December 2021

KENYA SH350, TZ SH7000, UGANDA SH10,000, $5

For the latest health industry news, insights and analysis

High cost of vaccine inequity

Also Inside
MoH calls for multi-sectoral
approach to tackle rising cases
of diabetes
Authority to oversee quality care
provision in Kenya
Malaria vaccine is a major leap
forward: but innovation mustn’t
stop here
Fifteen African countries hit
10pc COVID-19 vaccination goal

Health Business is registered as a newspaper in Kenya

REPUBLIC OF KENYA

MINISTRY OF HEALTH

PHARMACY AND
POISONS BOARD

Ensuring quality, safety and efficacy of medical
products and health technologies

MINISTRY OF HEALTH

PHARMACY AND POISONS

• When you visit your local pharmacy to buy medicines, look out
REPUBLIC OF KENYA
Ensuring
safety, quality and efficacy of medical products and he
for the Health Safety
Code.
• Type the code and SMS it to 21031 to verify the registration
status
outlet. You’ll
a message
• When
you of
visitthe
yourpharmaceutical
local chemist to buy medicines,
look outreceive
for the health
safety code.
confirming the registration status of the outlet. SMS is free.
• Type the code and sms it to 21031 to verify the registration status of the pharmaceutical outlet.
• For your own safety, always buy your medicines from a registered
You’ll receive a message confirming the registration status of the outlet. SMS is free.
pharmaceutical outlet.
• For your own safety, always buy your medicines from a registered pharmaceutical outlet.
For more information visit:
info@ pharmacyboardkenya.org
ppbkenya

www.pharmacyboardkenya.org
Pharmacy and Poisons Board
0720 608 811

Health Business

July - August 2019

KENYA SH350, TZ SH7000, UGANDA SH10,000, $5

DIAGNOSTICS IS POWER
For the latest health industry news, insights and analysis
WORLD ANTIBIOTIC

Pharmacists
reject
AWARENESS
WEEK
NOV 18-24,
2021
proposed
Food
and Drugs Bill
www.healthbusiness.co.ke

Dearth of Laparoscopic surgeons
hindering uptake

Together, let’s optimize antibiotic use

Understanding
ourselves
the
Global-PPS
HAIandmodule
human mind

The 2021 edition of World Antibiotic Awareness
Week (WAAW), a World Health Organization
(WHO) Global Health campaign, took place from
November 18th – 24th.

is by supporting the development of
Study
finds no link between HIV
surveillance tools, such as the Global Point
infection
contraceptive
Prevalenceand
Survey
(Global-PPS). methods

One of the ways we raise antibiotic awareness

bioMérieux is an active advocate of the
responsible use of antibiotics.

BOARD

We are committed to raising awareness on
the prudent use of antibiotics and the global
REPUBLIC OF KENYA
ealth technologies
healthcare threat of antibiotic resistance.

The Global-PPS is aSociety
worldwide
surveillance
Pharmaceutical
calls
for
initiative that measures antimicrobial
industry
self
regulation
resistance and healthcare-associated infection
(HAI) rates, as well as antibiotic consumption.

Measuring HAI rates is a critical part of any
hospital’s Antimicrobial Stewardship Program.
Today, the new Global-PPS HAI module - a free
and user-friendly survey tool - is available to
hospitals worldwide.

BioMérieux KENYA
July - August 2019

module offer for my hospital?
• Estimate the burden of HAI
• Develop HAI surveillance
• Maximize prevention of HAI and
antimicrobial resistance
• Raise awareness among healthcare workers

7th Floor, Sanlam Tower,
Waiyaki Way
Nairobi, Kenya
E: info.kenya@biomerieux.com
www.biomerieux.com

Health Business is registered as a newspaper in Kenya

Ofﬁcial Distributors:
Hass Scientiﬁc & Medical
Supplies Limited
Hass Biotechnology Centre,
Off Argwings Kodhek Road
Next to Yaya French School
P.O. Box 8342-00100, Nairobi
Ofﬁce line: +254 720 416 144

www.hasscientiﬁc.com

Editor’s Note
December 2021

KENYA SH350, TZ SH7000, UGANDA SH10,000, $5

ION:
rovider of health
lutions that save
orm lives”.

For the latest health industry news, insights and analysis

SION:
able, affordable
alth products,
nd supply chain
ved health care”.

High cost of vaccine inequity

ns versatile and
edical supplies
onsistently and

SA has entered
upply of Health
MSA pipeline.

Also Inside

odities received
ted to adhering
eutical supplies

MoH calls for multi-sectoral
approach to tackle rising cases
of diabetes
Authority to oversee quality care
provision in Kenya

ving them with

Malaria vaccine is a major leap
forward: but innovation mustn’t
stop here

development
nt in service
distribution of

nya.
Mobile
33 605600

Fifteen African countries hit
10pc COVID-19 vaccination goal
December 2021

UTHORITY

T

www.healthbusiness.co.ke

gies at the right

Time to end
vaccine inequity

Health Business is registered as a newspaper in Kenya

Kemsa_Kenya

Editorial Guidelines
• We are here to serve an audience of industry insiders.
• Our goal is to be the first place they turn when they need
information and analysis.

• We are an independent business news monitor.
Editorial will remain independent.
• We will be transparent with our audience. We will disclose
sponsorship relationships.
• We won’t trade advertising for editorial coverage.
Sponsors will not be able to dictate editorial decisions.
• Advertising will be clearly distinguished as such.
• Non-published content will not be shared or discussed
outside the company.
• We won’t invest directly in public companies that we
cover.

• We will engage directly with our audience and within
the industry.
• We will be accountable for our coverage.
• We will explain and clarify our coverage.
• We will admit and correct mistakes immediately.

• We will find and link to the best sources of information
available.
• We will give credit where it is due.

• We are platform agnostic.

• We will be where our audience is - online, email, twitter,
or in-person.

4

December 2021

he emergence of the new Omicron variant
has expanded the global fears of neglect,
perpetuated through vaccine inequity. As rich
nations hoard vaccines, developing countries are
facing vaccine shortage, putting their populations at
risk of existing virus and mutations.
The Economist Intelligence Unit, in a report,
said that countries are set to lose trillions in GDP
because of delayed vaccination timelines, with
developing economies bearing most of the losses due
to the uneven rollout.
Countries that are not able to inoculate 60 per
cent of their population by mid-2022 will lose $2.3
trillion between 2022 and 2025, the EIU predicted
(see cover story).
As a share of GDP, countries in sub- Saharan
Africa will register the highest losses, totaling 3 per
cent of the region’s forecast GDP in 2022-2025.
Though a staggering 27 million Covid-19
vaccine doses are administered each day across the
world, most of them are going to citizens of high
income and upper middle-income countries.
According to data from the World Health
Organization, over 64 per cent of people from highincome nations have received at least one dose of the
vaccine, compared with less than 8per cent of people
from low-income countries.
Ever since the vaccines were first rolled out,
the rich countries have offered generous incentives
to get their citizens vaccinated, then given them
booster shots, even as the vast majority of citizens
in poor countries have not received their first doses.
COVAX, the global initiative for rich countries to
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Focus
In theonNews
AMR
Strengthen microbiology Diagnostic capacity
through Public Private Partnerships (PPPs) to
tackle AMR
By Samwel Doe Ouma		

@samweldoe

Jacqueline Karachi, Biomerieux Kenya, Area Business Manager
Central Eastern Africa

B

iomerieux- appeals for Uptake
of automated microbiology
diagnostics to Improve Kenya’s
antimicrobial resistance (AMR) detection
and surveillance.
The WHO has declared
Antimicrobial resistance a Global health
and development threat that requires
urgent multisectoral action in order to
achieve the Sustainable Development
Goals (SDGs). The Misuse and overuse of
antimicrobials are the main drivers in the
development of drug-resistant pathogens.
The cost of AMR to the economy
is significant. In addition to death and
disability, prolonged illness results
in longer hospital stays, the need for
more expensive medicines and financial
challenges for those impacted.
Without effective antimicrobials, the
success of modern medicine in treating
infections, including during major
surgery and cancer chemotherapy, would

8

be at increased risk.
According to Jacqueline Karachi,
the Kenya based Biomerieux Business
manager, the journey to stop resistance
and spread the awareness on AMR will be
powered by diagnostics and partnerships.
The public and private sector players
play a pivotal role in healthcare delivery
and should invest in microbiology
laboratory diagnostics that will help in
surveillance of antimicrobial use and
can provide robust data to monitor the
emergence, spread and decline of AMR
in real time.
She adds, “Data on AMR is lacking
and that limits understanding and efforts
to address AMR,” She said adding that
the increased availability of diagnostic
solutions in the country should be used
optimally to generate much needed data
for the clinicians, hospitals and national
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programs. We have the capacity to
empower our clinicians to make more
informed decisions to manage patients
based on the detailed laboratory reports.”
She explains that the implementation
steps of the Antimicrobial policy and the
national action plans can be significantly
improved by leveraging on technology
and the power of diagnostic in not be
strengthening microbiology laboratory
capacity in the country.
According to Janet Midega of the
Kemri-Wellcome Trust, existing data
collection tools in most Africa countries
do not collect or indicate the right type of
data to inform decision making. This is a
challenge to estimating the global burden
of AMR.
Dr Evelyn Wesangula, the national
AMR Focal person says that although
there is limited microbiology diagnostic

Advertiser’s Content

capacity there are ongoing efforts to
expand microbiology testing capacity.
“We have not had a national report
that will tell us this is where we are in
terms of AMR. What we have relied
on over a period is data that has been
generated by different researchers. This
has been done in different parts of the
country, but it is not regular routine data
that is coming in through a national
database. When you do not have concrete
data, then making decisions, sometimes,
without local evidence. So that has been a
gap, but it is currently addressed through
the efforts of various partners.”
According to a report on findings
of early implementation of the country
AMR strategy, there is underutilization of
bacteriology services by clinicians leading
to low work load output.
Kenya submitted its surveillance and
monitoring data to Global Antimicrobial
Resistance and Use Surveillance system
(GLASS). According to Susan Githii,

Kenya submitted its first AMR report
to GLASS with only five out of eight
priority pathogens having sufficient data
for reporting to glass.
“We should mobilize resources to
fund AMR surveillance and monitoring
activities in the country,” Susan said in
an event to mark AMR week in Nairobi.
In a statement shared by Ms. Karachi
during the WAAW 2021 activities in
Kenya, she added that, “BioMérieux
being a valued partner in diagnostics
offers a wide range of automated bacterial
identification and antibiotic susceptibility
testing technologies which can relay and
feed data to the national antimicrobial
program and also archive the data for
action with the facility antimicrobial
stewardship programs.”

“BioMérieux- a market leader in
invitro diagnostics - offers technologies
that are able to collate and evaluate
robust microbiology data, that can help
physicians to understand which pathogen
they are dealing with and inform rational
prescribing behaviors and identify where
and how prescriptions might be changed
and improves the effectiveness of decision
relying upon accurate antimicrobials
resistant markers.
According to Silas Muguongo,
the Senior Microbiologist at Outspan
Hospital Nyeri, Hospitals should upgrade
to automated microbiology platforms
that helps in reducing turnaround time,
reduces contamination and give accurate
profiles of antimicrobials which in turn
helps in the fight of antimicrobials
resistance.

December 2021

9

Advertiser’s Content

“I recommend Biomerieux VITEK 2 compact system to
other laboratories because it helps in profiling antimicrobials
helps in reducing AMR and reduces the burden of work
done by laboratory technologists working with the manual
diagnostics,” he said.
Antibiotic resistance can result in initial treatment failure
due to delayed initiation of effective antibacterial therapy and
the need to search for alternative antibiotic treatment options
Overuse of antibiotics in health care hasten the
development of resistant bacteria and reduce the effectiveness
of existing antibiotics.
The impacts of unchecked AMR are wide-ranging and
extremely costly, not only financially but also in terms of
public health, food security, environmental well-being and
socioeconomic development.
The rise and spread of antimicrobial resistance (AMR) is
creating a new generation of ‘superbugs’ that cannot be treated
with existing medicines.
Diagnostic stewardship is the process of coordinating
clinical microbiology work to ensure that appropriate samples
are collected, processed and accurate results availed in timely
manner.
The practice is important because it ensure that patients
receive the most appropriate antimicrobial for their infection
and promotes good clinical outcomes.
Ms Karachi,calls for a collaborative approach to build such
a system, a collective effort is required, involving many different
stakeholders.
“We are working with development partners who are
funding hospitals and facilities to address the limited capacity
and strengthening microbiology laboratories, adding that
microbiology laboratory equipment’s are costly and partners
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have stepped in to fund some.”
Partners such as the Fleming Fund, USAID IDDS, and
FSE consortium, amongst others are supporting Kenyan
laboratories to install microbiology diagnostics that are able to
collect and share high-quality surveillance data on AMR as well
as antimicrobial use and quality for human and animal health
Technologies for Identification and antibiotic susceptibility
testing as well as blood culture (VITEK ® and BactAlert®
Through technologies like the VITEK and BACTALERT
range help physicians to accurately identify and perform
susceptibility testing considered to be an important processes
in patient management.
The company also offers The BioFire respiratory 2.1 plus
(RP2.1 plus) which uses molecular syndromic approach to
accurately detect and identify the pathogens most commonly
associated with respiratory infections. Some of the panels used
for this PCR tests have resistance gene markers that can be
useful for further profiling of patients.

Focus on AMR

Weakness in enforcement of AMR guidelines put
Kenya at high risk of AMR susceptibility, deaths
By Pauline Achieng Tom @pauline_tom

W

eakness in the enforcement
of Antimicrobial Resistance
(AMR) guidelines and laws
put Kenya at higher risk of AMR
susceptibility and deaths, projected to
reach 10 million by 2050.
The driving force escalating rates of
resistance is the misuse of broad-spectrum
antibiotics in humans and livestock
most of which is perpetuated by poor
implementing Antibiotic Stewardship
Programs (ASPs).
Speaking during the world AMR
week Dr Loice Achieng Ombajo,
Head of Infectious Unit at Kenyatta
National Hospital (KNH), urged on
the importance of enforcement and
implementation of ASPs that have shown
a reduction in antibiotic usage.
“There needs to be a dedicated
effort in implementing ASPs by working
with regulatory bodies especially the
community pharmacy areas which
provide easy access to antibiotics,
high and frequent usage of drugs like
erythromycin encourages the emergence
of resistance,” said Dr Ombajo.
The general population is at risk of
exposure to AMR through human to
animal interaction where antimicrobials
are available over the counter for human
and animal use.
The laws that govern the appropriate
use of antimicrobials in humans, animals
and agriculture exist in Kenya, however,
there is an inadequate capacity for
oversight and implementation of these
laws.
There is a need for coordination
within the health sector especially
between the regulation of veterinary
medicine and human medicine.
Policies that centre on hygiene and
sanitation for good food and water safety
need to be reviewed coordinated with
veterinary regulations that govern animal
husbandry practices like preventive

vaccination since the use of vaccines can
reduce infection rates and the need for
antibiotics.
According to Dr Kenneth Orengo,
Researcher and Policy Advocate
Veterinary Medicines Directorate
(VMD), the implementation of the law
to regulate veterinary medicine is weak.
“The law is clear, pharmacists can
be prosecuted if they issue medicine
without a prescription, there is need to
develop regulations that anchor current
AMR regulations and the development of
regulations that operationalize new laws
when they come into effect.”
A multisector ‘one health’ approach
between relevant ministries responsible
for health, livestock and agriculture to
implement AMS, to monitor medical
supply chains, antimicrobial use, high
burden of infectious diseases due to poor
sanitation and limited awareness on the
dangers of AMR among the general
public.
“Gaps in research and policy
implementation of microbial use in

animals need to be addressed, even if we
did the best that we could for human
health the effort will be rendered useless
since animals still carry the resistant
bacteria,” Dr Orengo expressed.
While an extensive legal framework
exists, there is limited capacity for the
implementation of the framework
especially in the animal sector has yet to
be tested due to limited financing and
few human resources.
“Self-regulation is the best option
in dealing with quacks in the animal
sector, in all the 47 counties there are
only two inspectors therefore the idea
of self-regulation should be encouraged
since pharmacists are bound by ethics to
ensure all actions taken are ethical and
legal,” he added.
An extensive communication strategy
within the ministries to create awareness
on the dangers of self-prescription and
underdosing will influence behaviour
change and aid in the control of AMR.

December 2021

11

Pharma
In the News
Briefs
By Samwel Doe Ouma		

@samweldoe

Indian COVID-19 vaccine wins WHO emergency
use approval

W

orld Health Organization
(WHO) has approved Indian
drugmaker Bharat Biotech’s
homegrown Covid-19 vaccine for
emergency use listing.
The emergency use listing will
allow Bharat Biotech to ship Covaxin to
countries like Kenya that rely on WHO
guidance for their regulatory decisions.
The vaccine is not recommended
for people younger than 18 years of age.
Safety and immunogenicity data for
under-18s are currently being generated
but until such data are available,
vaccination of individuals in this age
group is not recommended, WHO

approval report stated.
The Hyderabad-based firm, which
developed Covaxin with an Indian state
research body, started sharing data with
the WHO in early July.
Bharat Biotech’s vaccine is the
seventh to win WHO backing following
two mRNA shots from Pfizer/BioNTech
and Moderna, adenovirus vector
vaccines developed by AstraZeneca
and its Covishield version made by the
Serum Institute of India and Johnson &
Johnson, and China’s inactivated vaccines
from Sinovac Biotech and Sinopharm.

Merck pauses ‘very
important’ HIV program
after seeing red flag in
phase 2 trial of onceweekly combo

M

erck paused the development of MK-8507 after
seeing decreases in white blood cells in HIV patients
who took the non-nucleoside reverse transcriptase
inhibitor in combination with backbone therapy islatravir in
a phase 2 clinical trial.
The external data monitoring committee concluded
the decreases were linked to the investigational once-weekly
combination, with the biggest falls in total lymphocyte
and CD4+ T-cell counts seen in patients who received the
highest doses of MK-8507.
A “very important” part of Merck’s HIV strategy
has come off the rails. Just months after talking up the
importance of MK-8507, Merck has paused the development
of the asset in response to mid-phase data that also raised
questions about the backbone of all the company’s planned
HIV regimens.

12

December 2021

Merck pauses ‘very important’ HIV program after seeing red
flag in phase 2 trial of once-weekly combo
Merck paused development of MK-8507 after seeing decreases
in white blood cells in HIV patients who took the non-nucleoside
reverse transcriptase inhibitor in combination with backbone
therapy islatravir in a phase 2 clinical trial.
The external data monitoring committee concluded
the decreases were linked to the investigational once-weekly
combination, with the biggest falls in total lymphocyte and CD4+
T-cell counts seen in patients who received the highest doses of
MK-8507.
A “very important” part of Merck’s HIV strategy has come
off the rails. Just months after talking up the importance of MK8507, Merck has paused development of the asset in response to
mid-phase data that also raised questions about the backbone of
all the company’s planned HIV regimens.

Focus
In the
on Diabetes
News
MoH calls for multi-sectoral approach
to tackle rising cases of diabetes
By Samwel Doe Ouma and Pauline Achieng Tom

T

he Ministry of Health (MoH) is calling for urgent,
coordinated multi-sectoral approaches to tackle diabetes.
According to Dr. Elizabeth Onyango, there is a gap
in service delivery as the ratio of specialized healthcare providers
such as endocrinologists, pediatric endocrinologists, diabetes
nurses, dieticians and other cadres involved in providing care
to diabetes patients are inadequate compared to number of
patients seeking care.
Gaps in human resource threatens the
control of diabetes and implementation
of the national strategic plan for
the prevention and control of
Non-Communicable Diseases
(NCDs). Currently the doctor
to population ratio is 0.6 to
10,000, while the nurse ratio
is 10 per 10,000 people with
only three clinical officers
for every 10,000 people,
according to Kenya Health
Facility Assessment 20182019.
“MoH recognizes the
need to improve access
to health care for people
living with diabetes and is
exploring new strategies to take
a proactive approach to managing
their condition, including using
digital engagements, 1-on-1 coaching and
encouraging lifestyle and behavior change,” Dr.
Onyango told Health Business.
Approximately 3.1 per cent of Kenyan adults have been
diagnosed with diabetes by 2019, a number projected to rise
to 4.4 per cent in 2035.
She says that the rising burden of diabetes is largely
attributable to adoption of unhealthy lifestyles including
overweight/obesity, consumption of unhealthy diets,
insufficient physical activity, lack of awareness and poor health
seeking behaviors. Other non-modifiable risk factors include
increasing age, family history, race/ethnicity.
She cites lack of awareness as a major impediment to
screening saying over 88 percent have not been screened for
diabetes in Kenya.

“People need to know what causes diabetes, how to
manage it and where to seek quality healthcare services that is
affordable and accessible,” she explained.
“There is a need for prevention, Kenyans need to watch
and maintain the required BMI, engage in physical activities
and proper diet,” she said.
MoH is empowering community health workers and
patient support groups to create awareness from the
grass roots.
“We have developed an ‘educators’
manual’ for community health workers
to enable them impart knowledge
on prevention, management
and how to refer patients to
specialists level,” she said.
She adds, “Type 2
diabetes is a lifestyle disease,
we are partnering with
multi-sectoral agencies
including the ministry
of agriculture, transport,
sports, trade and education.
Treatment costs remain
one of the greatest challenges
faced by persons living with
diabetes, it is estimated that one
in two people with diabetes who
need insulin cannot get it or afford
it.
Public-private partnerships such as
changing diabetes in children (CDiC) provides
comprehensive care for children and young people living
with type 1 diabetes by providing free insulin and supplies.
When diabetes is undiagnosed and not treated
appropriately, people with diabetes are at higher risk of serious
and life-threatening complications such as heart attack, stroke,
kidney failure, blindness, and lower limb amputation due to
not receiving effective treatment in a timely manner.
There is need for behavior modification especially since
there is an increased prevalence of type 2 diabetes among young
Kenyan youth thus increasing their chance of experiencing
diabetes related complications at a young age.
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Focus on Diabetes

mPharma and Haltons partner to ensure
last-mile access and affordability of
diabetes products
By Samwel Doe Ouma		

@samweldoe

T

wo organizations have partnered to ensure
affordable access to diabetes health products for
everyone who needs them.
According to Dr Harriet Onwonga, health services
manager mPharma, the partnership between mPharma
and Haltons is meant to improve access to affordable
and quality diabetes health products that will ensure a
base of pyramid access for lower cadre diabetes patients.
“Many patients struggle to afford their insulin and
other medicines at the pharmacy counter, most patients
with diabetes need two to three vials per month and
some can require more,” she said.
“This program aims to increase the efficiency of selfmonitoring, and reduce the cost of managing diabetes
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and support patients to reach optimal glycemic goals,”
she explained.
mPharma is a Healthcare company whose main
aim is to build an Africa that is in good health.
mPharma does this by providing accessible, affordable
and quality medication and also designing and
implementing bespoke patient support programs with
its pharmaceutical partners. The company has grown
a strong focus on Disease management Programs for
Diabetics.
mPharma acquired Haltons Pharmacy in 2019 as a
partner. Haltons Pharmacy is being transformed into a
Primary Healthcare provider by offering screening and
prevention services as well as Patient Support Programs

Focus on Diabetes

such as Diabetes Test and Treat.
Dr Onwonga urges the
government to ensure that they
facilitate adequate training of existing
healthcare personnel in all cadres in
areas such as diabetes awareness,
screening and management to bridge
patient/doctor ratio and provide
timely and adequate specialized care
and management of diabetes.
“There is a need of encouraging
task shifting among health workforce
teams to ensure more efficient use
of the available human resources for
health,” she said.
She also encourages patients
to form support groups within
communities, which may be led by
trained personnel so that they can be
empowered and made aware of the
best care and dietary practices, this
will help reduce stigma and help
diabetics attain optimal glycemic
control.
To ensure there is a seamless and
uninterrupted supply of diabetes
health commodities, she says that,
County governments should engage
Kenya Medical Supplies Authority
(KEMSA) to ensure health facilities
are optimally stocked with affordable
and quality diabetes medication.
She says that people should
always be aware of early classic signs
of diabetes, which she described as
the triple “Ps”. The early signs for
diabetes are Polyuria - increased
urination, need to urinate more
throughout the day but more often
than usual at night.
Polyphagia - increased hunger or
appetite leading to excessive eating
and lastly, Polydipsia- increased
thirst, which is because of high blood
sugar levels.
“We have three types of diabetes.
Type 1- thought to be autoimmune,
the body attacks itself, hence there
is no insulin production, these
clients are dependent on insulin for
management while type 2- insulin
resistance where the body doesn’t
utilize insulin well leading to high

Powered by

Diabetes test
and treat
Manage your Diabetes with ease.

Enrolment into the program is Ksh. 1,800 and one gets:
• Free diabetes management coaching by a health professional
• Free Glucometer
• 50 testing strips and lancets
• Free HbA1c test at enrollment and every quarter (T&Cs)
• Access to educational resources
Register at any Haltons Pharmacy
Call 0110 139 565 to register today!

Join the loyalty program
designed for you.
blood sugar levels and gestational diabetes
which develops in pregnant women who
have never had diabetes,” she told Health
Business.
Type 2 diabetes is a genetic disease. An
individual with these genes will have certain
factors such as being overweight or inactive

which make them prone to type 2 diabetes,
she added.
She also encourage proper
documentation of diabetics through
electronic medical records, which would
assist in monitoring trends.
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Cover Story
Kenya among countries to shoulder cost of
vaccine inequity
By Murega Njoroge

T

here is little chance that the divide
over access to vaccines will ever
be bridged, with expert models
indicating that countries that will
vaccinate less than 60 per cent of their
population by mid-2022 will register
GDP losses totalling US$2.3 trillion.
A report by the Economist
Intelligence Unit (EIU) finds that
emerging countries, Kenya among them,
will shoulder around two-thirds of these
losses, further delaying the economic
convergence with more developed
countries.
About 11 million vaccines have
been received in Kenya, according to
data by the Ministry of Health. Of these,
4.2 million are first doses and only 2.6
million are second doses.
This translates to 57.2 per cent
second dose uptake with only 9.6
per cent of the total adult population
receiving the second dose.
As a share of GDP, countries in subSaharan Africa will register the highest
losses, totalling 3 per cent of the region’s
forecast GDP in 2022-2025.
“COVAX, the WHO-sponsored
initiative to ship vaccines to emerging
economies, has failed to live up to
expectations to deliver 1.9 billion vaccine
doses to developed countries this year.
It has only shipped only around 210
million doses, sufficient to inoculate just
15 per cent of the population of lowerincome economies,” EIU states in the
report.
Rich countries have started
widespread administration of third
doses despite flattering promises to
poor countries. “Donations from poor
countries have also covered only a
fraction of requirements, and often, they
are not delivered.”
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EIU says that shifting focus towards
vaccinating children and administering
booster doses in developed economies
will compound the shortage of raw
materials and production bottlenecks.
As of late August, around 60 per cent
of higher-income countries had received
at least one dose of coronavirus vaccine.
By contrast, vaccination campaigns are
progressing at a slower pace in lowerincome economies, with only 1 per cent
of poorer populations receiving at least
one dose of a vaccine.
EIU observes that vaccine inequity
has been driven by the global shortage
of raw materials and limited production
capacities.
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In addition, EIU says few developing
countries can afford vaccines, especially
if they are already struggling to provide
crucial services basic services such as clean
water.
“Logistics also represent a barrier:
shipping and storing vaccines requires
adequate transport infrastructure and
cold chains. May developing countries
also lack the healthcare personnel to
administer shots.”
Vaccine inequity will reshape the
global political and social landscape.
EIU’s projections show that timelines
for economic recovery will be longer
in poorer economies than in advanced
ones, due to the expectation that social-
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distancing measures will sometimes need
to be re-imposed in countries where
vaccination rates remain low.
This will also affect the tourism
industry. “Unvaccinated people are
often barred from entering vaccinated
countries or are forced to quarantine for
long periods upon arrival.”
C o n ve r s e l y, t r a ve l l e r s f ro m
vaccinated countries may prove reluctant
to visit unvaccinated destinations in
future.

EIU notes that vaccine inequity is
also fueling vaccine diplomacy. China’s
vaccine diplomacy has been a success,
becoming the world’s largest exporter of
vaccines.
“This impressive feat comes with a
warning for those countries that depend
on Chinese vaccines: some of these shots
appear to offer lower levels of protection
than Western jabs. The Seychelles,
which had vaccinated the majority of
its population with China’s Sinopharm

vaccine, had to re-impose a lockdown in
June.”
Governments need to reconsider
their long-term COVID strategies, EIU
noting that the zero-Covid approach is
unlikely to be sustainable in the long
term.
“Such policies represent a future
missed economic opportunity if the rest
of the world re-opens, as they imply
the imposition of stringent lockdowns
as soon as any cases of coronavirus are
detected.”

Logistics also represent a barrier: shipping and storing vaccines
requires adequate transport infrastructure and cold chains. May developing
countries also lack the healthcare personnel to administer shots.
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Malaria vaccine is a major leap forward: but
innovation mustn’t stop here
By Jaishree Raman and Shüné Oliver

The study
showed that the
RTS,S vaccine
was safe in
young children,
that it reduced
hospitalisation and
death in vaccinated
children by over 70
per cent..

One possible
solution is using
communitybased vaccination
programmes to
increase access and
improve compliance...

T
Efforts
must be put into
developing a
vaccine that is
effective in older
children and adults,
which requires only
one dose and is
effective against all
human malaria.

18

he World Health Organisation (WHO)
took a historic step in the fight against
malaria when it recently recommended the
use of a malaria vaccine for young children. The
announcement marked a major achievement – the
development of the first-ever successful malaria
vaccine against falciparum malaria, the deadliest
form of malaria and the one that is most common
in sub-Saharan Africa.
The wide uptake of the vaccine could prevent
thousands of deaths in the region. According to
the 2020 World Malaria Report, over 250,000
children under the age of five years died of malaria
in Africa in 2019. That is a very sombre statistic
for a treatable and preventable disease.
The development of the vaccine (called RTS,S)
has taken over 30 years. It is the culmination of
work by researchers from the Walter Reed Army
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Institute of Research, in partnership with the
pharmaceutical company GlaxoSmithKline and
the global health organisation PATH.
Producing an effective malaria vaccine has
been challenging as the malaria parasite can hide
from the human immune system. In addition,
different forms of the malaria parasite infect the
liver and red blood cells.
Vaccine trials were started in 2019 in three
African countries – Ghana, Kenya and Malawi.
The study showed that the RTS,S vaccine was safe
in young children, that it reduced hospitalisation
and death in vaccinated children by over 70 per
cent, and that a successful malaria vaccination
programme was possible in rural African settings.
The pilot study also showed that the vaccine
was able to reach children who were not being
protected by other methods like bed nets in the
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study sites. This provided additional
support to the calls for the widespread
use of the vaccine in malaria-affected
areas.
Since 2015 malaria case numbers
have been either flat or on the rise.
This follows 15 years during which the
numbers had been on the decline.
The addition of the RTS,S vaccine
to the malaria control and elimination
toolkit could get global efforts back on
track. But it cannot be viewed as the
silver bullet required to achieve malaria
elimination.
Not a complete solution
The vaccine has several shortcomings.
Firstly, in its current form, it
only works very effectively in very
young children, aged between five and
17 months. These children must be
given three vaccine doses, at least one
month apart. A fourth booster dose is
recommended at 18 months for the
vaccine to work optimally.
This makes running an effective
vaccination programme very
challenging. One possible solution is
using community-based vaccination
programmes to increase access and
improve compliance.
In addition, although the vaccine
prevents severe disease, it doesn’t
necessarily prevent infection. This is
similar to the COVID-19 vaccines.
Thirdly, it’s only effective against
one (Plasmodium falciparum) of the five
human malaria parasites.
There are other concerns too. One is
increased vaccine hesitancy across Africa.
There are also likely to be challenges
in meeting the demand for vaccines,
given the current focus on producing
COVID-19 vaccines.
In light of these challenges, the
RTS,S vaccine cannot replace existing
effective interventions. These include
indoor residual spraying and the use of

insecticide-treated bed nets. Instead, the
vaccine must be used alongside these to
break the malaria transmission cycle.
As the RTS,S vaccine is only effective
in young children, it will only be used
where they are at higher risk of infection
than older children. Such conditions
are generally found in moderate to
high transmission areas. In these areas,
frequent malaria infections result in older
children developing partial immunity.
This immunity prevents children
from showing the signs and symptoms
of malaria. They become asymptomatic
carriers of malaria. Many malariaendemic African countries, including
Botswana, Eswatini, Namibia and South

Africa, have very low transmission
intensities, so the population does not
develop immunity against malaria.
Including the RTS,S vaccine in a
childhood immunisation programme in
these low transmission countries would
not be cost-effective.
Despite the challenges associated
with the RTS,S vaccine, its addition to
the suite of malaria control interventions
is a leap forward in the global fight
against malaria. But vaccine innovation
must not stop here. Efforts must be put
into developing a vaccine that is effective
in older children and adults, which
requires only one dose and is effective
against all human malaria.

The article was first published in The Conversation
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COVID-19 shows why African data is key for the
continent’s response to pandemics
By Francisca Mutapi
By September
2020, it was clear
that the pandemic
was following a
different path on the
continent than was
predicted.

...the first case
was detected earlier
in countries with more
urban populations,
higher international
connectivity and
greater COVID-19 test
capacity, but later in
island nations.

E

arly predictions of the impact of the
COVID-19 pandemic by some public
health scientists painted a gloomy picture for
Africa. The continent was expected to suffer a huge
burden of disease and death. These predictions
have not held true. The continent has experienced
fewer deaths than predicted.
In addition, it has been much less affected
than many other parts of the world. For example,
the total number of recorded deaths in the entire
African continent is slightly less than those
recorded in the UK alone. Even when underreporting is accounted for, the mortality rate has
been lower than in western Europe.
There are several reasons why predictions of
COVID-19 ravaging African countries were wrong
– but two stand out. The first is limited scientific
knowledge of how the virus behaves in different
populations and environments. The second is an
underestimation of Africa’s ability to respond to
the pandemic.
Despite having comparatively poor health
infrastructure, African public health practitioners
have amassed a wealth of experience of managing

...the critical
importance of using
context-appropriate
data in models to
make predictions
that guide control
or mitigation policy.
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epidemics. The 2014-16 Ebola outbreak in west
Africa showed local doctors using mitigation
strategies available to them and the strong
community-based healthcare system.
By September 2020, it was clear that the
pandemic was following a different path on the
continent than was predicted. This underscored
the need for African countries to learn lessons for
Africa from data collected from Africa.
To do this, my colleagues and I at the
National Institute for Health Research Global
Health Unit Tackling Infections to Benefit Africa
worked with partners at the Universities of Ghana
and Edinburgh, as well as the World Health
Organisation (WHO) regional office for Africa, to
analyse data collected from member states.
We determined the factors that influenced
the timing of the first COVID-19 cases as well as
the number of COVID-19 deaths in the WHO’s
African member states during the first and second
pandemic waves. We also looked for associations
between the preparedness of health systems and
government pandemic responses.
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We found that countries with more
urban populations detected their first
cases of COVID-19 earlier than those
with higher rural populations. Countries
with high HIV prevalence reported the
most COVID-19-related deaths. And
countries with the most advanced health
systems fared the worst in terms of
COVID-19 cases and deaths.
Our findings helped us to understand
Africa’s epidemic and provided lessons for
future pandemics.
A snapshot of COVID-19 in Africa
In our recent research we investigated
factors that could potentially influence
the spread and severity of the COVID-19
pandemic based on the knowledge of the
virus’s transmission factors and potential
risk factors. We tested the effect of 15
such factors.
We found that the first case was
detected earlier in countries with more
urban populations, higher international
connectivity and greater COVID-19
test capacity, but later in island nations.
This finding is not surprising, given what
we know about the transmission of the
virus indoors, the introduction of SARSCoV-2 into Africa from Europe and the
importance of surveillance and testing.
Egypt was the first of 47 African
countries to report a case in February
2020. Most countries had recorded cases
by late March 2020, with Lesotho being
the last to report one, on 14 May 2020.
Countries with high rates of HIV
were also more likely to have higher
mortality rates. This was also not
surprising as people with HIV often have
other health conditions that put them at
greater risk from COVID-19.
Among 44 countries of the WHO
African Region with available data, South
Africa had the highest mortality rate
during the first wave between May and
August 2020, at 33.3 deaths recorded per
100,000 people. Cape Verde and Eswatini
had the next highest rates at 17.5 and 8.6
deaths per 100,000 respectively. At 0.26

deaths recorded per 100,000, the lowest
mortality rate was in Uganda.
True numbers of deaths in Africa
are thought to be over three times
higher than officially reported, slightly
higher than the global average, but even
accounting for this, our findings are still
valid.
Our most important finding was
that seemingly well-prepared, resilient
countries such as South Africa have fared
worst during the pandemic. This is not
only true in Africa; the result is consistent
with a global trend that more developed
countries have often been particularly
hard hit by COVID-19. This tells us that
lack of preparedness and vulnerability are
not the same thing.
While health systems may have been
less prepared for the pandemic, other
factors such as demography and rural
populations made the African population
less vulnerable. We are also currently
investigating the potential protective role
of previous exposure to other pathogens
that may induce COVID-19 protective
cross-immunity or modify the immune
phenotype and thus, disease progression
and prognosis.
Our analysis indicates the critical
importance of using context-appropriate
data in models to make predictions
that guide control or mitigation policy.
This would inform context-relevant
interventions. The director of the WHO’s
regional office for Africa, Matshidiso
Moeti, remarked.
The early models which predicted
how COVID-19 would lead to a massive
number of cases in Africa were largely
the work of institutions not from our
continent. This collaboration between
researchers in Africa and Europe
underlines the importance of anchoring
analysis on Africa’s epidemics firmly here.
The study also highlighted
unanticipated vulnerabilities. For
example, countries with strong health
systems could still be vulnerable to
pandemics. Therefore, assessing the

impact of potential threats and future
pandemic preparedness planning must be
informed by the transmission dynamics
and local risk factors for infection and
disease.
It is clear that other factors unique
to Africa such as a younger population
and less urbanisation have contributed
to the comparatively lower COVID-19
cases and deaths on the continent. Moeti
reiterated these when she said:
We can no longer focus our
understanding of disease transmission
purely on the characteristics of a virus
– COVID-19 operates within a social
context which has a major impact on its
spread.

Going forward
Going forward, African researchers
and governments need to do three things.
• First, African scientists must conduct
more Africa-led analyses of Africa’s
COVID-19 epidemic at national
and continental level. These analyses
should include studies of the impact of
Africa’s socio-ecological setting and the
structure of the health delivery system,
which is heavily community based.
• Second, we need to use these results
to identify uniquely African strengths
and vulnerabilities to emerging
and epidemic disease to inform
preparedness planning and ensure that
epidemic preparedness indices such as
the Global Health Security Index take
these into account.
• Third, we need to accelerate open data
sharing to ensure timely access to data
to inform data-driven innovations and
interventions.

The article was first published in The Conversation
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Want to develop vaccines in Africa?
Then invest in expertise and infrastructure
By Bryan Trevor Sewell, Ed Sturrock and Erick Strauss
Young career
scientists grew in
confidence and skills
through international
collaborations,
mentoring, writing
proposals and
crunching data

The aim would be
to grow the community
of scientists. This, in
turn, would massively
impact vaccine and
drug development as
well as other regional
challenges

The
challenge is to
produce worldclass research
and competitive
proposals to gain
access.
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I

n little more than a year from the onset of
COVID-19, scientists successfully developed
vaccines against the SARS-CoV-2 virus for worldwide use.
Three main factors contributed to this
extraordinary feat.
One, unprecedented collaboration between
international scientists. Two, scientists were able
to obtain exquisitely detailed images of the virus
proteins and the human proteins that they interact
with – right down to the positions of the atoms.
Three, expertise and infrastructure, developed
over many years, involving tens of thousands of
scientists supported by national governments and
substantial private investment. Developing this
skilled workforce was only possible because societies
agreed to sponsor their best researchers to solve
acute problems by providing appropriate tools and
resources.
The African contribution to this massive
achievement proved quite small. African researchers
remain challenged by the lack of sustainable and
accessible funding, infrastructure and expertise.
In late May President Cyril Ramaphosa
announced that South Africa was “developing
a local vaccine manufacturing plan to produce
vaccines locally through strategic partnerships and
technology transfer”. The goal, he said, was to cover
the entire vaccine production value chain. He said
Africa wants to do things for itself and that we must
also look at how vaccine manufacturing capacity
developed during COVID-19 can be repurposed for
the future production of other vaccines and related
technologies.
In this article we unpack how the three-year
START programme (Synchrotron Techniques for
African Research and Technology) – funded with a
grant from the UK Research and Innovations’ Science
and Technology Facilities Council – substantially
prepared South Africa’s capacity to do this type of
work. It trained students and postdoctoral research
assistants at eight South African universities and
the country’s National Institute for Communicable
Disease (NICD). It also allowed access to the UK’s
national synchrotron, Diamond Light Source.
Funded through a £3.7 million (about US$5million)
Global Challenges Research Fund grant, the
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initiative provided an exceptional combination of
expertise and experimental resources.
Innovative technologies
Understanding biological systems is critical to
the prosperity, and possibly, survival of the human
race. Without it, we are threatened by disease,
energy and food insecurity, pollution and climate
change. Studying biological macromolecules – such
as proteins at atomic resolution – empowers us to
develop drugs, vaccines, herbicides and pesticides.
And it helps us design non-polluting industrial
processes to create the chemicals that we need.
The branch of science that deals with this is
called Structural Biology.
Structural biologists unravel the intricacies of
protein structures using highly brilliant synchrotron
radiation in a technique called X-ray crystallography
or by cryo-electron microscopy (cryo-EM). These
structures form the basis for developing new drugs or
vaccines to stop diseases. In particular, the recently
developed, Nobel prize-winning, technique of
cryo-EM was essential for the development of the
COVID-19 vaccines.
However, Africa largely remains a spectator
in the race to build these innovative technologies
despite START showing how it could be done. The
programme has yielded extraordinary impact with
relatively modest investment over a short space of
time. It has triggered a step change in structural
biology research in Africa, demonstrating what is
needed and that it works. Existing research hubs
and networks were strengthened, and new ones
developed. Young career scientists grew in confidence
and skills through international collaborations,
mentoring, writing proposals and crunching data.
The South African groups regularly collected
data at synchrotrons and electron microscopes to
augment our understanding of potential treatments.
These have included SARS-CoV-2 (COVID-19),
snakebite venom, HIV, tuberculosis, malaria, human
papilloma virus, cardiovascular disease, as well as
equine diseases. Work has also been done to create
industrial enzymes for the manufacture of medicines
and commodity chemicals.
The structural biology laboratory at the NICD,
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for example, focused on understanding
the antibody response to communicable
diseases such as HIV and COVID-19 to
guide the search for effective vaccines.
In addition, the NICD has developed
structural biology projects to understand
how antibodies recognise and stop SARSCoV-2 variants of concern.
The START grant has contributed to:
•
research papers in leading international journals,
•
the development of a small but growing network of suitably equipped labs across South Africa,
•
vibrant international collaborations, and
•
numerous early career scientists trained in world class Structural Biology, including synchrotron and cryo-EM techniques.
Unfortunately, the funding for START has ended.
Now what?
National government must build
on the foundations of the START
programme. Only a sustained national
policy will ensure that structural biology
can achieve world-class science and grow
relevant research across Africa.
Structural biology remains a
niche science on the continent, largely
ignored by the infrastructure roadmaps.
Ramaphosa’s vision of African vaccines
needs to be supported by a national
strategy for structural biology. The aim
would be to grow the community of
scientists. This, in turn, would massively
impact vaccine and drug development as
well as other regional challenges.
Teaching, training and infrastructure
in protein crystallography and cryo-EM
need to expand dramatically from a tiny
base.
The structural biology community
requires a modern cryo-EM centre
in South Africa. This would require
substantial investment beyond the means
of critically stressed tertiary education
institutions.
The support of the international
community is crucial.
The COVID-19 pandemic has
shown how important it is to have both
national and international approaches to
research and development with access to

the right type of world class equipment,
training and expertise.
Vaccines need to be developed in
Africa against diseases arising in Africa.
This makes financial sense and places
emphasis on Africa solving Africa’s
problems. The World Bank has estimated
that the slow rollout of COVID-19
vaccines could cost the continent $14
billion a month. Even this pales in
comparison to the long-term cost of
malaria, tuberculosis, HIV, and other
poverty-related diseases.
Required steps involve:
• Local infrastructure and capacity.
The infrastructure put in place by
the START programme needs to
be expanded to national reference
laboratories, sustainably funded, wellequipped and staffed by experts.
• Capacity retention. Early career
researchers trained in South Africa
need to be retained to prevent loss
of knowledge and expertise. The
need to provide all young researchers
opportunities to further develop their
careers is obvious. But this cannot be
done without growth. It is therefore
urgent to implement policies that
stimulate the structural biology
research environment and create
new posts. This is key to ensuring

that diversity, fresh ideas and novel
approaches relevant to Africa are
brought into the local and international
scientific community.
• Access to international infrastructure.
Synchrotrons, neutron sources and
cryo-EM facilities around the world
are open to African researchers. The
challenge is to produce world-class
research and competitive proposals to
gain access. Funding for this must come
from the South African Treasury. This
should be enhanced by membership of
international organisations.
START has boosted the skills and
enthusiasm of South African bioscientists.
They have seen the benefit of a structural
approach in designing medicines for
African diseases. The programme has
opened doors to international cooperation and technology that Africa can’t
afford. Young researchers have committed
to careers in structural biology, hoping to
practice their skills locally. Local research
into both vaccines and medicines has
started.
Ramaphosa’s desire to develop
vaccines in South Africa could be realised
by building on the foundation that has
been laid. But only if there’s substantial
and sustained investment in both human
resources and infrastructure.
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Africa needs to speed up research excellence:
here’s how
By Francisca Mutapi
Africa accounts
for 12.5 per cent
of the world’s
population. But it
produces less than
1 per cent of global
research output.

Poorly equipped
and funded institutions
translate into low
salaries. Limited
domestic investment
results in poor
research funding and
stifles innovation.

P

rospective students and their parents have
been examining the recently published 2022
World University Rankings.
The ranking pattern has now become familiar.
European, American and Asian universities jostle
for the top positions while a sprinkling of African
universities starts appearing after the first 200.
Some don’t even enter the rankings. This is despite
universities in Africa making the most progress in
the rankings since 2018. The rankings are derived
using various measures. These include funding
and endowment, research excellence or influence,
specialisation expertise, student admissions and
options, and historical reputation.
Africa accounts for 12.5 per cent of the world’s
population. But it produces less than 1 per cent of
global research output. Sub-Saharan Africa has the
lowest research capacity and output in the world. At
this rate the region’s universities are unlikely ever to
break into the top 10 – or even 50.
The continent has no shortage of intelligent,
hardworking and innovative people. These rankings
indicate that Africa is not tapping its full potential.
How can the continent’s research potential be
enabled to make its full contribution to domestic
and global challenges?

A wellconstructed and fully
adopted Research
Excellence Barometer
for Africa would
guide the continent
to support the right
research, by the right
people, in the right
places, and for the
right reasons.
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We cannot manage or improve what we do not
measure. So, I propose the creation of a Research
Excellence Barometer for Africa (REBA). As a
Zimbabwean I feel this is particularly apt – reba is
the Shona verb “to grow tall”.
The barometer would operate at country level. It
would identify areas of research excellence and areas
of weakness.
Tools like this can be transformative. For
example, a few years ago I contributed to an
assessment of national health research systems in
Africa using a research barometer. The work was
prompted by the recognition that health systems
lacked resources and research capacity to deliver on
the UN’s Sustainable Development Goals.
Between 2014 and 2018, 47 WHO Africa
Region member states used the barometer to
monitor, identify and address critical gaps in national
health research systems. This has delivered significant
progress over just four years. For example, there was
significant progress in the governance of research for
health; developing and sustaining research resources;
and producing and using research.
Something similar, but more ambitious, can
help transform Africa’s entire scientific research
ecosystem.

Experts Lounge

Research ecosystems
Currently, among Africa’s 10-12
million annual graduates, those wishing
to continue their research face huge
challenges. Poorly equipped and funded
institutions translate into low salaries.
Limited domestic investment results
in poor research funding and stifles
innovation. Weak research support
systems mean researchers carry huge
administrative burdens. Some research
governance and regulatory systems are
cumbersome. It’s hard to have a career in
research in such an environment.
Three undesirable outcomes are the
result:
• limited, “less expensive” research, not
necessarily addressing relevant local
challenges
• inequitable, externally funded
collaborations where the African
researcher is the data or sample
collector for researchers in western
institutions

• movement of people to better
paying, equipped and funded western
institutions.
Of the 10 countries in the world
that lose more than half of their medical
graduates to work abroad, six are in subSaharan Africa. This means Africa loses
health workers as well as potential clinical
researchers.
My proposed barometer would
identify African countries where the
research ecosystem is poor, and brain
drain is a significant problem and
highlight policies and circumstances
contributing to these. The barometer
would also identify best practice in
countries that score well in these, for
sharing across the continent.
The large number of existing
ranking systems is evidence of their
value. For example, the Afrobarometer
measures public attitudes on democracy,
governance, the economy and society;
and the Africa Learning Barometer
analyses the state of education and

learning.
It is therefore a surprise and an
oversight that there’s no such tool for the
national ease and capacity of conducting
research. Ultimately, the barometer I
propose is not about competition. It’s
about creating signposts on the road to
functional national research ecosystems,
celebrating excellence and addressing
weakness along the way.
The barometer would include all
science disciplines. It would measure
among others, the state of national
research governance, including all
research foundations and academies,
research policies - including procurement
and importation, ethical review and
sample sharing processes/policies. It
would also look at the number and
type of research institutes and their
infrastructure. Other important factors to
measure are systems for research uptake
and implementation; local research
financing; and salaries, benefits and job
satisfaction among scientists.

Going forward
Setting up the barometer requires time and investment,
but its impact on the African research ecosystem will far
outweigh the cost.
Implementation could follow the WHO Africa National
Health Research Systems Barometer model where input data is
collected from ministries of health via WHO country offices.
The data collection pipeline can use links between tertiary
education, science, innovation and technology ministries, the
African Union, Regional Economic Community or UNESCO
country representatives.

This all requires buy-in and a commitment from African
stakeholders and national governments.
A well-constructed and fully adopted Research Excellence
Barometer for Africa would guide the continent to support
the right research, by the right people, in the right places, and
for the right reasons. It would contribute to retaining talent
and expertise and ensure that Africans benefited from their
research efforts.

The article was first published in The Conversation
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In the News
Only 1 in 4 African health workers fully
vaccinated against COVID-19
By Sharon Kemunto

O

nly 27 per cent of health
workers in Africa have been fully
vaccinated against COVID-19,
leaving the bulk of the workforce on
the frontlines against the pandemic
unprotected, a preliminary analysis by
World Health Organization (WHO)
shows.
Analysis of data reported from
25 countries finds that since March
2021, 1.3 million health workers were
fully vaccinated, with just six countries
reaching more than 90 per cent, while
nine countries have fully vaccinated less
than 40 per cent. In sharp contrast, a
recent WHO global study of 22 mostly
high-income countries reported that
above 80 per cent of their health and care
workers are fully vaccinated.
“The majority of Africa’s health
workers are still missing out on vaccines
and remain dangerously exposed to
severe COVID-19 infection. Unless
our doctors, nurses and other frontline
workers get full protection we risk a
blowback in the efforts to curb this
disease. We must ensure our health
facilities are safe working environments,”
said Dr Matshidiso Moeti, WHO
Regional Director for Africa.
She emphasized the importance
of high vaccine coverage among health
workers to ensure health systems keep
operating during a time of extreme need.
Africa’s shortage of health workers
is acute and profound, with only
one country in the region having the
required health workers (10.9 per 1000
population) to deliver essential health
services. Sixteen countries in the region
have less than one health worker per
1000 population. Any loss of these
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essential workers to COVID-19 due to
illness or death therefore heavily impacts
on service provision capacity.
Based on data reported to WHO by
countries in the African Region, since
March 2020, there have been more than
150 400 COVID-19 infections in health
workers, accounting for 2.5 per cent of all
confirmed cases and 2.6 per cent of the
total health workforce in the region. Five
countries account for about 70 per cent
of all the COVID-19 infections reported
in health workers: Kenya, Algeria,
Ghana, South Africa and Zimbabwe.
After almost four months of a
sustained decline, COVID-19 cases in
the general population in Africa have
plateaued. For the first time since the
third wave peak in August, cases in
Southern Africa have increased, jumping
48 per cent in the week ending on 21
November compared with the previous
week.
The risk of health worker infection
rises whenever cases surge. This is a
pattern that has been observed during
the previous three waves of the pandemic.
With a fourth wave likely to hit after the
end-of-year travel season, health workers
will again face risks amid low vaccination
coverage.
To date, more than 227 million
vaccine doses have been administered
in Africa. In 39 countries that provided
data, 3.9 million doses have been given
to health workers.
“With a new surge in cases looming
over Africa following the end-of-year
festive season, countries must urgently
speed up the rollout of vaccines to health
care workers,” said Dr Moeti.
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Vaccine shipments have been on the
rise over the past three months. Africa
has received 330 million doses from the
COVAX Facility, the African Vaccine
Acquisition Task Team and bilateral
agreements since February 2021. Of
these 83 per cent have been delivered
since August alone. As vaccine supply
picks up, addressing uptake bottlenecks
and accelerating rollout becomes more
critical.
All countries in Africa have
prioritized health workers in their
vaccination plans. The low coverage is
likely due to the availability of vaccination
services, especially in rural areas, as well
as vaccine hesitancy. Recent studies found
that only around 40 per cent of health
workers intended to receive a COVID-19
vaccine in Ghana and less than 50 per
cent in Ethiopia. Concerns over vaccine
safety and the adverse side effects of
the vaccines have been identified as the
main reasons for their hesitancy. Health
workers are key sources of information
for the general population and their
attitudes can influence vaccine uptake.
“The COVID-19 vaccine stands
among humanity’s extraordinary
scientific feats. In Africa, we’re gradually
overcoming supply constraints. Now is
not the time to stumble over vaccine
mistrust,” said Dr Moeti.
Supporting national efforts to drive
up health worker vaccination, WHO is
coordinating training and dialogue on
vaccine safety and efficacy to help address
doubts or misconceptions around the
COVID-19 vaccine as well as advocating
open and honest communication
about the benefits and side effects of
vaccination.

In the News

Govt alarmed by new Omicron Covid
variant, impose quarantine restrictions
By Pauline Achieng Tom

@pauline_Tom

T

he Ministry of Health has
updated its travel restrictions and
precautions to contain the spread
of the new heavily mutated Omicron
variant in the country.
According to Dr Patrick Amoth
Director-General MoH, all points of
entry into the country will conduct
rigorous screening of all arriving
passengers from Southern African
countries with proof of vaccination
before entry.
“All Points of Entry will conduct
rigorous screening of all arriving
passengers with proof of vaccination
before entry into Kenya with all inbound
travelers required to have a mandatory
possession of a negative COVID-19
PCR taken 96hours before arrival into
the country,” the Ag DG said.
The new variant B.1.1.529. has been
detected in Botswana, South Africa and
Hong Kong.
Epidemiologists warn that it is
highly transmittable because it carries 32
mutations which makes it potential for
vaccine escape.
The B.1.1.529 variant is still novel
and scientists are rushing to understand
its effect on vaccine potency and severity
of illness compared to other variants.
“So far, cases of the new variant
are restricted to the three countries, but
given its ease of transmission and a global
return to mass movements, there is need
for increased vigilance at all our points of
entry,” he said.
According to World Atlas data,
as of 15th November 2021, Kenya had
administered 5.89 million doses of the
COVID-19 vaccine.
MoH says that the country has seen
a reduction of COVID-19 confirmed
cases with a fatality rate going as low as
2.1 per cent.

“Response measures in the affected
countries are not very clear yet. We enjoy
cordial relations with the Republic of
South Africa and passenger air traffic
between Kenya and South Africa is
significant- the potential of introduction
is a real threat,” MoH said in a statement.
According to Dr Ahmed Khalebi,
the new variant threatens the gains made
by the country against COVID-19 given
the heavy air traffic between Nairobi and
Johannesburg which is the concentration
point for this new variant.
“Probably, this variant has already
reached Kenya, all recent travelers from
South Africa should be tracked and
tested.”
He encouraged eligible Kenyans to
get fully vaccinated against COVID-19
and adhere to public health social
measures.
“Given the nature of transmission
of COVID-19, it is inevitable that the
variant may eventually get into the
country. The country should prepare
for an upsurge in the number of cases

which are likely to be severer amongst
unvaccinated persons,” Dr Amoth said.
The Ministry of Health has advised
that all National and county health
facilities should be prepared to handle a
potential increase in the number of new
cases, health facilities to prepare their
critical care facilities and facilitate them
with piped oxygen and additional human
resource in anticipation for the surge.
“Whilst passenger traffic may
not be as significant from neighboring
Namibia, Lesotho, Botswana, Eswatini
and Zimbabwe, enhanced surveillance
protocols like quarantine and repeat
testing will be applied to all passengers
from all countries reporting the new
variant,” he said.
According to Dr Amoth, our
National Public Health Emergency
Operation Centre is still fully activated
to facilitate coordination of response to
the pandemic.
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In the News

Grant to increase syringe production
By David Kipkorir

B

ill and Melinda Gates Foundation
has granted Sh400 million to
Revital Healthcare (EPZ) Limited
to more than triple the production of
auto-disable syringes in the country.
The grant will enable Revital to
increase syringe production volume
from approximately 72 million to nearly
265 million annually towards the end of
2022, enough to cover more than half
of the routine immunization needs in
Africa.
Amidst the global vaccination push,
the World Health Organization (WHO)
had earlier warned that a shortage of
syringes is threatening to upend efforts
to vaccinate millions of Africans against
COVID-19.
“The scarcity of syringes could
paralyze progress,” the World Health
Organization’s Africa director, Matshidiso
Moeti, had told reporters. Already, some
African countries including South Africa,
Kenya and Rwanda have seen delays in
receiving syringes, the WHO said.
Revital is expected to ramp up the
manufacturing of these auto-disable
syringes.
According to the manufacturer
global demand for auto-disable syringes
has surged in 2021 as the rollout of
COVID-19 vaccines has progressed
around the world.
“Recent estimates project that
there will be a significant shortfall
in auto-disable syringes in 2022,
which would acutely impact both
COVID-19 vaccination and childhood
immunization, including the roll-out
of new malaria vaccines, in low- and
middle-income countries, particularly in
Africa,” revealed Revital.
Auto-disable syringes automatically
lock after one use, to prevent reuse,
minimizing transmission of blood-borne
pathogens such as hepatitis B and HIV.
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“Expanding manufacturing capacity
in Africa for critical supplies like syringes
is essential to ensure adequate supply for
the continent,” said Roneek Vora, Sales,
Marketing and Development Director at
Revital Healthcare.
“We are proud to be part of global
efforts to help ensure that Africans have
access to life-saving vaccination. Revital
Healthcare’s goal is to become the largest
medical disposable manufacturer in
Africa by 2030, helping the continent
produce more of its crucial healthcare
commodities.”
There are far more than 20 autodisable syringe manufacturers prequalified
by the WHO globally. However, Revital
Healthcare (EPZ)Limited is currently the
only WHO prequalified manufacturer
for vaccine syringes in Africa that is
contracted by UNICEF and WHO for
syringe supply.
Syringe shortfalls in low- and
middle-income countries (LMICs)
could exceed 1 billion in 2022. It has
become clear that syringe manufacturing
needs to be ramped up, stated the Gates
Foundation.
According to the Director of the
Gates Foundation of Global Delivery
Programs Orin Levine, with the
increasing availability of new vaccines
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against COVID-19, the world is on the
verge of critical shortages of the syringes
needed to safely vaccinate people.
“We’re proud to be supporting
a significant expansion of syringe
manufacturing in Africa, for Africa,
to assure a stable supply of safe autodisable syringes for vaccinating people
against COVID-19 and a host of other
preventable diseases,” he said in an
interview.
Revital estimates that the Bill and
Melinda Gates Foundation support will
lead to the creation of over 100 direct
new jobs and over 5,000 indirect jobs
out of which Revital has committed to
ensuring that at least 50 per cent of new
hires are women.
Revital also aims to expand
continuously by manufacturing various
medical devices, hence, supporting more
jobs, boosting the economy and assisting
LMICs.
“With the support from
organizations such as the Bill & Melinda
Gates Foundation, Revital is one step
closer in ensuring that we fight these
deadly diseases that are killing millions
of people worldwide, especially in lowand middle-income countries,” said Rajni
Vora, Chairman, Revital Healthcare.

Research
New study challenges understanding of
COVID-19 pandemic preparedness and
resilience in Africa
By Mike Mwaniki

C

ountries in Africa assessed as
being least vulnerable to an
epidemic were the worst affected
by COVID-19, new research suggests.
Nations with more urban populations
and strong international travel links were
worst affected by the pandemic, the study
shows.
Mortality rates and levels of
restrictions – such as lockdowns and
travel bans – were found to be lowest
in countries previously thought to be at
greatest risk from COVID-19.
A team of researchers from the NIHR
Global Health Research Unit Tackling
Infections to Benefit Africa (TIBA) from
the University of Edinburgh worked with
the World Health Organization (WHO)
African Region to identify factors affecting
mortality rates during Africa’s first two
COVID-19 waves and the timing of the
first reported cases.
Prof Mark Woolhouse, TIBA
Director, who co-led the study, said the
study shows multiple factors influence the
extent to which countries are affected by
COVID-19.
“Our results show that we should not
equate high levels of preparedness and
resilience with low vulnerability,” he said.
Prof Woolhouse said resilient
countries have fared worst during the
pandemic, consistent with a global trend.
Among 44 countries of the WHO
African Region with available data, South
Africa had the highest mortality rate
during the first wave between May and
August 2020, at 33.3 deaths recorded per
100,000 people.
Cape Verde and Eswatini had
the next highest rates at 17.5 and 8.6
deaths per 100,000, respectively. At 0.26

deaths recorded per 100,000, the lowest
mortality rate was in Uganda.
South Africa also recorded the highest
mortality rate during the second wave
between December 2020 and February
2021, at 55.4 deaths per 100,000.
Eswatini and Botswana recorded rates
of 39.8 and 17.7 deaths per 100,000,
respectively. The lowest rate was in
Mauritius, which recorded no deaths
during the second wave.
The WHO (Africa) Regional director
and co-author, Dr Matshidiso Moeti
observed that the early models which
predicted how COVID-19 would lead
to a massive number of cases in Africa
were largely the work of non-African
institutions.
“We can no longer focus our
understanding of disease transmission
purely on the characteristics of a virus
– COVID-19 operates within a social
context which has a major impact on its
spread,” she said.
As well as those with large urban
populations and strong international
travel links, countries with high rates of
HIV were also more likely to have higher
mortality rates.
This may be because people with
HIV often have other health conditions
that put them at greater risk from
COVID-19, the team suggests.
The weak link between mortality rate
and the timing or severity of governmentimposed restrictions on day-to-day
activities shows the impact of the wide
range of application and enforcement
of these restrictions across the region,
making a consistent impact pattern
difficult to discern.
Restrictions during peaks of infection

are well documented to have interrupted
transmission in the region.
The findings show that the earliest
recorded cases of COVID-19 were in
counties where most people live in urban
areas, with strong international travel links
and greater testing capacity.
Algeria was the first of 47 African
countries to report a case, on 25 February
2020. Most countries had recorded cases by
late March 2020, with Lesotho the last to
report one, on 14 May 2020.
Researchers document higher deaths
during the second wave, as compared to
the first. The peak of infections during
the second wave was also higher, with 675
deaths across the continent on 18 January
2021 compared with 323 during the first
wave peak on 5 August 2020.
Potential under-reporting was
accounted for in the analysis.
Dr Sarah Puddicombe, NIHR’s
Assistant Director for Global Health
Research, said the study offers compelling
results which challenge accepted views of
epidemic preparedness and resilience in
Africa.
“It is one of a series of important
contributions that the TIBA partnership,
working with governments and the WHO
Regional Office has made to inform local,
national and pan-African responses to the
COVID-19 pandemic,” she added.
The study, published in the journal
Nature Medicine, is available to read in
open access: https://www.nature.com/
articles/s41591-021-01491-7
The research was supported by the
UK National Institute for Health Research
and the Darwin Trust of Edinburgh. It also
involved researchers from the Universities
of Nairobi, Ghana and Hong Kong.
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Research

Malaria endemic counties enrolled
in study
By David Kipkorir

T

he malaria endemic counties of Busia, Kisumu
and Siaya have been enrolled in a research study
to understand how the disease treatment affects
Covid-19 severity.
Kenya Medical Research Institute (KEMRI) and
Liverpool School of Tropical Medicine lead expert Dr
Brian Tangara revealed recently in Kisumu that the
MalCOV study is being carried out in Kenya and
Burkina Faso and it will run for 18 months.
The research according to Dr Tangara will look at
malaria as a risk factor to Covid-19.
The three counties from the western region have
high prevalence of malaria making Covid-19 severe.
He said over 700 newly diagnosed Covid-19
patients will be enrolled in Kenya and Burkina Faso.
The COVID-19 cohort study will consist of
approximately 708 newly diagnosed COVID-19
patient of all ages.
They will be enrolled from a source population of
approximately 4,720 individuals of all ages screened
for SARS-CoV-2.
Dr Tangara said it is anticipated that approximately
142 of the 708 cohort participants will be co-infected
with malaria except pregnant women.
The co-infected participants will be enrolled
in the nested malaria treatment trial if they have
uncomplicated malaria and are able to take oral
medication.
They will be randomized to receive either a
standard 3-day treatment course of artemetherlumefantrine (the current first-line treatment) or
pyronaridine-artesunate, a new highly effective
antimalarial combination that is being rolled out as
first or second-line treatment in western Kenya and
Burkina Faso.
All 142 patients will be followed for 42 days and
nasal swabs and blood samples taken on days 1, 3, 7,
14, and 28. Malaria smears will be taken on days 3, 7,
14, 21, 28 and 42. The primary endpoint is the rate of
SARS-CoV-2 clearance by day-7.
Dr Tangara said to limit the transmission of
SARS-CoV-2, strict adherence to infection prevention
and control (IPC) guidelines, including use of personal
protection equipment (PPE), and measures for patient
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transport will be followed as per national guidelines in each country.
Written informed consent/assent will be sought.
The 18-months study is funded by the Bill and Melinda Gates
Foundation and is part of a collaboration between KEMRI; the US
Centers for Disease Control and Prevention (CDC); the Liverpool
School of Tropical Medicine (LSTM); the Ministry of Health, Kenya;
the Groupe de Recherche Action en Santé (GRAS), Ouagadougou,
Burkina Faso; the Ministry of Health in Burkina Faso, and the
London School of Hygiene and Tropical Medicine (LSHTM).
LSTM and LSHTM will act as sponsors for the studies in Kenya
and Burkina Faso, respectively.

Public Health
Address disparities in breast cancer research,
experts say
By Pauline Achieng Tom

D

@pauline_tom

isparities in breast cancer research are driving poor
prognosis due to limited effective treatment options,
a consultant surgeon has said.
According to Dr Edwin S. Otieno, a consultant surgeon
at Acacia Breast Clinic, more black women die from breast
cancer compared to white women due to disparities in
research, detection and treatment.
“There are big gaps in breast cancer
research because of our lineage and
genetic material, it is up to Africans
to put more money into research
of cancer among our people,” he
said.
Dr Otieno said there is an
urgent need to address racial
disparities in breast cancer
research by studying cancer
subtypes and beyond the
molecular level.
“Most medical books
that we are reading are
based on European research,
in America, breast cancer has
been extensively studied and
most of the information provided
is more applicable to the white
population than black population.”
According to the Kenya Network of
Cancer Organizations (KENCO) about 6000
cases are reported every year, despite routine screenings been
shown to reduce the risks of succumbing to the disease.
“There is a high mortality rate in Africa compared to
Europe. Their cancer has different characteristics which are
better than ours, our cancers occur in young people with
aggressive factors and it also occurs early in black Africans
and is diagnosed when it is advanced. The disease is more
aggressive in black people.”
Further, research will enable advances in technology that
will enable individualized care focused on determining the
genetic variations that increase the risk for aggressive breast
cancer so that tailored interventions and treatment plans can
be developed.
There is a need for revision in custom screening
guidelines as well as a revision of predisposing factors for
black women compared to white women, risk factors that

apply for women in the west may not be true in an African
setting this will help to significantly reduce the rate of breast
cancer mortality among black women.
“Known Breast cancer risk factors seem to apply more
to Europeans as opposed to Africans, for example, the age
at which you have your first baby is considered a risk factor
if you have children late your chances of breast cancer
increase.” Dr Otieno explained.
He said in tropical Africa people tend
to have children early and still have
breast cancer estrogen.
Age is also an important risk
factor. According to health experts,
women in their 50s and above are
at a higher risk of getting breast
cancer.
Despite all these disparities
Dr. Otieno insists that vigilance
is key.
Kenyan women are much
more likely to die from breast
cancer due to late diagnosis at
which point the prognosis is poor,
coupled with limited treatment
options.
There is a need to practice regular
BSE since it’s free and effective when done
regularly. BSE can significantly reduce breast
cancer mortality through early detection. There is a
disconnect between knowledge and practice because only 50
per cent of aware women practice BSE and only 30 per cent
practice it regularly.

There are big gaps in breast
cancer research because
of our lineage and genetic
material, it is up to Africans to
put more money into research
of cancer among our people,
December 2021
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Patients, Doctors outraged over NHIF’s plan to
slash renal dialysis payout
By Pauline Achieng’ Tom

@pauline_tom

T

he National Insurance Fund
(NHIF) announced that it is going
to cut renal dialysis payments
from the current Sh9,500 to Sh6,000,
the move has caused an uproar among
patients and doctors and hospitals.
According to NHIF, dialysis is
currently its single largest medical
insurance claim with an increased payout
of 41 per cent since 2019, with a payout
of Sh1 million every year per patient.
Over 4 million Kenyans suffer from
chronic kidney disease (CKD), the once
considered a lifestyle disease now affects
low- and middle-income families, this
has seen the government invest in dialysis
units totalling 210 units by 2020 across
the country to handle the increasing
demand for the service.
According to Professor Seth
McLigeyo, Consultant Nephrologist,
dialysis is extremely important for
chronic kidney disease patients as it
increases their chance of survival and
quality of life.
“Since the kidneys of a CKD patient
cannot function properly dialysis is
used to mechanically remove the waste
material and excess fluid from the
bloodstream, no dialysis usually leads to
kidney failure and death,” he said.
Currently, 10,000 chronic kidney
disease patients suffer from end-stage
renal failure but only 10 per cent of them
are on dialysis, this is despite coverage of
the cost of dialysis, many patients still
cannot afford the incurred costs needed
for dialysis this, in turn, has put a lot of
patients at risk of mortality.
Most kidney patients solely depend
on NHIF to cater for their dialysis and
can barely afford the additional cost that
comes with the procedure, this move by
NHIF will see many patients suffer and
increase the mortality rate associated with
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chronic kidney disease.
The Kenya Association of Private
Hospitals has threatened to stop offering
dialysis services by its members, this will
adversely affect the dialysis services since
there are more dialysis units are in private
hospitals compared to public hospitals.
“If private hospitals stop offering
dialysis the number of patients who can
access these services will significantly
reduce and at the same time a huge
burden will be placed on the few public
centres thus inadvertently overloading
them,” warned Prof Mcligeyo.
The NHIF also seeks to increase
the number of dialysis from two times a
week to three times a week to match with
international standards, the difference of
which is to be covered by the patient this
coupled with other costs such as those
of filters and immunity boosters are
incurred by the patient, this raises a lot of
concern as the fear is that many patients
will opt out of dialysis thus decreasing the
gains made by the renal sector.
Through their president, John
Gikonyo, The Renal Patients Society
of Kenya termed the move by NHIF as
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alarming urging for further consultations
in the future with stakeholders before
decisions are made.
“NHIF needs to embrace
public participation and also involve
stakeholders in this decision, as well as all
the future changes and amendments they
have committed to providing to their
members.”
Lamenting further on the Funds
increment in dialysis sessions from two
to three a week saying, “these changes do
not result in any dialysis cost-saving for
NHIF and we are at a loss for what gain
are they being affected.”
Mr Gikonyo further insisted on
the need for further consultation while
also lobbying the fund to increase the
transplant package from Sh500,000 to
Sh800,000 to include pre-transplant
evaluations and post-transplant
medications.
The Renal Patients Society of Kenya
insisted that they were grateful for the
current package but hope more can be
done to improve the quality of life for
renal patients in the country.

Public Health

Malaria Vaccine rollout expected to change
African lives forever
By David Kipkorir

T

he World Health Organisation (WHO)recently advised
that the RTS,S/AS01 vaccine, also known as Mosquirix,
should be used among children in sub-Saharan Africa
and other regions with moderate to high rates of Plasmodium
falciparum transmission.
The historic malaria vaccine was developed by
GlaxoSmithKline (London, England) over the last 30 years in
partnership with PATH (WA, USA), after a 100-year endeavour.
The ongoing Malaria Vaccine Implementation Programme
and rollout of the vaccine is expected to change African lives
forever, according to health experts.
The approval follows the successful
pilot immunisation programmes in Ghana,
Kenya and Malawi where 2.3 million doses
of Mosquirix have been administered to
infants in a large-scale pilot programme
coordinated by the WHO.
RTS,S is the world’s first malaria
vaccine shown to provide partial protection
against malaria in young children. The
vaccine will be provided to young children
through national immunization programs
in parts of three sub-Saharan African
countries.
Malaria is one of the most significant
infectious diseases worldwide, often
affecting vulnerable groups the most
including infants, children and people
in poverty who cannot afford medical
treatment.
For many years, Africa has carried the highest share of the
global malaria burden; in 2019, the WHO African Region was
home to 94 per cent of global malaria cases and deaths. Therefore,
this breakthrough, for many Africans, is game-changing news.
The P. falciparum malaria parasite is spread to humans
via infected female Anopheles mosquitoes biting the skin. The
subsequent malaria infection is an acute febrile illness
Vector control has remained the most prominent prevention
method to reduce malaria transmission, but with the rollout of
the RTS,S vaccine, the world is hopeful for a cure.
“We have long hoped for an effective malaria vaccine and
now for the first time, we have such a vaccine recommended
for widespread use. The recommendation offers a glimmer of
hope for the continent which shoulders the heaviest burden of
the disease and we expect many more African children to be
protected from malaria and grow into healthy adults,” explained
Dr Matshidiso Moeti, WHO Regional Director for Africa.

RTS,S prevented approximately 4 in 10 malaria cases when
tested in children aged over 5 months who received four doses
of the vaccine during large-scale clinical trials in selected areas of
Ghana, Kenya and Malawi over 4 years.
The ongoing pilot programme will continue to moderate the
vaccine’s impact long-term. Resistance to antimalarial medicines
such chloroquine and sulfadoxine-pyrimethamine in the past
makes the new vaccine even more remarkable.
The vaccine was created in 1987 by scientists working
in GSK laboratories. In early 2001, GSK and PATH—with
support from the Bill & Melinda Gates Foundation—entered
into a partnership to develop the vaccine
for infants and young children living in
malaria-endemic regions in sub-Saharan
Africa.
Early clinical development was
conducted in collaboration with the Walter
Reed Army Institute for Research.
Its efficacy was established in a Phase 3
trial that concluded in 2014.
In January 2016, WHO endorsed
the joint recommendation of two
advisory bodies and recommended pilot
implementation of the vaccine in three to
five settings in sub-Saharan Africa.
In response to that recommendation,
a country-led, WHO coordinated Malaria
Vaccine Implementation Programme
(MVIP) was designed to understand the
operational issues in using the vaccine in the context of other
malaria interventions.
The MVIP specifically assessed the feasibility of
administering the required four doses of the vaccine in children.
Financing for the MVIP has been mobilized through an
unprecedented collaboration among three global health funding
bodies: Gavi, the Vaccine Alliance; the Global Fund to Fight
AIDS, Tuberculosis and Malaria; and Unitaid.
Additionally, WHO, PATH, and GSK are providing in-kind
contributions, which include GSK’s donation of the vaccine for
use in the MVIP. However, additional resources will be needed
to bring this vaccine into wide-scale use.
RTS,S aims to trigger the immune system to defend against
the first stages of malaria when the Plasmodium falciparum
parasite enters the human host’s bloodstream through a mosquito
bite and infects liver cells.
The vaccine is designed to prevent the parasite from infecting
the liver, where it can mature, multiply, reenter the bloodstream,
and infect red blood cells, which can lead to disease symptoms.

December 2021

33

Public Health

Over 80 million reached as Africa trailblazes
novel polio vaccine
By Sharon Kemunto

M

ore than 80 million children have been vaccinated
with the novel oral polio vaccine type 2 (nOPV2)
in six countries in Africa, the world’s first region
to rollout the vaccine just months after the World Health
Organization (WHO) gave it Emergency Use Listing status
in November 2020.

Over the last three years,
the African region has seen a
growing number of circulating
vaccine-derived type 2
poliovirus outbreaks, from an
initial three countries (Angola,
the Democratic Republic of the
Congo and Kenya) in 2019 to
more than 20 in 2021.
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Nigeria became the first country in the world to use
nOPV2 to tackle an outbreak in March 2021, vaccinating 7
million children in six states. By September, Benin, Congo,
Liberia, Niger and Sierra Leone had also rolled out the vaccine.
Africa was certified free of wild polio in August 2020, but
outbreaks of circulating vaccine-derived polio type 2 are still
being reported.

“The nOPV2 brings significant
advantages in tackling polio outbreaks
and Nigeria has worked closely with
the global polio partners to roll out the
vaccine. With swift outbreak response
and effective tools and measures, our path
to ending all forms of polio once and
for all is clearer,” said Dr Tunji Funsho,
chair of Rotary’s National PolioPlus
Committee, Nigeria.
The nOPV2 is a modified form of the
monovalent oral polio vaccine designed to
be more genetically stable and less likely
to, in under-immunized populations,
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revert to a form that can cause permanent
paralysis in children from vaccine-derived
poliovirus. Given the urgent public
health need to address vaccine-derived
polio globally, nOPV2 became the first
vaccine to receive authorization for use
under Emergency Use Listing (EUL).
WHO has urged countries to rapidly
implement the process for national
approval for importation and deployment
of the vaccine once it was approved for
use.
“Africa’s trailblazing rollout of
the novel polio vaccine shows a true

Public Health

determination to end polio for good. The progress made
by the six countries and the upcoming rollout in five
additional countries targeting 30 million children by the
end of 2021 promise effective and lasting protection from
the threat of lifelong paralysis,” said Dr Pascal Mkanda,
Polio Eradication Programme Coordinator at WHO
Regional Office for Africa.

Meeting pre-deployment requirements
Over the last three years, the African region has seen
a growing number of circulating vaccine-derived type
2 poliovirus outbreaks, from an initial three countries
(Angola, the Democratic Republic of the Congo and
Kenya) in 2019 to more than 20 in 2021. While there has
been steady progress towards the eradication of all forms
of polio in the region, the growing number of outbreaks is
concerning and requires a swift and robust immunization
response. The nOPV2 plays an effective role in stopping
these outbreaks.
To deploy nOPV2 under EUL, countries must meet
a set of strict requirements. The WHO Strategic Advisory
Group of Experts recommended that the vaccine be
rolled out under an initial phase which ran from March
to October 2021. Fourteen African countries fulfilled
the rollout criteria which included obtaining regulatory
approvals, surveillance enhancement activities, preparation
of cold chain and logistics, targeted communication plans
to address rumours and misinformation, and training of
staff and frontline workers. On average it took about six
to eight weeks for countries to fulfil these requirements,
with Nigeria being the fastest to be fully verified for use
in under four weeks.

enable faster deployment of nOPV2 in the field.
The key changes during the transition to wider rollout
include reducing the requirements and restrictions. For
instance, in broader deployment the vaccine can be used
in integrated campaigns, meaning it can be delivered
with other vaccines or nonvaccine interventions such as
vitamin A administration. The requirements countries
need to meet to use the vaccine have now been reduced
to 16 from 25. This is particularly important given that
rapid outbreak response is crucial to successfully stopping
the circulation of the virus.
During this wider-use phase, Ethiopia, Mauritania,
Nigeria, The Gambia, Senegal and Uganda will roll out
campaigns targeting a total of approximately 30 million
children, increasing the number of African children with
effective polio protection.

Vaccine rollout safety
WHO in Africa has worked with countries to
improve vaccine safety monitoring systems. Countries
eligible for outbreak response and needing support were
prioritized, with the Rapid Response Team from the
WHO Regional Office for Africa assisting. The team
has provided guidelines and vaccine safety monitoring
systems to Angola, Congo and Liberia. National Causality
Assessment Committee for Adverse Events Following
Immunization has also been re-established in countries
not only for nOPV2 vaccine safety but also for assessing
COVID-19 vaccines related adverse events. Country
safety teams and partner organizations have been
instrumental in the collection and review of safety data.
Based on an independent review of the preliminary
safety and genetic stability data collected and analysed by
the African Member States, the WHO Strategic Advisory
Group of Experts in October 2021 recommended broader
use of nOPV2. The move to the wider use phase will
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Lobby group wants Health Ministry to uphold
ban on sale of nicotine pouches
By Mike Mwaniki

A

lobby group has urged the Health Ministry to
uphold the ban on the sale of oral nicotine pouches
in the country after British American Tobacco
(BAT) recently wrote a letter requesting the cabinet
secretary to rescind his earlier directive.
The group, led by the Kenya Tobacco Control Alliance
(KETCA)—which is the umbrella organisation for those
involved in tobacco control and health promotion in
Kenya—describes the move by BAT as “blatant interference
by the tobacco industry and their distaste for public health”.
In the letter dated September 7 2021, BAT’s Managing
Director Chrispin Achola asks Health Cabinet Secretary
Mutahi Kagwe that their nicotine pouches, brand names
LYFT or Velo, be allowed back into the market with a tiny
health warning covering only 10 per cent of the packet.
KETCA chairman Joel Gitali urged the Health
Ministry to uphold the ban on nicotine pouches due to
the blatant interference by the tobacco industry and their
distaste for public health.
“The tobacco industry must forthwith desist from
sending letters to the Health CS as the Ministry has a
competent Tobacco Control Board and the Division
of Tobacco Control to which they can direct their
communication.”
According to the Kenya STEPwise survey for Noncommunicable diseases (NCD) risk factors 2015, tobacco
use remains the most deadly risky behaviour in the country,
killing at least 9,000 Kenyans every year.
Experts say more than 220,000 children and more than
2,737,000 adults continue to use tobacco each day.
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.
Mr Gitali—who was flanked by KETCA Coordinator
Thomas Lindi and Nairobi Metropolitan Services Tobacco
Control Unit Head, Antony Muthemba—observed that
since 2007, the Kenya Tobacco Control Act has put in
place important restrictions on the sale, advertisement and
distribution of tobacco products.
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“However, to dodge these restrictions and increase their
profits, the tobacco industry has introduced alternative
tobacco and nicotine products which they market
aggressively to children and adolescents.
“These new products now pose significant challenges to
public health,” Mr Gitali added.
Mr Muthemba said the nicotine pouches—which are
even sold online—deliver the nicotine chemical into the
body when placed under the lips.
“Manufacturers who market the products in Kenya, led
by the BAT-Kenya, allege that they are less harmful than
cigarettes.”
Mr Lindi said the ban on nicotine pouches must also be
applied to other novel products such as Electronic nicotine
delivery systems, such as e-cigarettes, until when we have an
appropriate regulatory framework.
“Tests on such products so far have demonstrated toxic
contaminants, misrepresentation of the nicotine delivered,
and no health benefit. They are not safe for young people,
pregnant women and adults who have never smoked.”
Mr Gitali warned that these products were gaining
particular traction in the youth market due to the wide
array of youth-friendly flavours and deceptive advertising
online.
The chairman added that although advertising may
make them look convenient and appealing, the fact remains
that nicotine products are dangerous.
“For instance, nicotine use during adolescence has been
shown to damage brain cells in the area of the brain known
as the ‘prefrontal cortex’ leading to lifetime addiction to the
nicotine chemical, depression and anxiety. It also leads to
irritation of the gums, sore mouth, hiccups and nausea.”
Mr Gitali revealed that several countries have already
banned nicotine delivery products until such a time there
will be sufficient scientific studies to guide their proper
regulation.
These countries include Norway, Germany, Australia,
Canada, Russia and Uganda.
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Building resilient health systems
is key for cardiovascular disease
prevention, control and management
By Samwel Doe Ouma		

A

@samweldoe

straZeneca’s Healthy Heart Africa
programme, the Pan-African
Society of Cardiology (PASCAR)
and other stakeholders have emphasized
the need to build resilient health systems
in order to address the rising burden
of cardiovascular diseases (CVDs) and
achieve universal health coverage in
Africa.
According to Ashling Mulvaney,
Vice President, Global Sustainability,
and Access to Healthcare at AstraZeneca,
building resilient health systems is one
of the most pressing focus areas for the
health sector today. Early diagnosis
and treatment of diseases support the
development of sustainable health
systems.
“Since launching in 2014, the
Healthy Heart Africa programme has
contributed to improving cardiovascular
disease healthcare in Africa by integrating
existing health platforms, especially at
the primary health care level. This has
enabled more people to be screened for
elevated blood pressure and facilitated
early detection of hypertension.”
This discussion took place during
the ongoing 15th PASCAR and
KCS Congress 2021 in Mombasa.
The stakeholders highlighted disease
prevention and treatment, the need
to focus on primary healthcare, and
partnerships as key strategies to build
resilient health systems.
Cardiovascular diseases are noncommunicable diseases (NCDs) and
the leading cause of death globally.
Hypertension or high blood pressure
is the most frequent risk factor for

CVDs. The World Health Organisation
(WHO) states that Africa has the highest
prevalence of hypertension, at 27 percent
compared to the Americas where the
prevalence is 18 percent.
According to the National STEPwise
Survey, almost one in four Kenyans is
living with hypertension and more than
half of Kenyans have never had their
blood pressure measured.
Among those stated to have been
earlier diagnosed with hypertension,
only 22.3 percent were on medication
prescribed by a health worker. Low
public awareness, access to screening,
and low understanding of prevention
guidelines are some of the obstacles
affecting effective prevention, control,
and management of hypertension
Kenya’s Vision 2030 recognizes
health as an important anchor for
improving quality of life and gives
priority to preventive care at the primary
healthcare level. The Government of
Kenya has prioritised strategies to address
the rising burden of NCDs through
policy documents such as the Kenya
National Strategy for Prevention and
Control of NCDs (2021-2025).
The Ministry of Health (MOH)
works with stakeholders to implement
plans that address the prevention,
control and management of CVDs in the
country, including the establishment of
partnerships such as the Healthy Heart
Africa (HHA) Programme.
HHA was launched in Kenya in
collaboration with the Ministry of
Health and in support of its commitment
to combat NCDs. The programme

contributes to strengthening local health
systems by increasing awareness and
education around lifestyle choice and
CVD risk factors, capacity building of
healthcare providers, and driving care to
lower levels of the healthcare system.
“The Pan-African Society of
Cardiology has prioritized hypertension
in order to reduce cases of stroke and
heart disease in Africa. We have been
working with Ministries of Health,
professional societies like the Kenya
Cardiac Society and stakeholders such
as HHA to implement the PASCAR
roadmap, which provides simple and
practical guidelines for the management
of hypertension,” said Prof Elijah
Ogola, Secretary General at PASCAR
and Principal Investigator for the HHA
programme.
He added that the goal is to
achieve 25 per cent relative reduction in
hypertension on the continent by 2025,
focusing on primary healthcare, which is
ideal for population-wide impact.
HHA is currently present in Kenya,
Ethiopia, Tanzania, Ghana, Uganda,
Côte d'Ivoire and Senegal, with an
agreement to expand into Rwanda.
Since its launch, HHA has
conducted over 21.8 million blood
pressure screenings in the community
and in healthcare facilities, trained over
8,500 healthcare workers to provide
education and awareness, screening and
treatment services for hypertension;
activated over 900 healthcare facilities in
Africa to provide hypertension services,
and identified over 4.1 million elevated
blood pressure readings.
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Authority to oversee quality care provision in Kenya
By Samwel Doe Ouma | @samweldoe

Dr Jackson Kioko, CEO KHPOA

K

enya has a new ‘watchdog’ to oversee patient safety and
quality of care offered in all healthcare facilities.
The Kenya Health Professions Oversight Authority
(KHPOA) has set a mechanism for regular review of standards
of health care established to ensure that patients have positive
experiences during the utilization of health and related services.
According to Dr Jackson Kioko, Chief Executive
Officer (CEO) KHPOA, the Authority has an oversight/
regulatory role that is geared to improve the overall patient
healthcare experience by ensuring efficient, reliable, highquality healthcare delivery systems with acceptable standards
and norms are provided to all Kenyans as outlined in the
Constitution.
“Quality of care is a complex terminology which describe
access, availability, efficiency, effectiveness and patient-centered
care approach and how it affects health outcomes,” he said.
The watchdog is set to start joint inspection of all
hospitals in the country both public and private starting with
six counties of Kiambu, Muranga, Nyeri, Kirinyaga, Laikipia
and Nyandarua. The main objective is to ensure compliance to
standards in health service delivery.
“The Ministry of Health has finalized Quality of Care
Certification Framework. This will be used alongside existing
policies like Kenya Quality Model for Health (KQMH),
Kenya Patient Safety Impact Evaluation (KePSHE) report
among others to start inspection and grading of health facilities
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according to quality of care using the “staring” model.
“MoH has set standards and has sound existing regulation;
however, follow up for enforcement by the joint effort of
regulators can be a breaking point in the delivery of quality
health services as outlined by our laws,” Dr Kioko said.
He adds that KHPOA will ensure that relevant health
regulatory systems are in place for improved health processes,
patient safety and overall quality care, including better patient
health outcomes.
“Patient safety and quality care is a priority for patients,
providers, payers, and policymakers. The Authority is putting
in place mechanisms to ensure that patients are treated with
dignity and respect at all times while receiving care and
treatment,” he said adding that, “healthcare service provision
in Kenya should not only listen, but also address and involve
patients in deciding what to expect while seeking care at any
facility.”
Healthcare professionals and providers should be more
transparent with patients and the public in terms of how
diagnostic and treatment decisions are made and the costs of
care.
Dr Kioko says that to ensure the quality of care is achieved,
the training of health professionals is key as it is a critical pillar
in the realization of universal health coverage (UHC).
He says that the Authority has an oversight role to
ensure that the training standards set by health professionals’
regulatory bodies are not compromised.
Kioko adds that the training of healthcare practitioners
should answer the question of why do we train. He says that the
training should address both local,national and global health
needs and provide answers to existing health challenges and
problems.
“Healthcare professionals require extensive training to
impart specific technical skills, knowledge, attitude and health
processes expected to improve health,” he says adding that
health regulators should always ensure that they are involved
and follow up of trainees from time of admissions to training
institutions to licensing and practice.”
He adds that training institutions should have standardized
curriculum for a similar health program.
The Authority will work in collaboration with relevant
Ministries and Agencies including the Commission of
University Education and development partners to support
appropriate health training courses that meet the demand and
needs of the country.
He says that the Authority is currently working with
TVET Authority and TVET CDACC to identify gaps that will
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determine the types of courses in health.
“The Healthcare sector has seen
many improvements due to expanded
infrastructure, procurement of medical
equipment and consumables, and
provision of specialized services enhancing
access and availability of services,” Dr
Kioko remarked.
The watchdog will introduce a “star
rating” system based on the quality of care
services provided in the hospital.
“Initially, hospitals were graded based
on infrastructure and type of services
provided but now the grading will be
based on hospital’s actual performance
on a broad set of health processes,
infrastructure, and patient health
outcomes, including measures of quality
of care and patient safety,” Dr Kioko told
health Business.
The new star rating system is
expected to motivate hospitals to compete
and pursue patient safety and quality of
care improvement plan in order to reap
the reputational benefits associated with
being perceived as a market leader.
It will publish a report on its findings,
including the star performance ratings to
help people choose where to seek care.
KHPOA- established through
the Health Act, No. 21 of 2017 - core
functions include maintaining a duplicate
register of all health professionals in the
public sector; promote and regulate interprofessional liaison between statutory
regulatory agencies; coordinate joint
inspections with all regulators; and
facilitate resolution of complaints from
patients, aggrieved parties and regulators.
It is also mandated to promote and
regulate a national safety and quality
policy and healthcare accreditation
framework to support patient safety.
Other functions include continuous
monitoring of the execution of respective
mandates and functions of regulatory
bodies recognized under an Act of
Parliament; arbitrate disputes between
statutory regulatory bodies, including
conflict or dispute resolution among
regulators; and ensure health professionals
and facilities do not compromise
standards in the delivery of health services.

December 2021

39

Global Health
Fifteen African countries hit 10pc COVID-19
vaccination goal
By Sharon Kemunto

F

ifteen African countries—nearly
a third of the continent’s 54
nations—have fully vaccinated
10 per cent of their people against
COVID-19.
The global goal of fully vaccinating
10 per cent of every country’s population
by 30 September was set in May by the
World Health Assembly, the world’s
highest health policy-setting body.
Almost 90 per cent of high incomecountries have met this target.
Seychelles and Mauritius have fully
vaccinated over 60 per cent of their
populations, Morocco 48 per cent and
Tunisia, Comoros and Cape Verde over
20 per cent. Most of the African countries
that have met the goal have relatively
small populations and 40 per cent are
small island developing states.
All these countries have enjoyed
sufficient supplies of vaccines, and many
could access doses from separate sources
in addition to those delivered through the
COVAX Facility, the global platform to
ensure equitable access to vaccines. Half
of the 52 African countries that have
received COVID-19 vaccines have fully
vaccinated just 2 per cent or less of their
populations.
“The latest data shows modest gains
but there is still a long way to go to reach
the WHO target of fully vaccinating 40
per cent of the population by the end of
the year. Shipments are increasing but
opaque delivery plans are still the number
one nuisance that holds Africa back,”
said Dr Richard Mihigo, Immunization
and Vaccines Development Programme
Coordinator for the World Health
Organization (WHO) Regional Office
for Africa.
Nine African countries, including
South Africa, Morocco and Tunisia,
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had reached the 10 per cent goal at the
beginning of September and another six
managed to sprint ahead to reach the
target this month due to rising vaccine
deliveries.
Twenty-three million COVID-19
vaccines arrived in Africa in September,
a ten-fold increase from June. Yet just
60 million Africans have been fully
vaccinated so far and 2 per cent of the
more than 6 billion vaccines given
globally have been administered on the
continent.
COVAX is working with donors to
identify the countries that can currently
absorb large volumes of vaccines and send
them their way and plans to strengthen
its support for countries that do not have
other sources of vaccines.
WHO has assisted 19 African
countries in conducting intra-action
reviews, which analyse their vaccination
campaigns and offer recommendations
to improve them. The reviews show that
uncertainty around deliveries has been a
major impediment for many countries.
By deploying a team of international
experts, WHO is providing targeted
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support to a select group of countries to
identify and resolve bottlenecks in their
COVID-19 vaccine rollouts, including
working with local authorities and
partners to identify and address the root
causes of challenges to administering
vaccines. WHO is also working to share
crucial lessons and best practices among
African countries to help them accelerate
their vaccine rollouts.
COVID-19 case numbers in Africa
dropped by 35per cent to just over
74 000 in the week of 26 September.
Almost 1800 deaths were reported across
34 African countries in the same period.
The Delta variant has been found in 39
African countries. The Alpha variant has
been detected in 45 countries and the
Beta in 40.
“Despite the declining case numbers
we must all remain vigilant and continue
to adhere to the proven public health and
safety measures that we know save lives,
such as wearing a mask, washing our
hands regularly and physical distancing,
especially while vaccination rates remain
low,” said Dr Mihigo.

Global Health

Six in seven COVID-19 infections go
undetected in Africa
By Mike Mwaniki

A

new assessment by the World
Health Organisation shows that
only 14.2 per cent – or one in
seven – COVID-19 infections are being
detected in Africa.
And, in a bid to reverse that trend
and curb transmission, the WHO
Regional Office for Africa has announced
a new initiative to enhance community
screening for COVID-19 in eight
countries.
The programme aims to reach
more than 7 million people with rapid
diagnostic tests in the next year.
The WHO analysis used the
COVID-19 calculator developed by
Resolve to Save Lives which estimates
infections based on reported number of
cases and deaths and an infection fatality
rate grounded in population-based
studies.
It found that as of 10 October 2021
the cumulative number of COVID-19
infections is estimated to be 59 million
in Africa, which is seven times more than
the over 8 million cases reported.
Since the start of the pandemic and
as of 10 October, more than 70 million
COVID-19 tests have been reported by
African countries, which is a fraction of
the continent’s 1.3 billion people.
By contrast, the United States, with
about a third of the population, has
reportedly administered over 550 million
tests, while the United Kingdom, with
less than 10 per cent of the population of
Africa, has administered over 280 million
tests.
“ Most tests are carried out on
people with symptoms, but much of the
transmission is driven by asymptomatic
people, so what we see could just be the
tip of the iceberg,” said WHO (Africa)
Regional director Dr Matshidiso Moeti.
“Test numbers have been rising
in Africa, but this community-based

initiative is a radically new approach
which should help significantly raise
detection rates. More testing means rapid
isolation, less transmission and more lives
saved through targeted action,” Dr Moeti
added
The countries participating in the
programme are Burundi, Cote d’Ivoire,
Democratic Republic of the Congo,
Guinea-Bissau, Mozambique, Republic
of the Congo, Senegal and Zambia.
To kick off implementation, WHO
has disbursed $ 1.8 million to the eight
countries. WHO will support countries
to interrupt disease transmission, through
active case finding by deploying teams in
local communities to seek out possible
contacts of people who have tested
positive for COVID-19 and offer antigen
rapid diagnostic tests.
The initiative will use a “ring
strategy”, which was pioneered
successfully in the eradication of smallpox
in the latter half of the 20th century to
vaccinate people who are most likely to
be infected, and during the recent Ebola
outbreaks in West Africa and in the
Democratic Republic of the Congo.
The ring approach will target people
living inside a circle of 100 metres radius
around each new confirmed case to
prevent further spread of the disease.
The programme aims to increase
the testing capacity in each participating
country by 40 per cent, ensuring
they reach the WHO recommended
benchmark of 10 tests performed per
10,000 people weekly.
Currently, around 20 countries –
more than a third of African countries –
do not reach this benchmark.
All testing will be carried out on a
voluntary basis and will be conducted
using WHO-approved antigen based
rapid diagnostic tests, which can produce
results on-site in as little as 15 minutes

and can be administered with minimal
training.
Rapid diagnostic tests are considered
highly accurate for detecting infections
that have reached the transmissible stage.
Currently, most countries carry out
polymerase chain reaction or PCR tests,
which require reagents and experts, and
are significantly more time-consuming
and expensive than rapid diagnostic tests.
There have now been over 8.4
million COVID-19 cases recorded in
Africa, including 214,000 deaths.
Despite a decline in case numbers
in recent weeks, vaccination rates
remain low, with only 30 per cent of
the continent’s 54 nations having fully
vaccinated 10 per cent of their population
against the disease—compared with
almost 90 per cent of high-income
countries.
Meanwhile, just under half of the
African countries that have received
COVID-19 vaccines have fully vaccinated
just 2 per cent or less of their populations.
In Kenya, for example, by October
16 2021, a total of 4,500,179 vaccines
had been administered countrywide—
of these, 3,291,192 were partially
vaccinated while those fully vaccinated
were 1,208,987.
The uptake of the second dose
among those who received their first dose
was 35.2 per cent while the proportion of
adults fully vaccinated was 4.4 per cent.
Experts say in the absence of enough
vaccines, a more proactive community
testing effort is especially important
for reducing transmission in African
countries where a relatively youthful
population is contributing to a high rate
of asymptomatic infections.
Estimates show that between 65
per cent and 85 per cent of COVID-19
infections in Africa generate few or no
symptoms.
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Decades of progress gone in one year: Tigray’s
healthcare system has been destroyed
By Berhe W Sahle and Mulu A Woldegiorgis

T

he war in Ethiopia’s Tigray region
broke out on 4 November 2020.
A survey done in parts of Tigray
and investigative reports by human
rights bodies Amnesty International
and the Human Rights Watch show
that thousands of civilians have been
killed. The US and European Union
have warned that more than 2.1 million
internally displaced people and over
70,000 refugees are facing a humanitarian
crisis.
Ethiopian and Eritrean forces have
committed a series of crimes in Tigray.
There are allegations that there’s been
destruction and looting of available food
supplies and farming has been rendered
impossible. A subsequent blockade has
forced about 900,000 people in Tigray to
live under famine conditions.
Attacks on health facilities
and workers are unfortunately not
uncommon in war. However, the rate
and scale of the destruction of Tigray’s
healthcare system is severe.
Before the war, the Tigray region
had 47 hospitals, 224 health centres,
712 health posts and 269 functional
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ambulances. Doctors Without Borders
(MSF) reports that most facilities were
first looted by ground forces and then
destroyed or turned into military camps.
This highlights the systematic nature of
the attacks.
A recent assessment by the United
Nations Office for the Coordination
of Humanitarian Affairs and others
indicated that about 70% of assessed
hospitals and health centres in the
region have either been partially or fully
damaged. As a result, over 2.5 million
people are without access to essential
services.
It is a full-fledged attack on the
region’s health system, including health
workers, patients, health facilities,
ambulances, medical supplies and
equipment. In less than five weeks, it
was reported that more than 200 health
facilities were destroyed, looted or
damaged.
We carried out an extensive review
of reports by international organisations
and human rights bodies on the war in
Tigray, looking into the scale and nature
of the attack on the health system and
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deteriorating health and humanitarian
crisis.
Our best estimate is that the region’s
healthcare system could be in a similar
(if not worse) position to the early
1990s, when it had only four functional
hospitals, 10 health centres and 102
clinics.

Healthcare targeted
In total breach of international
humanitarian law, Eritrean and Ethiopian
forces have destroyed or looted health
facilities.
The remaining health facilities are
barely functioning due to the siege on
Tigray, which is blocking the supply
of medicines and basic services such as
banking, telecommunication, fuel and
electricity.
Only 30 of the region’s 280
ambulances are still available in public
health facilities and the only oxygen
producing plant and pharmaceutical
company in Tigray were looted and
then destroyed according to a former
government official.

Global Health

Health workers appear to have been deliberately targeted.
Initial reports show that health care workers were either
displaced, killed in the conflict, or had their services terminated.
In one report a nurse claimed that only 10 Tigrayans remained
of the roughly 400 who worked at the hospital where he had
been employed. The rest were killed or had fled.
By early September, reports showed that 23 humanitarian
workers had been killed, resulting in the suspension or scaling
back of humanitarian assistance in Tigray.
Ethiopia’s healthcare system witnessed remarkable
improvements over the past three decades. The Tigray region
had some of the best health outcomes in the country. Before
the war began, 94% of women in Tigray had access to skilled
antenatal care; 72% gave birth in a health facility; and 63%
made use of postnatal care services. And more than 96% of
children were vaccinated. Tigray also had made remarkable
achievement in preventing and controlling communicable
diseases, including tuberculosis, malaria, and HIV.
The destruction of the health system has left millions of
people without access to basic healthcare services. Throughout
Tigray, pregnant women are left without basic maternal
health services and hundreds of thousands of children need

immunisation. The UN reported that polio vaccines are needed
for 887,000 children and measles vaccines are needed for
790,000 children. Failure to administer the shots could result
in an outbreak.
The scale and nature of the destruction of the health
system in Tigray suggest that the intention of the attack is not
just limited to the course of the war, but also to impose longterm crisis and challenge the post-war rehabilitation process.

Lifting the siege
The targeting of healthcare in Tigray, as a part of the
broader war, has led to the collapse of the sector. Compounded
by the destruction of livelihoods and complete blockade of aid
and services, more than six million people in Tigray are facing
a terrible humanitarian crisis.
Given the scale of the destruction of health, and other
critical infrastructure, the post-war reconstruction and
recovery of Tigray’s health system requires sustained and
coordinated international support and assistance. The absence
of accountability for war crimes against health facilities and
workers could set a dangerous precedent for the normalisation
of the destruction of healthcare.

The article was first published in The Conversation
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Global Fund surpasses $4 billion mark
in funding to support countries in
fight against COVID-19
By Mike Mwaniki

T

he Global Fund has announced that it has
disbursed a total of $4 billion to more than
100 low- and middle-income countries
to fight COVID-19, adapt HIV, TB and malaria
programmes as well as urgently reinforce fragile
systems for delivering health services.
This funding is on top of the over $4.2 billion a
year the Global Fund provides to countries to fight
HIV, TB and malaria.
Since March 2021, when new funding became
available following support of donors led by the
United States, Germany, the Netherlands and
Switzerland, the Global Fund has provided $3
billion for COVID-19 through its COVID-19
Response Mechanism (C19RM), created by the
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Global Fund in March 2020.
This builds on the $1 billion funding the Global
Fund approved for the COVID-19 response in
2020.
The Global Fund Executive director, Mr Peter
Sands said the Global Fund’s ability to act swiftly
and at scale to support countries’ COVID-19
responses reflects the power and the agility of the
Global Fund partnership.
“We have been supporting countries to meet
the new challenges posed by the pandemic in
2021, including surges in infections and deaths
driven by the Delta variant, acute oxygen shortages
and the need to support vaccine rollout through
strengthening systems for health.”

Global Health

According to experts, the Global Fund’s extensive
health and community networks and established health
procurement and distribution system are well suited to
distribute new COVID-19 tools, medical supplies and
training at scale in more than 100 countries.
Commodities procured with C19RM funding –
including lifesaving PPE, treatments including oxygen
and diagnostic tests – are being distributed and having
an impact. C19RM priorities and investments have
been coordinated with partners through the Access to
COVID-19 Tools (ACT) Accelerator.
However, despite the progress countries are able
to achieve with this support, a press release says, the
Global Fund will run out of C19RM funding this
month.
Without further funding, the Global Fund
will no longer be able to support countries as they
seek to protect their front-line health workers, scale
up testing to stop the spread of the pandemic, and
provide severely ill patients with life-saving treatments
including medical oxygen.
“Since the Global Fund is the primary provider
of financial support for many low- and middle-income
countries for all the non-vaccine components of their
COVID-19 responses, this means countries will need
to scale back just when they need to be scaling up,”
Mr Sands warns.
As part of ACT-Accelerator’s overall appeal, the
Global Fund is seeking to secure an additional $6.3
billion to respond to the most immediate and urgent
needs in the global fight against COVID-19.
In May 2021, for example, the Global Fund swiftly
supported Kenya to respond to oxygen shortages
and procure oxygen products, including cylinders
and necessary accessories (regulators, flowmeters
and humidifiers), Pressure Swing Adsorption oxygen
plants, as well as bulk liquid oxygen.
At the same time, in Uganda, the Global Fund
helped procure diagnostic tests and protective
equipment to contain the epidemic through
prevention and control measures and mitigate the
spread of COVID-19 in health facilities, institutions
and communities.
The Global Fund's COVID-19 Response
Mechanism follows a country-led, inclusive, and
demand-driven approach to ensure funding goes
where it is most needed.

The Fund’s chief risk officer Rahul Singhal notes:
“We commend the commitment that implementing
countries and partners have shown to present high
quality funding requests so the funds awarded can
achieve impact against COVID-19…
“But the work has only just started. We will now
need to focus on supporting implementation and
strengthening the impact of grant investments.”
The Global Fund also helped create the Access
to COVID-19 Tools (ACT) Accelerator, the global
collaborative partnership turbo-charging the global
pandemic response, and is the primary channel for
funding and procurement across the coalition’s
Therapeutics and Diagnostics pillars, as well as the
Health Systems Connector.
The Global Fund is a key partner in the ACTAccelerator's COVID-19 Oxygen Emergency
Taskforce and is one of the main funding sources for
the procurement of medical oxygen.
To date, the ACT-Accelerator has procured
more than 109 million tests, distributed lifesaving
dexamethasone treatment and oxygen and procured
personal protective equipment (PPE) worth more than
$830 million to protect front-line health workers.
To defeat COVID-19, the Global Fund advocates
for a comprehensive approach that brings together
testing, treatments, vaccines and the health systems to
make it happen – vaccines alone will not be enough.
Until vaccines are made available worldwide and
as variants of concern continue to emerge across the
globe, the best strategy to fight COVID-19 is to test,
trace, treat and isolate, which requires hundreds of
millions of tests, effective new treatments, and training
and PPE for health care and laboratory workers.
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WHO and partners call for urgent action on
Meningitis
By Mike Mwaniki

T

he World Health Organization
(WHO) and partners recently
launched the first ever global strategy
to defeat meningitis - a debilitating disease
that kills hundreds of thousands of people
each year.
By 2030, the goals are to eliminate
epidemics of bacterial meningitis – the
deadliest form of the disease – and to
reduce deaths by 70 per cent and halve the
number of cases.
The organisations estimate that in
total, the strategy could save more than
200,000 lives annually and significantly
reduce disability caused by the disease.
This strategy, the Global Roadmap to
Defeat Meningitis by 2030, was launched
by a broad coalition of partners involved
in meningitis prevention and control at a
virtual event, hosted by WHO in Geneva
on September 28.
Its focus is on preventing infections
and improving care and diagnosis for those
affected.
The WHO Director-General, Dr
Tedros Ghebreyesus observed: “Wherever
it occurs, meningitis can be deadly and
debilitating; it strikes quickly, has serious
health, economic and social consequences,
and causes devastating outbreaks,”
Dr Ghebreyesus added: “It is time
to tackle meningitis globally once and
for all –by urgently expanding access to
existing tools like vaccines, spearheading
new research and innovation to prevent,
detecting and treating the various causes of
the disease, and improving rehabilitation
for those affected.”
Meningitis is a dangerous
inflammation of the membranes that
surround the brain and spinal cord,
predominantly caused by infection with
bacteria and viruses.
Meningitis that is caused by bacterial
infection tends to be the most serious –
leading to around 250,000 deaths a year
- and can cause fast-spreading epidemics.
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It kills 1 in 10 of those infected –
mostly children and young people - and
leaves 1 in 5 with a long-lasting disability,
such as seizures, hearing and vision loss,
neurological damage, and cognitive
impairment.
Over the last ten years, meningitis
epidemics have occurred in all regions of
the world, though most commonly in the
‘Meningitis Belt,’ which spans 26 countries
across Sub-Saharan Africa.
These epidemics are unpredictable,
can severely disrupt health systems, and
create poverty - generating catastrophic
expenditures for households and
communities.
The WHO (Africa) Regional Director,
Dr Matshidiso Moeti noted: “More than
half a billion Africans are at risk of seasonal
meningitis outbreaks but the disease has
been off the radar for too long…
“This shift away from firefighting
outbreaks to strategic response can’t come
soon enough. This roadmap will help
protect the health and lives of hundreds of
thousands of families who every year fear
this disease.”
Several vaccines protect against
meningitis, including meningococcal,
Haemophilus influenzae type b and
pneumococcal vaccines.
However, not all communities have
access to these lifesaving vaccines, and
many countries are yet to introduce them
into their national programmes.
While research is underway to develop
vaccines for other causes of meningitis, such
as Group B Strepbacteria, there remains
an urgent need for innovation, funding
and research to develop more meningitispreventive vaccines.
Efforts are also needed to strengthen
early diagnosis, treatment and rehabilitation
for all those who need it after contracting
the disease.
The Meningitis Research Foundation
and Conferederation of Meningitis
Organisations CEO, Vinny Smith said
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: “This roadmap is the embodiment of the
ambition of people and families affected
around the world who have called for its
creation...
“It's their experience and passion that
has driven a whole community of interest
to get this far, we celebrate together the
common goal of defeating meningitis and
will be led by their inspiration to make it
happen.”
The new Roadmap has identified some
of the priorities for meningitis response
and prevention as achievement of high
immunisation coverage, development of new
affordable vaccines, and improved prevention
strategies and outbreak response.
Others include speedy diagnosis and
optimal treatment for patients; good data to
guide prevention and control efforts; care and
support for those affected, focusing on early
recognition and improved access to care and
support for after-effects as well as advocacy
and engagement.
WHO and partners are providing
support to countries to implement
the Roadmap, including through the
development of regional and national
frameworks that will help countries achieve
its ambitious goals.
The PATH President and CEO, Nikolaj
Gilbert observes: “The Global Roadmap to
Defeat Meningitis demonstrates what can be
accomplished when a global need is met with
global action.”
UNICEF’s Health Programmes
Director, Dr Aboubacar Kampo noted:
“We must be united in our efforts to end all
preventable childhood diseases, including
bacterial meningitis.”
Prof Sir Brian Greenwood, professor
of Clinical Tropical Medicine, London
School of Hygiene and Tropical Medicine
and co-chair of the Taskforce supporting the
implementation of the roadmap observed:
“Although the main burden of meningitis is
in poor countries, acute bacterial meningitis
is a global problem with no country being
spared its devastating impact.”
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