. The first question any 
investor – be they an aid organisation or 
a private investor – will ask is: what is the 
demand for your product when you are 
ready to go to market?

Operating costs in Africa are likely 
to be higher due to the lesser scale of the 
operation, and more complex logistics. 
Thus, an investor would be concerned 
that the plant is not price-competitive in 
normal situations – that is without the 
current global shortage of vaccines in 
2021.

This concern can be addressed 
by advance purchase commitments, 
preferably with up-front payment (that’s 
how the UK and the US secured their 
early lead in vaccine supply).

As the likely buyers mostly are state-
related agencies, such as national health 
systems, they would have to sign purchase 
agreements. Ideally, several national 
health systems would cooperate to 
contract one manufacturer in the region 
to enable the scale of the operation. 
Yet, they might be reluctant to commit 
given the prospect (albeit uncertain) that 
imported vaccines might be available at a 
cheaper price in two to three years.

Once, national health systems – or 
other potential buyers – have indicated 
their commitments, there may also be an 
opportunity for effective development 
aid. Donors may for example subsidise the 
purchase agreements. Or, development 
banks may take equity in the new plant 
and share the risk of the operation.

Intellectual property rights: A 
waiver or a compulsory licence for key 
technology, including ingredients and 
materials, would help lower costs. But it 
would need to be valid over the operating 
lifetime of the plant. In other words, a 
waiver “until the end of the pandemic” is 
of little help.

The World Trade Organisation’s 
TRIPs agreement in principle allows 
countries to impose compulsory 
licensing in cases of national emergencies. 
However, a recent review study has 
shown that this possibility is rarely used 
– the requirements are too complex, 
especially for countries without local 
manufacturing capacity.

Reform of the TRIPS agreement 
would help, notably by simplifying 
compulsory licensing, or by reducing the 
scope and length of intellectual property 
rights. At a minimum, this would 
strengthen the bargaining power of local 
players engaging with the global industry.

Overcoming the constraints
Local vaccine manufacturing in 

Africa is both feasible and desirable 
because it helps Africa to respond to 
future pandemics. To achieve that, 
a broad regional partnership with 
substantial up-front commitments is 
necessary.

First, to enable an efficient scale of 
operation, national authorities across the 
region need to collaborate to coordinate 
health sector procurement, regulation 
and quality control of the medicines, and 
trade policies.

Second, owners of the technology 
should be part of the partnership, not 
only to facilitate the transfer of tacit 
knowledge but also to ensure quality 
control. BioNTech, for example, has 
stated that it is willing to engage in this 
type of collaboration.

Third, development organisations 
may support such ventures by bringing 
partners together, co-funding advance 
purchase agreements, and perhaps by 
investing in the plant itself.

Policymakers may help to create such 
partnerships by simplifying compulsory 
licensing rules. In contrast, a time-limited 
patent waiver would achieve little.

The article was first published in The Conversation
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How regionalism has helped Africa manage the 
COVID-19 pandemic
By Samuel Ojo Oloruntoba 

A regional 
approach helped 

mitigate the 
negative effects 

of this weakness 
through mobilisation 

of resources and 
distribution of critical 

health equipment.

The use of a 
regional approach 

has contributed 
to mobilising 

resources towards 
the targeted $647 

million African 
Union COVID-19 

response fund. 

The limited 
capacity of the state to 

mobilize resources at 
the national level made 

a regional approach 
necessary.

One prediction at the outbreak of 
COVID-19 was that Africa could be the 
epicentre of fatalities from the pandemic. 

This hasn’t happened. The record of rate of 
infections, fatalities and recoveries shows that 
Africa is the second least affected region of the 
world.

The fear that Africa would be the epicentre of 
the pandemic was fueled by a few factors. One was 
the presence of overcrowded informal settlements. 
Another was weak systems in many countries 
and the inadequate number of medical personnel 
across the board. In addition, hospitals lack critical 
equipment such as testing kits, personal protective 
equipment and oxygen machines.

Most countries adopted national strategies, 
such as closing borders. Others took a more 
regional approach.

In a recent study I looked at what role 
regionalism played in containing the pandemic. 
The porous borders between many countries in 
Africa presented additional challenges – as well 
as opportunities – for a regional response to 
COVID-19.

I concluded that a regional approach did 
help in containing the pandemic because of the 
opportunity it provided for sharing resources, 
information, training and testing. For example, 
effective monitoring and deployment of testing 
equipment at the borders contributed to limiting 
cross border transmission of the virus.

But I also concluded that, for the future, 
there is a need to build more regional health 
infrastructure that can help the continent manage 
new epidemic outbreaks.

Reasons for a regional approach
Since March 2020, African countries 

have adopted various measures to manage the 
COVID-19 pandemic. Beyond the national 
responses were continental and regional 
approaches under the auspices of the African 
Union through the Africa Centres for Disease 
Control and Prevention and the regional economic 
communities.

Regionalism was adopted as a strategy for 
many reasons. The first was the limited capacity 
of some states to manage the pandemic. At the 
onset of the pandemic, many lacked the health 
infrastructure and equipment required for testing, 
personal protective equipment and oxygen. 
Although the problem of poor health infrastructure 
is common across most parts of the continent, it is 
worse in small states like Lesotho.

A regional approach helped mitigate 
the negative effects of this weakness through 
mobilisation of resources and distribution of 
critical health equipment.

The second reason for a regional approach was 
the fact that borders separating African countries 
are very porous, artificial and arbitrary. Given the 
imperative of cross border trade, kinship ties across 
the borders and the frequent travels that accompany 
these high levels of interactions, national strategies 
alone would not have been sufficient to contain the 
spread of COVID-19.

Third was the huge financial requirement for 
managing the pandemic. This included assistance 
for those whose jobs were affected, rent subsidies, 
and other social interventions. The limited capacity 
of the state to mobilize these resources at the 
national level made a regional approach necessary. 
The African Union mobilized resources from the 
international community to help in meeting the 
huge financial requirements for managing the 
pandemic. The regional approach provided a 
stronger voice in doing so.

Continental response
From March 2020, the African Union took 

the lead in coordinating a continental response to 
the management of the pandemic. The political 
and bureaucratic leadership of the African Union, 
represented by Moussa Faki Mahamat, chair 
of the African Union Commission, and Cyril 
Ramaphosa, chair of the African Union at the time, 
mobilised stakeholders from the private sector and 
international community to contribute to the fund. 
For instance, Africa50 contributed $300,000 to 
support the Africa Centres for Disease Control and 
Prevention. Similarly, the African Development 
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Bank supported the fund with $27.33 million.
They also appealed to the international 

community for assistance. The duo invited the 
private sector and the international community 
to contribute to the COVID-19 Solidarity Fund.

This money was needed to procure health 
equipment, create awareness, and address the 
economic fallout of the pandemic.

The African Union also called on existing 
institutions such as the Africa Centres for Disease 
Control and Prevention and regional economic 
communities to train and equip health officials at 
regional and continental levels to deal with future 
pandemics.

These institutions came into being as part of 
the ongoing regionalisation processes in Africa. 
For instance, the Africa Centres for Disease 
Control and Prevention was established in 2016 
in response to previous epidemics like Sars and 
Ebola. It has been performing various roles such 
as information and communication, training and 
capacity building, and collaboration with regional 
and international organisations.

In some instances, some of the eight regional 
economic communities on the continent also 
played a part. For example, in West Africa, the 
Economic Community of West African States built 
on the previous experiences of managing Ebola to 
coordinate the activities of member countries.

The regional body developed a regional 
strategic plan and, through the West African 

Health Organisation, helped build capacity 
of health officials at the regional level through 
training, sharing information and mobilising 
resources.

In East Africa however, the denialist approach 
of the Tanzania government under the late 
president John  Magufuli negatively affected the 
collective will of the East African Community to 
fight the pandemic.

The country did not close its borders; neither 
was there stringent adherence to protocols 
recommended by scientists.

Lessons learnt
Africa is not yet out of the woods. Recent data 

shows that new variants of the SARS-CoV-2 virus 
are a cause for concern. Access to vaccines remains 
acute.

However, the use of a regional approach has 
contributed to mobilising resources towards the 
targeted $647 million African Union COVID-19 
response fund. This fund has been used to support 
the recovery efforts of some member states of the 
African Union and build the capacity of the Africa 
Centres for Disease Control and Prevention.

The recent donation of $1.3 billion by 
Mastercard Foundation would further help in 
procurement of vaccines and managing future 
pandemics. This money will particularly help small 
states which might not otherwise be able to access 
resources.

$647
million

target 
amount for 
the African 

Union COVID-19 
response fund

The article was first published in The Conversation
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How well your immune system works can 
depend on the time of day
By Annie Curtis

...the time 
we’re infected with 

a virus – such as 
influenza or hepatitis 

– can impact how 
sick we become.

Sufficient sleep 
after vaccination 

for hepatitis A 
improves the 

immune response 
by increasing the 

number of vaccine-
specific immune 

cells which provide 
long term immunity 
compared to those 
who had restricted 

sleep following 
vaccination.

When microorganisms – such as bacteria or 
viruses – infect us, our immune system 
jumps into action. It’s highly trained to 

sense and eliminate infections and clear up any 
damage caused by them. 

It’s typically assumed our immune systems 
work the same way regardless of whether infection 
occurs during the day or at night. But research 
spanning over half a century now shows our bodies 
respond differently day and night. The reason for 
this is our body clock and the fact that each cell in 
the body, including our immune cells, can tell what 
time of day it is.

Our body clock has evolved over millions of 
years to help us survive. Every cell in the body 
has a collection of proteins that indicate the time 
depending on their levels. Knowing whether 
it’s day or night means our body can adjust its 
functions and behaviours (such as when we want 
to eat) to the correct time. 

Our body clock does this by generating 24-
hour rhythms (also termed circadian rhythms) in 
how cells function. For example, our body clock 
ensures that we only produce melatonin as night 
falls, as this chemical makes us tired – signalling 
it’s time for sleep. 

Our immune system is composed of many 
different types of immune cells that are continually 
patrolling the body looking for evidence of 
infection or damage. But it is our body clock 
that determines where those cells are located at 
particular times of the day. 

Broadly speaking, our immune cells migrate 
into tissues during the day and then circulate the 
body at night. This circadian rhythm of immune 
cells may have evolved so that immune cells are 
directly located in tissues at a time when we are 
more likely to be infected, primed for attack. 

At night, our immune cells circulate the body 
and stop off at our lymph nodes. Here, they build 
up a memory of what was encountered during the 
day – including any infections. This ensures they 
can respond better to the infection the next time 
they encounter it. 

Given the body clock’s control over our 
immune system, it’s hardly surprising to learn 
that some research has shown that the time 
we’re infected with a virus – such as influenza or 
hepatitis – can impact how sick we become. The 
exact timing is likely to differ depending on the 
virus in question.

Other research has also shown that the time we 
take our medicines can affect how well they work 
– but again, this depends on the drug in question. 
For example, since we make cholesterol when we 
sleep, taking a short-acting statin (a cholesterol-
lowering drug) just before bedtime provides the 
most benefit. It’s also been shown that time of day 
impacts how well certain types of immune cells 
work.
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Body clocks and vaccines
There’s also an increasing body of evidence showing 

vaccines – which create an immune “memory” of a particular 
pathogen – are impacted by our body clock, and the time of 
day that a vaccine is administered. 

For example, a 2016 randomised trial of over 250 adults 
aged 65 and older showed having the influenza vaccine in 
the morning (between 9am and 11am) resulted in a greater 
antibody response compared to those vaccinated in the 
afternoon (between 3pm and 5pm). 

More recently, people in the mid-twenties who were 
immunised with the BCG (tuberculosis) vaccine between 8am 
and 9am had an enhanced immune response compared to those 
vaccinated between noon and 1pm. So for certain vaccines, 
there’s evidence that early morning vaccination may provide a 
more robust response.

One reason for seeing improved immune response to 
vaccines in the morning may be due to the way our body clock 
controls sleep. In fact, studies have found that sufficient sleep 
after vaccination for hepatitis A improves the immune response 
by increasing the number of vaccine-specific immune cells 
which provide long term immunity compared to those who 
had restricted sleep following vaccination.

It’s still not fully understood why sleep improves vaccine 
response, but it might be because of how our body clock directly 
controls immune cell function and location during sleep. So 
for example, it sends the immune cells to our lymph nodes 

while we sleep to learn about what infections were encountered 
during the day, and to build a “memory” of this. 

Of course this raises the question of how this might all 
relate to the current pandemic and worldwide vaccination 
programmes. How our immune body clock works might 
be important in terms of whether we develop COVID-19. 
Intriguingly, the receptor which allows the COVID virus, 
SARS-CoV-2, to gain entry into our cells is under control of 
our body clock. 

In fact, there are higher levels of this receptor on the cells 
which line our airways at distinct times of day. This could mean 
we’re more likely to get COVID-19 at certain times of the day, 
but further research will be needed to determine whether this 
is the case. 

Whether the time of day we’re vaccinated against 
COVID-19 impacts immune response remains to be answered. 
Given the high effectiveness of many COVID-19 vaccines 
(with both Pfizer and Moderna reporting over 90 per cent 
efficacy) and the urgency with which we need to vaccinate, 
people should be vaccinated at whatever time of day is possible 
for them. 

But current and future vaccines which do not have such 
high efficacy rates – such as the flu vaccine – or if they’re used 
in people with poorer immune response (such as older adults), 
using a more precise “timed” approach may ensure better 
immune response.
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Why Africa’s push to make vaccines should look 
further than COVID-19
By Bartholomew Dicky Akanmori 

Over 90% of 
the world’s malaria 

deaths and 70% of 
all people living with 

HIV are in Africa.

Africa needs 
its own capacity for 

vaccine development 
and production so that 

it can immunise for 
childhood diseases 

and help control 
outbreaks of highly 

infectious diseases – 
including COVID-19.

Africa’s 
segmented markets, 

and often small 
economies, are at 

odds with the fact that 
vaccines are mostly 

produced in large 
quantities to keep 

prices down. 

It’s unlikely that vaccine manufacturing will offer 
Africa a quick fix for COVID-19. Countries on 
the continent are grappling with a diverse array of 

challenges. These include vaccine hesitancy, supply 
bottlenecks and a lack of operational funding and 
human resources to administer jabs. 

Still, the political will to boost local 
manufacturing of vaccines is rising across the globe, 
including in Africa – and has never been this high.

The reason is simple. COVID-19 has shown 
that regions and countries take care of their own 
people first when crises hit. Africa wants to be able 
to do the same. To do so, the continent must seize 
new opportunities to fast-track the development 
of vaccine manufacturing capacity and to boost 
regulatory processes.

In 2020, about 40 African countries 
participated in a World Health Organisation 
(WHO) training marathon to build manufacturing 
capacity. All 54 countries on the continent also 
supported Ethiopia’s recently passed resolution 
to the 74th World Health Assembly, focused on 
strengthening local production of medicine and 
health technology. At the recent G20 Global 
Health Summit, the European Commission also 
announced a new initiative on manufacturing in 
Africa, backed by €1 billion. 

That’s critical because manufacturing vaccine 
doesn’t come cheap. Success will depend heavily 
on support – in cash and in kind – from developed 
countries. It takes hundreds of millions of dollars 
to produce a new vaccine. 

There is hope for relaxation of intellectual 
property rights. These are necessary to open the 
way to local manufacturing of existing vaccines. 

But the production process for new vaccines 
can take as long as five to 10 years. The typical 
vaccine roadmap begins with exploratory research, 
followed by pre-clinical and clinical safety and 
efficacy testing on animals and humans – and 
regulatory reviews and approvals for licensing. 
Only then can the manufacturing process begin.

This requires a significant body of skills. Local 
expertise in areas such as research and development, 
regulatory expertise and quality assurance must be 
strengthened too. 

Local manufacturing
It will take several more years before countries 

are fully prepared to manufacture new vaccines 
to the scale of contributing significantly to global 
output. Therefore, governments should adopt a 
longer-term view that prioritises the most urgent 
health challenges in the region. This vision must be 
about manufacturing vaccine generally, rather than 
COVID-19 vaccines specifically.

Africa has 54 countries and 1.2 billion 
people, but produces only 1% of all the vaccines 
it administers. The continent also faces a heavy 
burden of disease. Over 90% of the world’s malaria 
deaths and 70% of all people living with HIV are 
in Africa.

So far, the continent has only a few producers 
of vaccines. Statutes signed between the government 
of Senegal and the Institut Pasteur in 2009 
allowed the country to manufacture yellow fever 
vaccines. There are six other vaccine manufacturing 
institutes. One is VACSERA in Egypt, the oldest 
vaccine manufacturer in Africa. Egypt is slated to 
complete the production of 40 million doses of 
China’s Sinovac COVID-19 vaccine domestically 
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by the end of 2021. In South Africa, 
the pharmaceutical company Aspen will 
be manufacturing doses of the Johnson 
& Johnson COVID-19 vaccine under 
licence.

Most local companies engage only in 
packaging and labelling, and occasionally 
fill-and-finish steps. But it’s noteworthy 
that there are about 80 sterile injectables 
facilities on the continent. These produce 
a broad range of fill-and-finish sterile 
solutions and emulsions including 
anaesthetics, eye drops and multi-drug 
resistant tuberculosis vaccines. Significant 
financial commitment would be required 
to transform them into fully integrated 
manufacturing facilities. But these 
operations have built solid track records 
with partners and suppliers that will 
benefit expansion plans.

Integrating policies
Africa’s segmented markets, and 

often small economies, are at odds 
with the fact that vaccines are mostly 
produced in large quantities to keep 
prices down. They require large markets 
for sustainability. Regulatory bodies that 
meet international standards are also 
lacking, presenting a further hurdle.

Integrating national and regional 
policies and strategies would in effect 
increase the size of the overall market. All 
countries could then benefit, regardless of 
the size of their economy.

More integration wil l  drive 
agreement on the manufacturing of 
products in high demand in Africa. It will 
also expand market access, and help avoid 
costly duplication. But most importantly, 
it will help ensure sustainability because 
most African countries’ markets 
are too small to support their own 
manufacturing. 

African countries must make better 
use of regional economic integration 
platforms such as the Economic 
Community of West African States, 
the Common Market for Eastern and 
Southern Africa, and the new African 
Continental Free Trade Agreement, all of 
which offer great opportunities. 

The African Continental Free Trade 
Area, for example, aims to reduce all trade 
costs – it will eliminate 90% of tariffs – 
and enable Africa to integrate further into 
global supply chains. Cutting red tape 
and simplifying customs procedures will 
bring significant income gains. 

Strong regulatory capacity and 
oversight is another building block 
for vaccine production and product 
safety. Countries must strengthen their 
regulatory systems to ensure that all 
medical products are of the highest 
quality, and that local manufacturers 
maintain international standards. This 
is why it’s critical for member states to 
urgently ratify the treaty to support the 
creation of the African Medicines Agency. 
To date, seven of the required 15 African 
Union member states have ratified the 
treaty.

The World Health Organisation, 
where I am the regional advisor for 
vaccine research and regulation in the 
Africa region, works with member 
states and partners towards local vaccine 
manufacture.

In Ethiopia, for example, we are 
working closely with the Ministry of 
Health. We’re conducting a feasibility 
study in respect of the potential for high-
standard manufacturing of vaccines. 
We’re also developing cost estimates for 
a road map to success.

Ethiopia, home to the second biggest 
population on the continent, had to pay a 
hefty US$707 million to procure routine 
vaccines between 2016 to 2020. That’s an 
enormous financial burden and sends a 
very clear message about the urgency for 
local manufacturing.

Looking forward
Africa is facing delays in accessing 

life-saving vaccines for COVID-19. 
The continent may experience similar 
delays in the future. The continent faces 
significant and enduring public health 
threats, including measles, rotavirus, 
yellow fever and Ebola.

To manage these public health 
threats, Africa needs its own capacity for 
vaccine development and production 
so that it can immunise for childhood 
diseases and help control outbreaks of 
highly infectious diseases – including 
COVID-19.

The article was first published in The Conversation
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Govt plans to set-up a ‘fill and finish’ human vaccine 
manufacturing facility in 9 months
By Samwel Doe Ouma  |  @samweldoe

Policy & Regulation

As countries are pursuing various 
strategies to fully finance and 
thus take full ownership of their 

immunization programs, Kenya has 
developed an action plan and identified 
physical facilities to establish a human 
vaccine production facility in nine 
months. 

According to Health Cabinet 
Secretary Mutahi Kagwe, the first phase 
of the project is on course with the 
identification of physical space within 
Kenya Medical Supplies Authority 
(Kemsa) premises in Embakasi. 

 “This phase, expected to be 
completed within 9-12 months, will 
include refurbishment of the facility as 
well as the installation of the fill and 
finish line,” he said. 

CS Kagwe added that the second 
phase will be expected to cover 18-24 
months and will see the establishment 
of a full-fledged bulk antigen production 
facility. 

The third phase will revolve around 
capacity building with a focus on 
research and development and see the 
establishment of a vaccine/biological 
products research and development 
centre.

“We have engaged substantially with 
Vaccine manufacturers, founders of SA 
Jansen Institute (Aspen) as well as with 
the government of South Africa and they 
have expressed interest in working with 
us,” said CS Kagwe.

A steady supply of vaccines 
and injection supplies is critical in 
the continuation of the country’s 
immunization program.

Gavi, the vaccine alliance, plans 
to stop its support for vaccines in 
Kenya starting the transition from 
2022 casting uncertainty on whether 

Kenya will continue supporting its full 
immunization program.

In anticipation of GAVI’s transition 
from support for childhood vaccines, 
the Kenya vaccines technical working 
committee under the leadership of Lt. 
Colonel (Rtd) Dr Daniel Mbinda, board 
chair Kenya Medical Research Institute 
(Kemri), proposed consideration for 
immediate production of vaccines against 
polio, diphtheria, tetanus, pneumococcal 
pneumonia, rotavirus and hepatitis B, 
which currently do not have patents.

Gavi determines countries’ eligibility 
for support on the sole basis of gross 
national income (GNI) per capita (with 
a current threshold of US$ 1,580 on 
average over the past three years).

In Kenya, an analysis of data on 
expenditures, rates of vaccination, and 
disease surveillance show that the amount 
of money required to fully immunize a 
child exceeds the amount spent per capita 
on all public health services combined.

The country is experiencing fund 
management challenges with the shift of 
healthcare to subnational levels.

Kenya Medical Supplies Authority 
(Kemsa) - a state corporation mandated 
to procure, warehouse and supply health 
products and technologies (HPT’s) 
moved medical supplies to a pooled 
procurement system in which counties 
place their orders directly with Kemsa 
using local budgets.

On January 31, 2017, African 
presidents endorsed The Addis 
Declaration on Immunization (ADI) 
committing to advance universal access 
to vaccines in Africa.

World Health Organization (WHO) 
Africa office together with the African 
Union (AU) hosted the Ministerial 
Conference on Immunization in Africa 

(MCIA), signing a commitment to 
ensure that everyone receives full benefits 
of immunization. 

ADI commitments included keeping 
universal access to immunization, 
increase  and susta in domest ic 
investments and funding allocations for 
immunizations, address persistent barriers 
in immunization, increasing efficiency 
and effectiveness of immunization, attain 
and maintain high-quality surveillance 
for target vaccine-preventable diseases, 
monitor progress towards achieving 
goals, develop research capacity to 
enhance Africa’s vaccines implementation 
and uptake, political will for universal 
immunization and promoting and 
investing in capacity development and 
production of vaccines.

To have received al l  bas ic 
vaccinations, a child must receive at 
least one dose of BCG vaccine, which 
protects against tuberculosis; three doses 
of DPT vaccine, which protects against 
diphtheria, pertussis (whooping cough) 
and tetanus; three doses of the polio 
vaccine; and one dose of the measles 
vaccine.

Vaccines are a form of ‘active 
immunity - which means that they 
stimulate the immune system to form 
protective antibodies against certain 
diseases. Immunization has reduced 
deaths below the age of five, health 
ministry data shows.

Vaccines not only save lives; they 
help children learn and grow, they 
mean more days in school, they avert 
many debilitating risks from childhood 
diseases, and they reduce healthcare costs, 
protecting families and communities 
from sliding into poverty.
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Cost of vaccinations
According to WHO estimates, it costs between 

US$25 to $45 to fully vaccinate a child. This figure 
does not factor in the cost of non-vaccines like delivery, 
training, supervision tacking outbreaks with some studies 
saying that non-vaccine costs add up to half of the total 
cost per child.

Newer vaccines like Human Papillomavirus 
(HPV) Pneumococcal Conjugate and Rotavirus are 
more expensive than the traditional vaccines in the 
immunization schedule.

Adding pneumococcal and rotavirus vaccines, as the 
World Health Organization recommends, would push 
that figure to well over US$ 30 per infant.

With the introduction of new vaccines such as those 
that protect against pneumonia and cervical cancers, the 
cost of vaccines is expected to be higher because they are 
expensive vaccines than the traditional ones.

Building case for local production of 
vaccines

According to a report titled ‘Ensuring sustainability: 
immunization financing in an era of transition” most key 
decision-makers are unaware of the cost of immunization 
and even how they are procured.

Public health emergencies in Africa and the around 
the globe brought to attention the urgency of local vaccine 
manufacturing capacity.

In 2009 H1N1 Influenza pandemic highlighted 
the African continent’s lack of capacity to develop and 
manufacture flu pandemic and other strategic vaccines for 
Public Health Emergencies.

The 2014 Ebola outbreak in Western Africa also 
resulted in strong recommendations from the African 
Union and others regarding support for the acceleration 
of local vaccine manufacturing. 

In 2019, the COVID-19 pandemic caused a global 
scramble among governments to secure scarce vaccines 
with poor countries especially from the African continent 
slipping further behind the rest of the world in the 
COVID-19 vaccine rollout.

Vaccine procurement and supplies are determined 
by several factors like larger volumes, longer terms 
contract greater certainty of demands and timely 
payments, procurement regulations and irregular release 
of health budgets especially for countries transiting from 
donor funding to local funding often causes delays and 
disruptions as have been seen in other jurisdictions.

Countries have experienced stock-outs of critical 
vaccines because of delays in funds and budgeting. 

How reliable will our vaccine supplies 
be and how will they be procured after 
the exit?

To sustain vaccinations after the GAVI exit, some 
experts argue that local vaccine production is a sure way 
of establishing stable vaccine supplies since the producer 
will give priority to the national immunization program.

Experts argue that local production of vaccines may 
offer cheaper vaccines compared to prices obtained by the 
UNICEF supply division.

Experience demonstrates that immunization 
investments can be a catalyst for the overall development 
of the health sector. 

In Latin America, for example, efforts during 
the 1980s and 1990s to eradicate polio and measles 
required countries to develop agile management, active 
surveillance, and reliable laboratory support as well as 
sustainable financing for their immunization programs. 
Those innovations spilt over to other maternal and child 
health programs.
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WHO warns malaria deaths likely to double 
By David Kipkorir

The World Health Organisation 
(WHO) has warned that malaria 
deaths risked doubling in sub-

Saharan Africa if efforts are not urgently 
scaled up during the coronavirus 
pandemic.

The UN health agency said the 
COVID-19 outbreak could severely 
disrupt access to anti-malaria nets and 
drugs in the region.

It called on countries in sub-Saharan 
Africa, where nearly 95 per cent of all the 
world’s malaria cases and deaths occur, to 
rapidly distribute malaria prevention and 
treatment tools now before they become 
too overwhelmed with novel coronavirus 
cases.

“Rigorous disruptions to insecticide-
treated net campaigns and access to 
antimalarial medicines could lead to a 
doubling in the number of malaria deaths 
in sub-Saharan Africa this year compared 
to 2018,” the WHO warned, citing new 
modelling analysis.

The analysis considers nine scenarios 
for potential disruptions in access to 
core malaria control tools during the 
pandemic in 41 countries, and the 
resulting increases that may be seen in 
cases and deaths.

Under the worst-case scenario, in 
which all insecticide-treated net (ITN) 
campaigns are suspended and there is 
a 75 per cent reduction in access to 
effective antimalarial medicines, the 
estimated tally of malaria deaths in sub-
Saharan Africa in 2020 would reach 769 
000.

That is twice the number of deaths 
reported in the region in 2018, adding 
that such an increase would represent a 
return to malaria mortality levels last seen 
20 years ago. 

According to the World Malaria 
Report 2020, African Region, with an 
estimated 229 million cases in 2019, 

accounted for about 94 per cent of cases 
and 409, 000 malaria deaths reported 
globally. More than two-thirds of deaths 
were among children under the age of 
five.

This is despite the great progress 
made in malaria response in the Region.

WHO in a separate statement 
also reiterated its call to maintain 
immunisation services worldwide 
to ensure the measures taken to halt 
the Covid-19 pandemic do not end 
up sparking a resurgence of vaccine-
preventable diseases like measles and 
polio.

“While the world strives to develop 
a new vaccine for COVID-19 at record 
speed, we must not risk losing the fight 
to protect everyone, everywhere against 
vaccine-preventable diseases,” WHO 
chief Tedros Adhanom Ghebreyesus said 
in the statement.

To date, the number of reported 
cases of COVID-19 in sub-Saharan 
Africa has represented only a small 
proportion of the global total, though 
cases are increasing every week. 

This means that countries across 
the region have a critical window of 
opportunity to minimize disruptions in 
malaria prevention and treatment and 
save lives at this stage of the COVID-19 
outbreak.

WHO and partners have developed 
guidance to ensure that those suffering 
from malaria can safely receive the 
care they need within the package of 
essential health services to be delivered in 
COVID-19 settings.

In Kenya, approximately 170 million 
working days and 11 per cent of primary 
school days are lost to malaria each year, 
according to WHO. 

According to the Kenya National 
Bureau of Statistics (KNBS), there were 
17,553 deaths from malaria with 7.9 
million hospital visits the same year.

The report estimates that up to 
13,200 people died of malaria in 2018 
in Kenya.

KNBS says malaria is the second 
biggest cause of reported deaths after 
respiratory infections, with nearly 70 per 
cent of the country’s population at risk 
from the disease.

The Kenyan government remains 
committed to improving health service 
delivery and places a high priority on 
malaria prevention and control.  

In February, it launched the 
End Malaria Council, an initiative 
spearheaded by African leaders to drive 
attention and funding to eradicate the 
disease.

The council will play a critical role 
in mobilizing local resources to drive 
the agenda of malaria control and 
elimination in Kenya, a country where 
37 million people remain at high risk of 
malaria infection, according to Health 
Cabinet Secretary Mutahi Kagwe during 
the launch of the End Malaria Council.

NUMBER OF 
MALARIA DEATHS 

REPORTED GLOBALLY 
IN 2019

July - August 202134

Public Health



Public Health

146 million Africans die of Tobacco-related 
diseases each year
By David Kipkorir

More than 146 million Africans 
die yearly from tobacco-related 
diseases, the World Health 

Organisation (WHO), has revealed.
WHO Regional Director for Africa 

Dr Matshidiso Moeti said recently during 
a virtual press conference.

Moeti said tobacco was the leading 
cause of preventable deaths in the world 
and emphasised that “smoking damages 
nearly every organ in the body.”

The director also said that “globally, 
exposure to second-hand smoke kills 
more than 1.2 million people yearly.”

She explained that the use of tobacco 
products other than cigarettes, such as 
vaporizers, was on the increase in Africa.

Moeti said that quitting tobacco was 
the way to reduce the risk of developing 
cancer, heart disease, stroke and other 
diseases, noting that it would also 
increase one’s life expectancy.

She added that “quitting tobacco is 
hard but today is a good day to start.

“Make the decision to live a life 
controlled by you and not tobacco.

“It may seem impossible, or like 
smoking isn’t a big deal. But what you 
don’t do today may end up causing future 
health problems or, worse, premature 
death,” Moeti said.

She said that one in five adolescents 
in Africa now used tobacco, saying “this 
must change. Quit smoking and be a part 
of the solution.”

Every year, more than 9,000 
Kenyans die of tobacco-related diseases, 
while more than 220,000 children and 
more than 2,737,000 adults continue to 
use tobacco each day.

Even though fewer men and women 
die on average in Kenya than in other 
low-income countries, still 129 men and 
45 women die from smoking-related 
causes weekly.

A study conducted by the National 
Authority for the Campaign Against 
Alcohol and Drug Abuse (Nacada) 
in 2018 shows that about 2.2 million 
Kenyans use tobacco products, out of 
which two-thirds smoke cigarettes.

Cigarette smoking is linked to 
more than 70 per cent of lung cancers, 
according to the National Guidelines for 
Cancer Management.

The market for the manufacture 
and distribution of cigarettes in Kenya 
is controlled by two companies, with 
multinational British American Tobacco 
dominating at 77.5 per cent of market 
share by volume and domestic player 
Mastermind Tobacco Kenya controlling 
19.6 per cent.

Globally, Kenya is a signatory of 
the WHO Framework Convention for 
Tobacco Control (FCTC) which it 
ratified on 24th June 2004.

Under the Convention, Kenya 
is obligated to protect present and 
future generations from the devastating 
health, social, environmental and 
economic consequences of tobacco 
consumption and exposure to tobacco 
smoke by implementing measures to 
reduce continually and substantially the 
prevalence of tobacco use and exposure 
to tobacco smoke.
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Training healthcare workers key to boost 
COVID-19 vaccine preparedness
By David Kipkorir

A smooth roll-out of the COVID-19 
vaccine in Kenya depends on 
improving the knowledge of the 

country’s frontline health care workers, the 
Pharmaceutical Society of Kenya (PSK) 
said recently.

PSK Chief Executive Officer Daniella 
Munene said that a critical mass of 
trained healthcare workers is key to boost 
COVID-19 vaccine preparedness and 
uptake in the country.

“There is a need to train and prepare 
Kenyan healthcare workers to administer 
the COVID-19 vaccine effectively,” 
Munene said during an exclusive interview.

Critical areas that require training 
include storage, supply chains management 
and effective communication to the public.

“If the government can procure 
30 million vaccines as per their current 
plan, they’ll need to vaccinate at least five 
(5) million people per month. This will 
necessitate training more health workers to 
administer the vaccine,” added the CEO.

She said it is essential to aggressively 
train more pharmacists to administer and 
manage vaccines. 

“We should also aim to incorporate 
smart technology such as Artificial 
Intelligence (AI) and blockchain to 
monitor vaccines up to when they are in 
people’s arms,” noted Munene.

She explained that the vaccine 
administration and management course 
for pharmacists is a very short course and 
there are sufficient institutional capacities 
to provide training to all pharmacists.

At present, there are about 5, 500 
community pharmacy outlets, and over 
4, 000 trained pharmacists in Kenya. This 
means a very extensive network that is also 
rural and urban.

The pharmacist asked the government 
to rope in pharmacists in vaccination since 
they are a very extensive network adding 
that people need to access the vaccine 
where they want to that is convenient for 
them.

Currently, healthcare professionals 
who are allowed to vaccinate are 
predominantly doctors and nurses 
trained to do so in line with the country’s 
regulations.

Pharmacists do not qualify to issue the 
jabs under Kenya’s vaccination regulations 
without appropriate certification. This 
means that most of the 4,000 pharmacists 
in the country can’t be vaccinators unless 
trained appropriately.

However, some pharmacies will be 
part of the rollout plan - those that have 
clinics on their premises that are run by 
nurses.

She called on curriculum developers to 
incorporate vaccine administration training 
in the undergraduate course of pharmacy.

“No legislation is required to 
incorporate vaccine administration 
training. The universities only need 
guidance from the professional association 
and from the regulator, which is the 
Pharmacy and Poisons Board (PPB),” 
expressed the expert.

Currently, there are two universities 
providing immunization training for 
pharmacists. 

Recent ly,  the  United States 
International University-Africa (USIU) 
launched a new short course for healthcare 
givers on immunization skills. 

The course which is meant to build 
capacity for health professionals was 
launched on April 29, 2021, by the 
University’s School of Pharmacy and 
Health Sciences in partnership with the 
Pharmaceutical Society of Kenya.

The engagement between USIU-
Africa and the Pharmaceutical Society of 
Kenya is considered strategic as this has 
the potential to yield the much-needed 
healthcare skilled capacity during current 
times of pandemics like COVID-19.

The short course is geared to educate 
pharmacists and other healthcare providers 
about the impact of vaccines on public 
health and providers’ role in immunization.

It also covers immunological 
principles of vaccine development and 
immunization, vaccine-preventable diseases 
and the vaccines used to prevent them and 
strategies for improving immunization 
rates.

Though very slow, Kenya has started 
the second phase of its COVID-19 vaccine 
rollout with the aim of vaccinating essential 
workers, those over 60 years of age and 
other vulnerable groups.

Vaccination numbers remain low. 
Hold-ups have included procurement and 
delivery of vaccines and the emergence of 
new variants.

The Pharmaceutical Society of Kenya, 
a body representing pharmacy, strongly 
promotes pharmacists as vaccinators to 
improve vaccine coverage in the country 
when enough jabs will be available.

PSK Chief Executive Officer Daniella Munene
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Kenya launches plan for control of 
vector-borne disease
By David Kipkorir

Dr. Matendechero (left) and Dr. Aman (right) during the launch

Kenya has launched a strategic plan for the control of 
leishmaniasis, a vector-borne disease.

The strategic plan is in line with the World Health 
Organization (WHO) target to end Neglected Tropical Diseases 
(NTDs) by 2030.

Leishmaniasis, a neglected tropical disease, is a chronic 
infection that is typically endemic in low-income countries, 
vulnerable and most marginalized populations living mostly in 
developing countries.

It is transmitted through the bite of infected female 
sandflies belonging to the Phlebotomus, Lutzomyia, and 
Psychodopygus species.

The sandflies bite from dusk to dawn and are often found 
in forests, stone and mud walls cracks, and animal burrows.

Leishmaniasis is clinically divided into four major 
categories – cutaneous, mucocutaneous, visceral and post kala-
azar dermal.

Kenya is endemic to visceral leishmaniasis (VL), cutaneous 
leishmaniasis (CL), and post kala-azar dermal leishmaniasis.

Speaking during the launch, Head of the Neglected 
Tropical Diseases (NTDs) Unit Dr Sultani Matendechero said 
that health officials continue to report steady increase in cases 
of parasitic disease, in Kenya.

He said the associated loss of lives in the country is what 
inspired the development of the strategy dubbed Kenya Strategic 
Plan for Control of Leishmaniasis 2021-2025.

In Kenya, it is estimated that about 4000 cases occur 
annually while 5 million people are at risk of infection 
(Technical guidelines for Integrated Disease Surveillance and 
Response in Kenya).

The counties with reported cases of the disease are Nakuru, 
Nyandarua, Turkana, West Pokot, Baringo, Isiolo, Wajir, 
Garissa, Marsabit, Mandera and Kitui. 

Sporadic cases have also been reported in Tharaka Nithi 
and Kajiado Counties.

The Chief Administrative Secretary (CAS), Ministry 
of Health, Dr Rashid Aman said the Strategic Plan seeks to 
accelerate the gains achieved in the control of leishmaniasis in 
the past 10 years.

Dr Aman explained that the strategic plan aims at reducing 
morbidity due to leishmaniasis in Kenya by 60 per cent and 
reduce the occurrence of leishmaniasis outbreaks in Kenya by 
50 per cent by 2025.

The CAS revealed that the strategy will focus on the 
rapid scale-up of access to interventions, enhanced planning 
for results, resource mobilization, and financial sustainability 
to relieved people living in endemic areas of the burden and 

suffering brought by the disease. 
“This will eventually lead to improved health and economic 

productivity,” he said.
The strategic plan focuses on improved case management; 

strengthened supply chain management; enhanced vector 
control mechanisms to reduce transmission; strengthened 
surveillance, monitoring and evaluation, and operational 
research; strengthened epidemic preparedness response 
(EPR); strengthened advocacy, communication and social 
mobilization; and strengthened coordination, partnership and 
resource mobilization.

The government will train health workers on the 
diagnosis and treatment of leishmaniasis specifically CL and 
VL at all levels, establish more testing and treatment sites for 
management of leishmaniasis, develop and renew guidelines 
for the management of CL and VL as well as conducting 
therapeutic efficacy test for leishmaniasis medicines.

The implementation of the strategy will cost about Sh2 
billion over the next five years. The three main cost drivers 
are medicines and supplies at Sh600 million, followed by 
monitoring and evaluation at Sh518 million and training at 
Sh250 million.

Dr Matendechero called on affected counties to prioritize 
the allocation of funds towards the strategy. 

He also urged partners to continue supporting the 
government in the implementation phase of the strategy while 
encouraging the local private sector to join in the effort through 
robust social responsibility and individual philanthropic 
gestures.
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A successful 1.5-hour elbow replacement, hope 
for civil servant to return to work
By Morara Kebaso

Samuel Njoroge’s voice over a telephone conversation was 
a positive testimony, the Nairobi Metropolitan Services 
(NMS) environmental officer is on his way back to 

recovery and duty.
“In the next one month or two, I should be back at work,” 

he told Health Business Magazine explaining how his journey 
to recovery was boosted by the slight movement of his small 
finger, the last of his right hand.

On May 4, 2021 Njoroge smiled softly and granted an 
interview when Health Business visited him at a city hospital. 

He was recuperating from elbow surgery to remove a part 
severely degenerated by arthritis. Were it not for the operation, 
Njoroge, a civil servant could have seen his arm amputated.

“I just thank God for the person who directed me here. I 
don’t know what I could have done without money to fly out 
of the country to save my arm,” Njoroge told Health Business 
in his opening statement as he reflected on the prevailing 
COVID-19 third wave situation in India. The current travel 
ban between India and Kenya by the government is also a 
concern.

Njoroge, an employee of Nairobi County Government 
lay on a tilted bed with his right hand hanging effortlessly in 
an arm sling secured to the base trapeze - metallic orthopaedic 
equipment. His eyes shone with hope after a successful one-
and-half-hour elbow replacement.

At 57, Njoroge, a father of three has less than 10 years 
as a civil servant, and the years he suffered the painful elbow 
inflammation got him worried.

“Time was running out fast and I was seeing my 
productive years quickly becoming history. But now with the 
pain in my elbow was too much, and I saw myself leaving the 
service before my retirement age. This got me anxious,” he told 
Health Business. 

Results from a diagnosis done early last week according to 
Dr Kartikeya Joshi revealed that Njoroge had been suffering 
from inflammatory arthritis. This rare joint inflammation 
disease would have resulted in an amputation, the doctor said.

It also threatened to cut his retirement age by nine (9) 
years had he continued taking painkillers and other medication, 
including herbs.

This is his story. Early last year - Njoroge who hails from 
Murang’a - started experiencing mild pain in his right elbow. 
This grew gradually, becoming more painful. At the same time, 
its motion slowed down to a point he could report at work 
just as a formality as he could not perform his clerical duties 
to satisfaction.

This paved way for a medical sojourn in search of 
help, and perhaps makes the first case of a successful elbow 
replacement surgery in Kenya.

“I visited various health facilities where I could only be 
given painkillers.  I even tried herbal medicine but never 
got relief. So I decided to visit a radiologist. At one of the 
facilities in the city I was advised to come here,” he said.

The x-ray results showed that he had severe elbow 
arthritis that would have led to amputation had the surgery 
not done in time.

Dr Joshi, an orthopaedic surgeon with the hospital 
describes the disease as rare. It requires surgery which the 
surgeon said is also not common in Kenya and even in Africa.

“I have spent time searching the available medical 
literature. But, I haven’t found much on elbow inflammation 
treatment anywhere in Kenya. Perhaps this is the first of its 
kind we have done here. I consider it a milestone for us,” 
he said.

Dr. Kartikeya Joshi, an Orthopedic Surgeon with Mediheal Hospital 
operating on Samuel Njoroge’s arm 
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However, Joshi hinted that cases of elbow arthritis could be 
prevalent but few investigations have been done.

“I have seen about 5-6 patients with elbow arthritis for 
the last two to three months. Most of these patients have been 
on painkillers; massage, and physiotherapy which only offer 
temporary solutions,” Joshi said.

Joshi explained that after seeing the x-ray report, together 
with his team, they concluded that the patient needed an 
operation to remove the degenerated part.

“But before that, I explained to the patient the procedure 
he requires; the type of problem he was suffering from and 
the pros and cons of this surgery. So he decided to go for the 
replacement,” the surgeon said.

But since Njoroge was not a candidate for arthroscopy, 
the team of surgeons went for the arthroplasty surgery or 
replacement. The team selected a metallic implant made of 
special material that would offer the patient the flexibility 
needed to perform his duties at work.

The hinge kind of joint Joshi and his team inserted in 
the patient’s elbow is a technology that was improvised in the 
1980s. However, according to Joshi, it has gone through stages 
of revision, remodelling and improvement.

“The implant will provide a painless range of motion; reduce 
the stiffness, pain and offer Samuel the mobility he deserves,” 
Joshi added.

In India, Joshi said such surgeries are done in few centres.
“Put together plus airfare, accommodation, food, transport 

on the ground, medication and the procedure itself, it will cost 
the patient between Sh1 million and Sh2 million,” Joshi said.

As the Covid-19 third wave rocked India, her government 
instituted restrictions on the surgeries to be conducted in the 
country’s hospitals.

The incidence of TEA is not as common as THR (Total hip 
replacement) or TKR (Total knee replacement) mainly because 
of the availability of elbow implants and also due to lack of 
national registries data.

In developed countries like the UK the number of the TEA 
were hardly 600 as compared to THR or TKR.

Dr. Kartikeya Josh assesses Samuel Njoroge’s arm after the May surgery. 
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Drop in blood donations add to maternal 
health threats in Africa
By Sharon Kemunto

Just half of the blood needed 
for transfusion each year in the 
African region is collected, leaving 

many facing life-threatening shortages. 
The COVID-19 pandemic has further 
worsened the shortfall, with donations 
dropping by 17 per cent over the past 
year.

One of the critical requirements for 
blood transfusion is in saving the lives of 
women who suffer severe bleeding during 
pregnancy, delivery or after childbirth. 
Such haemorrhage can be fatal within 
two hours if untreated.

 “Without this transfusion, I could 
have died,” says Guemaime, who suffered 
haemorrhage while giving birth recently 
at Blanche Gomez Mother and Child 
Hospital in Brazzaville, the capital of the 
Republic of Congo.

Of the 196,000 women who die 
each year in sub-Saharan Africa from 
pregnancy-related complications, a third 
die from bleeding. Pregnant women 
need blood transfusion to treat anaemia 
or bleeding due to pathologies in some 
pregnancies, says Dr Guy Armand Yoka, 
gynaecologist and head of the obstetrics 
department at Blanche Gomez Mother 
and Child Hospital.

Half of the maternal deaths from 
severe bleeding in the world occur in 
sub-Saharan Africa and about 65 per 
cent of these deaths occur after birth. 
The mortality ratio per 100,000 live 
births in the region stands at 542 
compared with 10 per 100 000 live 
births in Europe. Up to 75 per cent of 
these maternal deaths are directly due 
to five complications: haemorrhage, 
sepsis, eclampsia, obstructed labour and 
abortion complications. Most of these 
complications require timely availability 
of blood to save the life of the mother 
and the child.

While the need for blood is 
universal, access for all those who need 
it is not. Blood shortages are particularly 
acute in developing countries. The severe 
disruptions to key health services due 
to the pandemic as well as movement 
restrictions and other measures to curb 
the spread of the virus in many African 
countries have not only reduced blood 
donations, but also demand, which 
dropped by 13 per cent owing to the 
suspension of routine surgeries in some 
countries and fewer people seeking care 
in health facilities.

At Congo’s National Blood 
Transfusion Centre, for instance, 
donations fell by 10per cent in 2020 
compared with the year before when 85 
000 pouches of blood were collected, 
says Dr Oscar Mokono, the centre’s 
director, attributing the fall to the 
pandemic. “Blood concerns us all. We 
cannot overcome the shortages without 
donations.”

In 2021, World Blood Donor Day—
marked every year on 14 June—was 
celebrated under the theme “Give blood 
and keep the world-beating” to highlight 
the essential contribution blood donors 
make to keep saving lives and improving 
the health of others.

To improve the supply of safe blood 
in Africa, World Health Organization 
(WHO) i s  co l laborat ing  wi th 
organizations such as the Coalition of 
Blood for Africa, the Organization of 
African First Ladies for Development 
and the private sector to improve access 
to quality blood supplies. 

In partnership with Facebook, 
WHO has also set up a Regional Blood 
Donations feature, which connects 
people with nearby blood banks. The 
tool is now live in 12 countries and over 
3.8 million Facebook users have signed 
up to be notified of blood donation 
opportunities.

Inadequate financing and lack of 
effective systems to collect, analyse and 
ensure a safe and steady supply of blood 
undermine the availability and provision 
of this critical life-saving product in 
many countries in Africa, where around 
5 million pouches of blood—half of the 
required quantity—are collected every 
year.

WHO is also supporting countries 
through guidel ines  and pol icy 
development, notably national blood 
transfusion policies, screening and 
analysis strategies as well as preparation 
and quality control of blood products.
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Nine in 10 African countries set to miss 
urgent COVID-19 vaccination goal
By Sharon Kemunto

As COVID-19 cases in Africa rise and 
vaccines are increasingly scarce, 47 of 
Africa’s 54 countries—nearly 90 per cent—

are set to miss the September target of vaccinating 
10 per cent of their people unless Africa receives 
225 million more doses.

The new global targets were announced 
recently at the World Health Assembly, the world’s 
highest health policy-setting body, and only seven 
African countries are set to meet them.

As Africa nears 5 million COVID-19 cases, 
numbers are rising week-on-week and increased 
by nearly 20 per cent to over 88,000 in the week 
ending on 6 June. 

“As we close in on 5 million cases and the 
third wave in Africa looms, many of our most 
vulnerable people remain dangerously exposed 
to COVID-19. Vaccines have been proven to 
prevent cases and deaths, so countries that can, 
must urgently share COVID-19 vaccines. It’s do or 
die on dose sharing for Africa,” said Dr Matshidiso 
Moeti, the World Health Organization (WHO) 
Regional Director for Africa.

At 32 million doses, Africa accounts for under 
1 per cent of the over 2.1 billion doses administered 
globally. Just 2 per cent of the continent’s nearly 
1.3 billion people have received one dose and only 
9.4 million Africans are fully vaccinated.

However, United States President Joe Biden’s 
announcement that the US will purchase and 
donate half a billion Pfizer vaccines to 92 low- and 
lower-middle-income countries and the African 
Union is an important step forward. This comes 
as we see other countries such as France making 
tangible deliveries via the COVAX Facility.

“The tide is starting to turn. We are now 
seeing wealthy nations beginning to turn promises 
into action,” said Dr Moeti.

While more vaccines are vital, some African 
countries must ramp up actions to swiftly roll out 
the vaccines they have. While 14 African countries 

have used from 80 per cent to 100 per cent of the 
doses they received through the COVAX Facility, 
20 countries have used less than 50 per cent of the 
doses received. Twelve countries have more than 
10 per cent of their AstraZeneca doses at risk of 
expiring by the end of August.

“We need to ensure that the vaccines that we 
have are not wasted because every dose is precious,” 
said Dr Moeti. “Countries that are lagging in their 
rollout need to step up vaccination efforts.”

Several African countries, including Côte 
d’Ivoire and Niger, are seeing more success 
by adjusting their vaccine rollout strategies. 
Where possible, WHO recommends spreading 
vaccinations beyond large cities into rural areas, 
prioritizing vaccines that are close to expiring, 
tackling logistical and financial hurdles and 
working to boost public demand for vaccines.

Attitudes towards vaccines and acceptance of 
vaccination vary across countries and communities. 
According to the Risk Communication 
Community Engagement Collective, a joint 
WHO, United Nations Children’s Fund 
(UNICEF) and International Federation of the 
Red Cross and Red Crescent Societies (IFRC) 
initiative, confidence in vaccines in Africa ranges 
from just 38 per cent in Cameroon to 86 per cent 
in Guinea. On average, West and Central Africa 
have the lowest vaccine confidence at around 60 
per cent.

To combat mis-and-disinformation around 
vaccines, WHO and partners set up the Africa 
Infodemic Response Alliance (AIRA), which 
leverages the reach and insights from a unique 
network of 14 organizations and pools resources 
to combat misinformation. Viral Facts Africa, 
the public face of the alliance, has created over 
150 videos and social media posts to counter 
misinformation this year and they have been 
disseminated on almost 60 social media channels 
across the region and gained more than 100 
million views.
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New $50 billion health 
roadmap to end the COVID-19 
pandemic

By Mike Mwaniki

The heads of the world’s predominant 
global financing, health and trade 
agencies have united to urge 

government leaders to urgently finance 
a new $50 billion roadmap to accelerate 
the equitable distribution of health tools 
to help end the pandemic and also set the 
foundations for a truly global recovery, as 
well as enhanced health security

The leaders of the International 
Monetary Fund, World Bank Group, 
World Health Organisation and 
World Trade Organization --Kristalina 
G e o r g i e v a ,  Te d r o s  Ad h a n o m 
Ghebreyesus, David Malpass and 
Ngozi Okonjo-Iweala respectively  said 
governments must act without further 
delay or risk continued waves and 
explosive outbreaks of COVID-19 as well 
as more transmissible and deadly virus 
variants undermining the global recovery.   

Leaders of the four agencies, in a 
joint statement said: “By now it has 
become abundantly clear there will be no 
broad-based recovery without an end to 
the health crisis. Access to vaccination is 
key to both.”

The joint statement draws on a recent 
IMF staff analysis which stated that $50 

billion in new investment is needed to 
increase manufacturing capacity, supply, 
trade flows, and delivery, which would 
accelerate the equitable distribution 
of diagnostics, oxygen, treatments, 
medical supplies and vaccines. This 
injection would also give a major boost 
to economic growth around the world.

“At an estimated $50 billion, it will 
bring the pandemic to an end faster in 
the developing world, reduce infections 
and loss of lives, accelerate the economic 
recovery, and generate some $9 trillion in 
additional global output by 2025,” said 
the leadership.

It echoes economic analysis by the 
International Chamber of Commerce 
and the Eurasia Group--– both of 
which make the case for a relatively 
modest investment by governments 
in comparison to the trillions spent on 
national stimulus plans and lost trillions 
in foregone economic output. But the 
critical element of this is that it effectively 
spurs global vaccination and bridges the 
equity gap. 

“Increasing our ambition and 
vaccinating more people faster: WHO 
and its COVAX partners have set a goal 

of vaccinating approximately 30 per cent 
of the population in all countries by the 
end of 2021…

 “But this can reach even 40 per 
cent through other agreements and surge 
investment, and at least 60 percent by the 
first half of 2022,” said the four leaders.

Governments are urged to act on the 
investment opportunity to boost supplies 
of vaccines, oxygen, tests and treatment. 

The IMF, WBG, WHO and WTO 
leaders issued their joint statement as 
the World Health Assembly drew to a 
conclusion and a round of G7 meetings 
were set to start, beginning with a 
Finance Ministers and following a Global 
Health Summit co-hosted by the EU and 
Italy, which chairs the G20. 

“To urgently get more shots in arms, 
doses need to be donated immediately 
to developing countries synchronized 
with national vaccine deployment plans, 
including through COVAX…

 “Cooperation on trade is also 
needed to ensure free cross-border flows 
and increasing supplies of raw materials 
and finished vaccines” added the four 
leaders.
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Risk of COVID-19 surge threatens Africa’s 
health facilities
By Sharon Kemunto

As the risk of a surge in COVID-19 cases increases, African 
countries must urgently boost critical care capacity to 
prevent health facilities from being overwhelmed. This 

comes as vaccine shipments to the continent grind to a near 
halt.

Weak observance of preventive measures, increased 
population movement and interaction, as well as the arrival 
of winter in southern Africa, have heightened the risk of 
COVID-19 resurgence in many countries.

The increase comes as COVID-19 vaccine shipments 
continue to slow down. Burkina Faso received just 115 000 
doses from the COVAX Facility, while Rwanda and Togo each 
received around 100 000 Pfizer vaccine doses. Nearly 20 African 
countries have used up more than two-thirds of their doses. The 
COVAX Facility is in talks with several manufacturers, as well 
as with countries that have vaccinated their high-risk groups 
to share doses.

“The threat of a third wave in Africa is real and rising. Our 
priority is clear – it’s crucial that we swiftly get vaccines into the 
arms of Africans at high risk of falling seriously ill and dying 
of COVID-19,” said Dr Matshidiso Moeti, the World Health 
Organization (WHO) Regional Director for Africa. 

“While many countries outside Africa have now vaccinated 
their high-priority groups and can even consider vaccinating 
their children, African countries are unable to even follow up 
with second doses for high-risk groups. I’m urging countries 
that have reached a significant vaccination coverage to release 
doses and keep the most vulnerable Africans out of critical 
care.”

Altogether, 48.6 million doses have been received and 31.4 
million doses have been administered in 50 countries in Africa, 
where around 2 per cent of the population have received at least 
one dose of the COVID-19 vaccine, while globally 24 per cent 
have been vaccinated.

As the continent struggles with vaccine shortages, the 
care of critically ill COVID-19 patients is also lagging behind 
other parts of the world. While Africa has 2.9 per cent of cases 
globally, it accounts for 3.7 per cent of deaths.

`A WHO survey carried out in May found that in many 
African countries, crucial equipment and the health workforce 
required to handle severely ill COVID-19 patients fall far 
short of needs. Of the 23 countries responding to the survey, 
most have fewer than one intensive care unit bed per 100, 000 
population and will require an increase of between 2500 per 
cent and 3000 per cent to meet needs during a surge. Among 

the countries providing information on ventilators, only a third 
of their intensive care unit beds are equipped with mechanical 
ventilators.

High-income countries such as Germany, Luxemburg or 
the United States of America that have been able to cope with 
COVID-19 surges have over 25 beds per 100 000 population.

“Many African hospitals and clinics are still far from ready 
to cope with a huge rise in critically ill patients. We must better 
equip our hospitals and medical staff to avert the worst effects 
of a runaway surge,” said Dr Moeti. “Treatment is the last line 
of defence against this virus and we cannot let it be breached.”

Since the onset of the pandemic, WHO has worked 
around the clock and in collaboration with countries to ramp 
up COVID-19 treatment capacity by delivering essential 
medical supplies as well as health worker training. The number 
of oxygen concentrators, for instance, has increased to over 
6700 as of April 2021 compared with 2600 in April 2020, with 
WHO providing around 3700 of the medical equipment to 
countries in addition to shipping about 680 ventilators.

The Organization has also deployed 21 experts in 
COVID-19 treatment to eight countries to assist in the clinical 
care of critically ill patients and share expertise with national 
health workers.

To further reinforce COVID-19 critical care services, 
WHO recommends that every district hospital should have a 
high-dependency unit, while those at the regional or provincial 
level have an intensive care unit and higher-level health facilities 
set up 2—3 intensive care units. All intensive care units must 
be adequately equipped.
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Long working hours increasing deaths 
from heart disease and stroke
By Mike Mwaniki

Long working hours led to 745,000 deaths from stroke 
and ischemic heart disease in 2016, which was a 29 
per cent increase since 2000, the latest estimates by the 

World Health Organisation and the International Labour 
Organisation shows.

In a first global analysis of the loss of life and health 
associated with working long hours, WHO and ILO estimate 
that, in 2016, 398,000 people died from stroke and 347,000 
from heart disease as a result of having worked at least 55 
hours a week. 

Between 2000 and 2016, 
the number of deaths from 
heart disease due to working 
long hours increased by 42 
per cent, and from stroke by 
19 per cent.

T h i s  w o r k - r e l a t e d 
disease burden is particularly 
significant in men (72 per 
cent of deaths occurred among 
males), people living in the 
Western Pacific and South-
East Asia regions, and middle-
aged or older workers.

Most of the deaths 
recorded were among people 
dying aged 60-79 years, who 
had worked for 55 hours or 
more per week between the 
ages of 45 and 74 years.

With working long hours 
now known to be responsible 
for about one-third of the total estimated work-related burden 
of disease, it is established as the risk factor with the largest 
occupational disease burden. 

This shifts thinking towards a relatively new and more 
psychosocial occupational risk factor to human health.

The study concludes that working 55 or more hours per 
week is associated with an estimated 35 per cent higher risk of 
a stroke and a 17 per cent higher risk of dying from ischemic 
heart disease, compared to working 35-40 hours a week.

Further, the number of people working long hours is 
increasing, and currently stands at 9 per cent of the total 
population globally.  

This trend puts even more people at risk of work-related 
disability and early death.

The new analysis comes as the COVID-19 pandemic 
shines a spotlight on managing working hours; the pandemic 
is accelerating developments that could feed the trend towards 
increased working time.

The WHO Director-General, Dr Tedros Ghebreyesus 
observes: “The COVID-19 pandemic has significantly 
changed the way many people work.

Teleworking has become the norm in many industries, 
often blurring the boundaries between home and work. In 

addition, many businesses 
have been forced to scale back 
or shut down operations to 
save money, and people who 
are still on the payroll end up 
working longer hours. No job 
is worth the risk of stroke or 
heart disease. Governments, 
employers and workers need 
to work together to agree on 
limits to protect the health of 
workers.”

At the same time, the 
WHO’s  (Env i ronment , 
Climate Change and Health’s 
department director), Dr 
Maria Neira adds: “Working 
55 hours or more per week is 
a serious health hazard.

 It’s time that we all, 
governments, employers, and 
employees wake up to the fact 
that long working hours can 

lead to premature death.”
According to the WHO, governments can introduce, 

implement and enforce laws, regulations and policies that ban 
mandatory overtime and ensure maximum limits on working 
time. 

“At the same time, bipartite or collective bargaining 
agreements between employers and workers’ associations can 
arrange working time to be more flexible, while at the same 
time agreeing on a maximum number of working hours.

Employees could share working hours to ensure that 
numbers of hours worked do not climb above 55 or more 
per week.” 
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